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SECOND DIVISION. 


(CONTINUED.) 


Ill. SOLUTION OF CONTINUITY FROM ALTERED POSITION 
OF PARTS. 


(CONTINUED. ) 


B.—OF RUPTURES. 

1109. A Rupture (Hernia, Lat.; Bruch, Germ.; Hernie, Fr.) is the 
protrusion of an intestine from its own cavity into the surrounding cellular 
tissue, or into another cavity. Ruptures are therefore distinguished, 
according to the three cavities of our body, as ruptures of the belly, of the 
chest, and of the head. 


I.—Or Rurrtures oF THE BELLY. 


First CHapter.—OF RUPTURES OF THE BELLY IN GENERAL. 


Franco, P., Traité des Hernies. Lyon, 1556. 

Guwz, J. G., Observationum anatomico-chirurgicarum de herniis libellus. Lipsice, 
1744. 8vo. 

VoceL, G., Abhandlung aller Arten von Briichen. Leipzig, 1746. 

Port, P., Chirurgical Works. vol. ii. Edit., 1783. 


Le Buanc Er Horn, Nouvelle Méthode d’opérer les Hernies. Paris, 1768. 

RicuTer, Abhandlung von den Briichen. Gottingen, 1778. Second Edition, 1785. 
8vo. 

Scarpa, A., Sull’ Ernie, Memoirie anatomico-chirurgiche. | Ediz. Second. Pavia, 
1819. fol. Translated into English as A Treatise on Hernia, with notes by J. H. WisH- 
HART. Edinburgh, 1814. 8vo. 

LAWRENCE WiLu14M, A Treatise on Ruptures. London, 1838. 8vo. Fifth Edition 

Cioquet, J., Recherches Anatomiques sur les Hernies de l’Abdomen. Paris, 1817. 4to. 

Iprp., Recherches sur les Causes et Anatomie des Hernies Abdominales. Paris, 
1819. 4to. 

Coorrer, AstitEy, The Anatomy and Surgical Treatment of Abdominal Hernia. 
Second Edition. By C. Aston Key. London, 1827. fol. 

HessELBAcH, A. K., Die Lehre von den Eingeweidebriichen. 2 vols. Wiirzburg, 
1829, 30. 8vo. 

Key, Cuartes Aston, A Memoir on the advantages and practicability of dividing 
the stricture in strangulated Hernia on the outside of the sac; with cases and draw- 
ings. 8vo. London, 1833. 

Hacer, M., Die Briiche und Vorfalle. Wien, 1834. 

Jacopson, L., Zur Lehre von den Hingeweidebriichen. Konigsberg, 1837. 

HesseLpacu, A. K., Die Erkenntniss und Behandlung der Eingeweidebriiche. 
Bamberg, 1840. fol. 

Mateaicne, Legons cliniques sur les Hernies, recueillées sous les yeux par M. E. 
Gevay. Paris, 1841. 

1110. Ruptures of the Belly (Hernie abdominales) may occur through- 
out the whole extent of its wall, if this give way or be torn. Most com- 
monly they occur at those parts of the belly where there are already 
openings for the passage of vessels, nerves, and so on. — 
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1111. According to the-various parts at which ruptures are formed, 
they are distinguished as, 1, Inguinal, which pass through the inguinal 
canal; 2, Femoral, beneath Pourart’s ligament; 3, Umbilical, through 
the umbilical hole; 4, Thyroid, through the thyroid hole; 5, Ischiateec, 
through the ischiatic notch; 6, Ventral, through the wall of the belly, the 
holes already mentioned excepted ; 7, Perineal; 8, Vaginal; 9, ectal, 
when the rupture protrudes at the perineum, in the vagina, or in the 
rectum (1). 

Inguinal, femoral and umbilical are the most common ruptures, the 
others are more rare. 

[(1) To this list must certainly be added Phrenic rupture (Hernia diaphragmatica.) 
And English Surgeons speak also of mesenteric, meso-colic, and meso-rectal ruptures, 
although strictly speaking they do not resemble true ruptures in leaving their proper 
cavity, but they burst through parts which have no natural opening for their passage 
and thus become displaced.—J. F. 8.] 

1112. Those intestines of the belly which on account of their position 
and connexion are least fixed, protrude most commonly, as the omentum 
and the small intestines, more rarely the large intestines, the stomach, the 
bladder, the internal female generative organs, and the like. Parts may 
be in the rupture which in their natural place are very far from it. These 
are either drawn down by the protruding intestines, with which they are 
connected, or by the descent of the peritoneum, to which they are attached. 
According to the intestine which ruptures contain are they distinguished 
as intestinal, (Hernia Intestinalis, Lat.; Darmbruch, Germ.; Enterocele, 
Fr.,) omental, (Hernia Omentalis, Lat.; Netzbruch, Germ.; Epiplocele, 
Fr.,) ventricular, (Hernia Ventriculi, Lat.; Magenbruch, Germ. ; Gas- 
trocele, Fr.,) vesical, (Hernia Vesice, Lat.; Harnblasenbruch, Germ. ; 
Cystocele, Fr.,) and so on. Several intestines may be contained at the 
same time in one sac, as for instance intestine and omentum, (Darmnetz- 
bruch, Germ. ; Entero-epiplocele, Fr.,) and the like. 

1113. When the intestines of the belly are protruded into a rupture, 
they are usually enclosed in a sac, (saccus herniosus, Lat.; Bruchsack, 
Germ. ; sac herniaire, Fr.,) which is formed of the lengthened peritoneum. 
In rare cases only is this sac deficient ; for instance, when the rupture is 
caused by great violence, or after previous wound of the wall of the 
belly, or after the application of escharotics for the radical cure of the 
rupture. ‘The sac may also be torn, or destroyed by absorption. If intes- 
tines protrude, which are not enclosed in the peritoneum, for example, 
the bladder (1) and eecum (2), there is not any sac; but if they be 
much protruded, they draw down the peritonewm connected with them, 
and thereby form a sac into which other intestines may pass. _ 

_(Q) In regard to vesical rupture, it is certainly just possible that the bladder may 
rise to the internal abdominal ring, and thrusting up the peritoneum from that opening, 
may protrude some part of its body uncovered by peritoneum through it, and this may 
continue to descend through the inguinal canal and form arupture without a peritoneal or 
_ true hernial sac. But such state of things is highly improbable, and in the two cases of 
vesical rupture in the museum at St. Thomas’s is certainly not so, for in this preparation 
it is the fundus of the bladder, that part of the organ most likely to be protruded, with 
its peritoneal covering which has passed through the abdominal ring into a distinct 


peritoneal sac, which from its appeara ] igi 
the tatestihal Ge SGA gees ppearance probably belonged originally to a rupture of 


(2) Ido not think that the cecum would often protrude as a rupture without having 

: peritoneal sac, more than the bladder, and for nearly the same reasons. There is, 
owever, in the Museum at St. Bartholomew’s a cecum carried into the scrotum with a - 
partial sac, and I have also had one case in which I suspect the colon did. But 


HERNIAL SAC. 3 


that it does descend into a true hernial sac is beyond doubt, for in the museum of the 
Royal College of Surgeons of England, there is an instance of the lower end of the ileum, 
the cecum and its appendage, and part of the ascending colon, with a large piece of 
omentum in the sac of a large oblique inguinal rupture. There is also another prepa- 
ration, in which the lower end of the ileum, with the cecum and its appendage, are in 
the sac of an inguinal rupture, and the extremity of the appendage is attached to the 
bottom of the sac. In St. Bartholomew’s museum there is a scrotal rupture (with hydro- 
cele in front) containing cecum and colon. Also a femoral rupture, in which there is 
small intestine, a portion of the sigmoid flexure of the colon and omentum. 

A very rare instance of protrusion of the vermiform appendage of the cecum ina 
strangulated inguinal rupture is given by TaraMELLI (a); the appendage alone was 
found in the sac, increased to four times its ordinary size, and an indent at its junction 
with the cecum showed the seat of strangulation. The patient did well—J. F. 8.] 

1114. The cavity of the hernial sac is connected with the cavity of the 
belly by an opening, the mouth of the sac; the narrow part between this 
opening and the greater extent of the sac is called the neck of the sac ; 
the remaining part the body ; and the blind end, the bottom of the hernial 
sac. The sac is furnished with different coverings according to the 
difference of place where the rupture exists; on its outer surface it is 
slightly connected with the surrounding cellular tissue, and therefore the 
sac remains external when the intestines have been returned. 

1115, The hernial sac is very frequently subject to changes. The 
peritoneum of which it is formed usually retains its natural condition, and 
when in old ruptures it thickens, and is found to consist of several layers, 
the cause of these changes, for the most part, rests on the thickening of the 
cellular tissue, which covers the outer surface of the sac. The substance of 
the peritoneum itself, however, often thickens and even becomes almost car- 
tilaginised (1). These changes are the result of the irritation and pressure 
to which the sac is subjected, by the passage forwards and backwards of 
the intestines ; they therefore occur especially in old ruptures which cannot 
be properly kept up by the truss, and mostly at the neck of the sac. If 
_ by contraction of the neck of the sac, or by thickening of the cellular 
tissue covering it, a narrowing be produced, it may in the gradual increas- 
ing volume of the rupture descend, and thus may several strictures be 
formed in the body of the sac (2). These changes are not always relative 
. to the size of the sac. In large ruptures the sac is often very thin, even 
so thin, that the peristaltic movement of the intestines can be perceived 
through the external skin. In large umbilical ruptures the hernial sac is 
often very thin, and in small femoral ruptures very thick. Swellings also 
may form on the sac from degeneration of the cellular tissue (8). 


[(1) In the museum at St. Thomas’s, there is a preparation of a femoral hernial sac 
converted into bone. 

(2) Ido not agree with CHELIUs’s statement on the causes of stricture in the body of 
the hernial sac. As regards the descent of the neck, or more properly, the mouth of 
the sac, into its cavity, so that the stricture is not at the immediate opening into the 
cavity of the belly, but at a less or greater distance below it, so far as I have had oppor- 
tunity of observing, it is of great rarity. I have only once seen it, and that during last 
spring, in a case of oblique scrotal rupture, in a young man, which had existed for 
several years, and in which during the operation an extremely tight stricture was found 
very high up. This I divided upon a director sufficiently to admit my forefinger freely 
into the cavity of the belly; but with all the pains I could take I was unable to return 
the gut. After many unavailing efforts I cut through the tendon of the external oblique 
muscle and the other coverings of the upper part of the sac, till I brought its strictured 
mouth completely into view, which immediately explained the difficulty. The mouth 
of the sac had descended into its cavity, doubling the neck upon itself, so that a circular 
blind pouch about half an inch deep, encircled the mouth, which had the same relation 
to the sac as the mouth of the womb has to the vagina, and its margin had become so 


(a) Omoper, Annali Universali di Medicina, vol. Ixxv, p. 430, 1839. 
B2 
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firmly and narrowly thickened, that itresembled a ring of whipcord. Into this blind 
circular pouch the intestine had been thrust at every attempt I had made for . 
reduction, and thus both escaped, and shut up the mouth of the sac. The finger coul 
be passed into the cavity of the belly, as freely as before; but I thought it best to divide 
this cord-like edge and the indoubled neck, so as to render the reduction more easy, and | 
such was the result. The patient did well. i 

As to the production of strictures in the body of the sac, I believe that generally these 
depend much more frequently on bands of adhesive matter having been thrown out 
under inflammation of the peritoneal sac itself, from some accidental cause or other, rather 
than from thickening of the cellular tissue external to it, which, however, may take 
place, as I have seen it do, occasionally producing, not indeed actual bands or strictures, 
but merely an hour-glass contraction of the sac. ‘ 

(3) Sometimes a hernial sac is contracted in its middle and assumes an hour-glass 
shape; such a case I have operated on, but it did not produce any confusion. Occasion- 
ally, however, it may, as is shown in a preparation at St. Bartholomew's, in which the 
sac of a congenital rupture has an hour-glass contraction at the abdominal ring, and 
part of itis without, whilst the other part is within the belly, and into the latter portion 
the gut had been returned, and left.—J. F. 8.] 


1116. The size of ruptures is very different. Often the rupture con- 
tains the greatest part of the intestines of the belly; often is it so small 
that it can be discovered only with the greatest care. Of the intestine 
itself there is protruded either an entire loop or only a portion. 

1117. Several ruptures often occur in the same subject. Rarely are 
several, each having its own sac, at the same spot ; more frequently, by the 
protrusion of the urinary bladder, or some other intestine only partially 
covered with peritoneum, so that the latter is drawn with it, a hernial sac 
is formed into which the intestines pass. A double hernial sac is very 
rare, and indeed possible only in inguinal hernia, where a special sac con- 
taining intestines may drive into the vaginal tunic of the testicle, when 
its mouth has remained open. 


Branspy Cooper (a) mentions a case of two inguinal ruptures on the same side ; 
the contents of the hinder, larger sac, which remained external, were returnable into 
the cavity of the belly, but the front smaller sac with its contained intestine had been 
easily returned into the belly, by the taxis; he does not, however, explain, how it 
happened that this thrusting up of the sac and its contents had been effected which 
is one of the most curious points of the case. 

[LAWRENCE says, there is a “kind of double rupture not ascertainable in general, 
except by examination after death, or in operating, viz. :—two sacs passing through the 
same opening; this may happen in external or internal inguinal or crural hernie. 
There are instances of even three sacs, particularly in inguinal hernia.” (p. 13) 

As regards the number of hernial sacs, ASTLEY CoorER says :—“ Two herniary 
sacs have been stated to pass behind the same crural arch; but although I would ot 
be understood to deny their existence, I have not seen an example of sacs having two 
separate orifices into the cavity of the abdomen; but I have known one hernial sac 
descending into the sheath for the crural vessels, and crossing the anterior part of these, 
and another portion of it quitting the sheath and extending in the usual direction upon 
the thigh.” (p. 4.) . He also gives an example of six hernial sacs:—“ Two of the sacs 
upon each side were placed between the umbilical and epigastric arteries; and one on 
each side is situated between the remains of the umbilical arteries and the pubes. They 
passed between the tendinous. fibres of the transversalis, which they had separated, and 
entered the adominal rings, after which they were covered, as usual, by the fascia, which 
is extended from the external oblique muscle over the spermatic cord.” (Explanation 
of pl. x. pt. i.) And he observes, that after wearing a truss, “ although the original sac 
may be completely shut at its mouth by adhesion or perfect contraction, it is possible that 
another sac may be formed contiguous to the first.” And he gives an instance, in which 
“two hernial sacs were found side by side, one open and capable of containing the 
te protruded, the other contracted so much as not to admit a goose’s quill.” 

p. 23. 


More@an (6) had a remakable instance of a pouch formed at the mouth of the tunica 


(a) Guy’s Hospital Reports, vol. iv. p. 326. (b) Asttey Cooper, above cited, p. 83. 
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vaginalis, in consequence of partial adhesions of the membrane. The patient had 
scrotal rupture on the right side, accompanied with symptoms of strangulation. Itwas 
reduced with great ease, by gentle application of the tazis. The symptoms, however, 
continued, and on the following day ‘‘a small tumour was perceptible in the course of 
the inguinal canal.” On the third day he was worse, and an operation having been 
decided on, “after dividing the integuments, superficial fascia, and cremaster, in the 
usual manner, what appeared to be hernial sac was brought into view; this was 
laid open, and on the operator introducing his finger, it readily passed through the 
external ring into the inguinal canal; here an unnatural projection could be felt, but 
no gut was found, nor could the finger be passed into the abdomen. The inguinal canal 
was then exposed by slitting up the tendon of the external oblique, and the sac before 
mentioned was more extensively opened, still no intestine could be found, and no commu- 
nication appeared to exist between the sac and the abdominal cavity. A substance was 
felt in the canal which resembled a thickening of the cord.” Nothing more was done, 
and he died on the second day after the operation. Upon examination, the part 
“ supposed to be hernial sac, and opened as such, was the reflected portion of the tunica 
vaginalis, into the cavity of which the finger had been introduced.” The tumour in 
the course of the inguinal canal was a hernial sac, behind the cord, and containing a 
portion of strangulated intestine of a very dark colour, and with a large gangrenous 
spot. This hernia, had by its pressure, prevented the entrance of the finger into the 
belly. “ Just below the opening of the tunica vaginalis into the abdomen, was situated 
the mouth of a preternatural pouch, which extended downwards and inwards behind the 
fascia transversalis in the direction of the crural ring. It was into this pouch that a 
portion of the i/ewm had descended and had there become strangulated. It seems pro- 
bable that at the time of the man’s admission into the hospital, a large portion of intes- 
tine had descended into the cavity of the tunica vaginalis, the cavity of which bore 
all the appearances of an old hernial sac. This, however, was easily returned, while the 
portion of bowel contained in the other pouch, remained unreduced and suffering under 
strangulation, caused the symptoms which ended in the patient’s death.” (p. 83.) 

In the museum at St. Bartholomew’s there are two beautiful preparations, one 
exhibiting two inguinal hernial sacs, on the left side, close together and of considerable 
length, the mouth of the outer very small; the other femoral, in which there are two 
distinct sacs and orifices, the outer descends beneath the semi-lunar edge of the fascia 
lata, but the inner is so small that it scarcely protrudes. 

Sometimes the sac of a rupture is divided vertically into two, probably by adhesive 
inflammation. I have operated on one such scrotal case. In St. Bartholomew’s museum 
there is a common scrotal and also a congenital scrotal rupture of similar kind. 

In rare cases, one or other side of the sac of a femoral rupture is burst, and a part of 
its contents are protruded in either direction, so as to form a seeming second sac. I have 
had three cases of this kind, which will be hereafter noticed, and the case mentioned by 
AsTLEY Cooper, in which “ one hernial sac descended into the sheath for the crural 
vessels and crossed the anterior part of these, and another portion of it quitted the sheath 
and extended in the usual direction upon the thigh,” (p. 4), I believe to be of similar 
kind. Neither of these, however, are to be confused with the case described and figured 
by Bransspy Coorrer.—ZJ. F. 8. ] 


1118. Ruptures are either free, or reducible, (frei, beweglich, Germ. ; 
mobile, Fr.,) when they return of themselves, or can be returned by 
moderate pressure; or irreducible, (unbeweglich, Germ. ; immobile, Fr.,) 
when their return is impossible, the cause of which lies in the adhesion 
of the intestines together or to the hernial sac, in the strangulation or 
other change of the parts found in the rupture. 

1119. As regards their origin, ruptures may be divided into original 
(Hernia congenite, Lat.; angeborne Bruch, Germ.; Hernie congénitale, 
Fr.) and acquired (Hernia acquisite, Lat.; erworbene Bruch, Germ ; 
Hernie acquise, Fr.); in the first case the intestines pass through the 
processes of the peritoneum, which remain open; in the second, after the 
processes have closed or at some other place. 

1120. The causes of abdominal ruptures are predisposing and occa- 
sional. Predisposition to rupture, which may be either original or 
acquired, consists in a relaxation and weakness of the wall of the belly, 
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and in greater enlargement of its natural openings. It may be produced 
by corpulency, by great extension of the wall of the belly during dropsy 
or pregnancy, by quick emaciation, by scars after wounds, especially 
when the injury of the abdominal wall has been connected with bruising 
by diseased changes of the intestines of the belly, by loading them with 
coarse food, by immoderate use of relaxing drinks and the like. 

The occasional causes are all kinds of violence which produce great 
contraction of the wall of the belly and depression of the diaphragm, 
whereby the intestines are forcibly thrust against the former; for instance, 
a violent thrust or blow upon the belly, tight lacing, violent exertion on 
lifting heavy weights, in breathing, coughing, vomiting, in childbirth, 
peculiar positions, and so on.| The greater the predisposing causes to 
rupture, the less requisite are the occasional causes ; in great disposition to 
rupture, they often occur without any assignable occasional cause. 

In many countries ruptures are very common, and their causes seem 
to depend on climate, on the mode of living, and on the particular 
exertions to which the inhabitants are subjected. 

Ruptures occur more frequently in men than in women, and more fre- 
quently on the right than on the left side (1). 


[(1) Lawrence has given the following curious statistical account of ruptures :-— 
«The comparative number of the different kinds of ruptures, and the relative fre- 
quency of the complaint generally, as well as that of its various forms in the two sexes, 
and at different periods of life, are exhibited in the following statement, extracted from 
the register of the patients relieved by the City of London Truss Society within twenty- 
eight years :— 
In 83,584 patients, 67,798 were males, and 15,786 were females. 
Males. Females. 
14006 —-511 left inguinal \ prakle 
24316 586 right inguinal praia aRewpE - . 45629 single 
278 2255 left femoral 
421 3256 right femoral 6210 femoral 


24966 286 double inguinal 
169 1608 double femoral } s+ to + +o 27029 double 
664 2775 umbilical 
209 415 ventral } +, is ii Syed the bl dre dep ates 
1 3 peritoneal re 5 ie Ee 4 
1 4 -obtaratars es es Veter ones 5 
26 46 have undergone operations . +» «+ - 72 


2289 1401 with umbilical and inguinal hernia have 
heen Cured eis |).e is) oh Bees 
446 243 with prolapsus ani. . e« . 
2196 with prolapsus uteri 
37 with prolapsus vagine ots, gin Win ia. shy east 
159 with prolapsus vesicze 
6 5 with varix of the abdominal veins . . 11 


- 8690 
y hive yae 689 


67798 15786—83584 83584 


In addition to the above statement, the following varieties in the situation of this 
malady have been noticed, viz. in 
801 Mates. 
184 left inguinal and right femoral hernia, 
82 left inguinal and left femoral hernia, 
13 left inguinal and double femoral hernia, 
10 left inguinal and ventral hernia, 
13 left inguinal and umbilical hernia, 
3 left inguinal hernia and prolapsus ani, 


Carried forward 305 
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Brought forward 305 
3 left inguinal, umbilical, and ventral hernia, 
135 right inguinal and left femoral hernia, 
27 right inguinal and right femoral hernia, 
25 right inguinal and double femoral hernia, 
16 right inguinal and ventral hernia, 
26 right inguinal and umbilical hernia, 
7 right inguinal hernia and prolapsus ani, 
1 right inguinal, umbilical, and ventral hernia, 
87 double inguinal and right femoral hernia, 
54 double inguinal and left femoral hernia, 
27 double inguinal and double femoral hernia, 
double inguinal and double femoral hernia outside of the femoral 
vessels, 
12 double inguinal and ventral hernia, 
double inguinal and double ventral hernia, 
48 double inguinal and umbilical hernia, 
18 double inguinal hernia and prolapsus ani, 
2 double inguinal umbilical, and ventral hernia 
1 left femoral and umbilical hernia, 
1 right femoral and ventral hernia, 
1 right femoral and umbilical hernia, 
1 right femoral hernia outside of the femoral vessels, 


—_ 


a 


801 366 FEMALES. 

13 left inguinal and left femoral hernia, 

40 left inguinal and right femoral hernia, 
left inguinal and double femoral hernia, 
left inguinal and umbilical hernia, 
left inguinal hernia and prolapsus uteri, 
left inguinal hernia and prolapsus ani, 
right inguinal and left femoral hernia, 
right inguinal and right femoral hernia, 
right inguinal and double femoral hernia, 
right inguinal and umbilical hernia, 
right inguinal and ventral hernia, 
right inguinal hernia and prolapsus uteri, 
double inguinal and right femoral hernia, 
double inguinal and umbilical hernia, 
donble inguinal and ventral hernia, 
double inguinal hernia and prolapsus uteri, 

single femoral and umbilical hernia, 
single femoral and ventral hernia, 
left femoral and double ventral hernia on the right side, 
left femoral and right obturator hernia, 
left femoral hernia on the outside of the femoral vessels, 
single femoral hernia and prolapsus uteri, 
right femoral hernia on the outside of the femoral vessels, 
right femoral hernia on inside and outside of the femoral vessels, 
right femoral hernia, prolapsus uteri, and prolapsus vesice, 
double femoral and umbilical hernia, 
double femoral and large ventral hernia, 
double femoral hernia and prolapsus uteri, 
double femoral hernia and prolapsus ani, 
umbilical and ventral hernia, 
umbilical hernia and prolapsus uteri, 
umbilical hernia, prolapsus uteri, and prolapsus vesice, 
ventral hernia and prolapsus uteri, 
prolapsus uteri and prolapsus ani, 
109 prolapsus uteri and prolapsus vesice, 

8 prolapsus uteri and prolapsus vagine, 
10 prolapsus uteri, prolapsus vesice, and prolapsus vagine 


——— 


366 
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8 SYMPTOMS OF REDUCIBLE RUPTURE. 


« 5448 patients had congenital hernia 
7299 patients were relieved with trusses under ten years of age. 
4551 between 10 and 20 


8715 20 — 30 
13614 30 — 40 
15627 - 40 — 50 
14169 50 — 60 

9761 60 — 70 
3866 70 — 80 

442 80 — 90 
23 90 —100 
78067 


“ Of 457 hernie examined by M. CLoquer, 307 occurred in the male, 150 in the 
female sex; 246 on the right, 187 on the left side, and 24 on the middle line of the 
abdomen. 

« The numbers of the different kinds were as follows :— 

Males. Females. 

94 11 right external inguinal 
79 19 left Stee 
39 8 right internal : 
35 4 left) pie es 
33 54 right femoral . . 


\ 203 external. 
; 289 inguinal. 
it 86 internal. 


99 >. Ob leh os eee, ad eae 
es 21 umbilical and lineaalba . . ©. e« £24. 
2 5 right obturator. .- . 


0 3 lett “aaeteee ee 4: - « »* « 10 obturator. 


Recherches sur les Causes et Anatomie des Hernies abdominales, p. 9, note.” | 

1121. The following are generally the symptoms of a reducible 
rupture of the belly,—a swelling of quick or gradual production, not 
painful, elastic, of different form according to the opening by which it 
protrudes, on the surface of which the skin is unchanged, which can be 
returned by sufficient pressure, which returns of itself when the patient 
lies on his back, but after any exertion in coughing, sneezing, and the 
like, also after meal-time again protrudes or enlarges. It is accompanied 
with symptoms of disturbed intestinal functions, as sluggish bowels, 
rumblings in the bowels, belchings, disposition to vomit, dragging pains 
in the belly, and the like, which symptoms subside if the swelling be 
reduced, and afterwards the bowels are usually relieved. 

If the rupture be small and deeply situated, the dzagnosis is often 
difficult, and must be determined by close examination, by consideration 
of the origin of the swelling, and by all the existing symptoms. 

1122. Decision as-to the parts contained in the rupture is often very 
difficult, often even impossible, on account of the different changes which 
the parts themselves and the coverings of the rupture undergo. 

{CHELtus’s observation, in reference to the difficulty or impossibility of distinguishing 


intestinal from omental rupture, is most fully borne out by practical experience, so 
that few persons are so hardy as to prognosticate the contents of a rupture-sac till it is 


opened.—J. F. 8.] 

1123. The intestinal rupture is characterized by a swelling more regular 
on its surface, elastic, which enlarges when the intestine is loaded, and in 
returning affords a gurgling noise (1), often felt in the swelling by the 
patient himself, and by the simultaneous symptoms of stoppage of the 
passage of the stools. 


[(1) This gurgling noise is often entirely independent, I believe, of intestine, and caused 
by the quantity of fluid contained in the sac. And from the same cause arises a symptom 
which often puzzles a young Surgeon; to wit, the seeming reduction of a large portion 
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of the contents of the sac, with a gurgling noise, whilst the remaining contents cannot 
be returned ; and on the removal of the fingers, the rupture reacquires its original size, 
but admits of the same diminution, by pressure, only again to recover its bulk when the 
efforts at reduction are given up. This is very easily explained, as the fluid contained 
in the sac being pressed, squeezes between the sac and its contents into the cavity of the 
belly, although the intestine or omentum is so firmly grasped by the stricture that it 
cannot be returned.—J. F. S.] 

1124. The omental rupture feels doughy, irregular, often rope-like, has 
a more cylindrical form with a broader base, is more slowly developed, is 
more difficult to reduce, is unaccompanied with any gurgling, and produces 
a heavy dragging upon the stomach. 

1125. Vesical rupture is distinguished by the swelling fluctuating, 
enlarging, and becoming tense, if the patient retain his urine, and 
diminishing when he discharges it; and by pressure on the swelling 
exciting a disposition to void the urine. Frequently after making water, 
the tumour does not diminish, but the patient does not feel any disposition 
to urine, when it is pressed. As the bladder is always more or less 
dragged or pulled, the patient has a frequent disposition to make water ; 
frequently the urine is completely retained, and in introducing a catheter, 
it must be observed that it be conducted in a peculiar manner into the 
bladder. If the vesical be complicated with omental or intestinal rupture, 
the symptoms are confused. Not unfrequently a stone is formed in the 
protruded part of the bladder. 

1126. As to the other intestines which may be in the rupture, the 
position of the rupture, its condition, and the disturbed functions of the 
contained parts, afford the key. If several parts be together in the 
rupture, these symptoms are confused. 

1127. Ruptures are always extremely important diseases. If they be 
left alone, and their neighbourhood be undisturbed, they always increase ; 
the local and general inconveniences become greater, and the intestines 
may descend in such quantity into the rupture, that the greater part of 
them may rest in it. By the changes produced in the hernial sac 
(par. 1115) and the contained parts, the return of the rupture is 
rendered impossible, or strangulation is produced. 

1128. The intestines contained in the rupture, may, in consequence of 
previous irritation, adhere to each other, or with the hernial sac, and the 
adhesion may be either a mere sticking together with a gelatinous mass, 
or it may be fibroid, or of a fleshy character, and may take place often 
only at certain parts, often to a great extent, so that all the parts of the 
rupture are consolidated into one mass. Omental ruptures grow together 
more readily than intestinal. 

The adhesion of the hernial sac with the intestine, must be distinguished from those 
adhesions with the sac, which have existed before the production of the rupture, between 
the peritoneum and the intestines, in which the parts lying in the rupture, are, in the same 
way, attached to the sac, as it was earlier in the belly. 

1129. The portion of intestine lying in the rupture, is generally 
thickened, and often considerably narrowed (1). This thickening of the 
tunics of the intestine may depend on the great development of their 
muscular coat, consequent on violent straining, for the purpose of driving 
forward its contents, in the obstructed return of the blood, or in the deposit 
of fibrine. 

The omentum is very frequently very much changed in reference to its 
structure and form; it is usually thick and hard at the neck of the sac ; 
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often rope-like, often rolled up into a hard lump; often is its bulk very 
much increased, beset with growths, and often exceedingly hardened. 

((1) I do not think that the protruded intestine is often either thickened or nar- 
rowed. The thickening which is sometimes observed in a strangulated gut, is of two 
kinds. The less important is when in consequence of strangulation, serum only is effused 
into the cellular tissue connecting the intestinal coats without other alteration, speedily 
subsides on the division of the stricture, and is not to be feared. The other kind, in 
which the cellular tissue of the gut is filled with adhesive matter, the result of a slow 
inflammatory action, and the intestinal wall acquires a thickness of the eighth of an inch 
or more, does not subside when the strangulation is removed, has a doughy feel, and is 
of a dirty reddish white colour, is a very dangerous symptom of the disease, and leads to 
the anticipation of an unfavourable termination of the case.—J. F’. S.] 


1130. When by a disproportion between the parts contained in the 
rupture, and the parts containing them, the communication between the 
belly and the rupture is arrested, strangulation (Strangulatio, Lat. ; 
Einklemmung, Germ.; Htranglement, Fr.) ensues. The causes pro- 
ducing this disproportion are, increased protusion of the intestine in any 
exertion, overfilling of the intestine in the rupture with stools, intestinal 
gas, foreign bodies, and the like, consequent on overloading the stomach 
with food difficult of digestion and flatulent; growth of the protruded 
intestine, inflammatory swelling, degeneration of the omentum, and spas- 
modic affection of the intestinal canal. 

1131. The seat of strangulation is either in the opening into the belly, 
through which the rupture has been produced (the mouth of the rupture ; 
Bruchpforte, Germ.) or in the hernial sac itself. | 

1132. The aponeurotic parts, which form the abdominal mouth of the 
rupture, produce the strangulation of the parts protruded in great quantity, 
or increased in volume, never by active contraction, but because they do 
not yield any more, and by means of their elasticity, endeavour to return 
to their natural condition. Only in (external or oblique) inguinal rup- 
tures, does a narrowing of the mouth of the rupture, by contraction of the 
wall of the belly, where the fibres of the internal oblique and transverse 
muscles surround the neck of the sac, seem possible to be produced. 

1133. In the hernial sac, the confining part is either at the neck, or at 
various parts of its body, by narrowing and strictures which form in it, 
(par. 1115,) or it tears, and the intestines escaping through this opening 
become strangulated. 

1134. The determination of the seat of the strangulation is often 
difficult, often impossible. The following circumstances may direct the 
practitioner : 

Firstly. In a rupture which quickly arises from severe violence, or 
where, with little extensibility of the opening by which it has escaped, a 
large quantity of intestine is suddenly protruded, the unyieldingness of this 
opening is, for the most part, the cause of the strangulation. ‘The hernial 
swelling does not spread upwards above the external abdominal ring, in 
inguinal rupture, the inguinal canal is throughout its whole extent yielding 
and free from pain; the pillars of the outer ring are stretched (a). 

Secondly. That the strangulation is at the neck of the sac, as is most 
frequently the case, at least in inguinal ruptures, may probably be sup- 
posed, in ruptures which having been long kept up by a truss, suddenly 
protrude; when the aperture through which the rupture protrudes, not 
stretching, the hernial swelling, although very tense, is reducible, and in 


(a) Durvyrren, De l’Etranglement au collet du sac herniaire ; in his Lecons orales de Clinique 
Chirurgicale, val. i. p. 557. 
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the attempt to return it behind the abdominal ring, a swelling is formed. 
The inguinal canal is full, hard, tense, painful, and presents to the feel a 
cylindrical swelling. 

Thirdly. Tearing of the hernial sac, or the inflammatory affection of the 
parts lying in the rupture, may be supposed to be causes of the strangula- 
tion, from the violence with which they operate upon the rupture itself; 
and in tearing the hernial sac, by the changes in its form which the hernial 
swelling undergoes from the projection of the intestines into the opening 
of the sac (q@). 

Fourthly. The overfilling of the intestines with intestinal matter, causes 
strangulation, mostly slowly, in old ruptures, by its gradual collection, or 
by overfilling the stomach. According to MALGAIGne, never does solid 
matter, but only intestinal gas collect; the true ground of strangulation is 
inflammation, which is consequent on such ruptures. 

Fifthly. The growth of the intestine itself, and the strangulation result- 
ing therefrom, cannot be ascertained previous to operation. | 

MALGAIGNE’S supposition, that the strangulation is not produced by the ring, but at 
the neck of the sac, is too general; it is also opposed by Drpay (6). 

1185. According to the degree of disproportion between the containing 
and contained parts of the rupture, is the severity of the symptoms thereon 
depending. ‘Therefore either merely the communication between the 
rupture and the cavity of the belly is stopped, (dnearceration ; Incarceratio 
Hernia, Lat.; Hinsperrung, Germ.,) or the protruded parts are at the 
same time so compressed, that the circulation of the blood and other juices 
is prevented (Strangulation ; Strangulatio Hernia, Lat.; Hinklemmung, 
Germ.) In the latter case, the symptoms are dependent on the arrested 
passage of the intestinal matter, and on inflammation; they become very 
active, on which account, this kind of strangulation is called inflammatory 
or acute. In the former case, at. least at the onset, the symptoms depend 
only on the arrested passage of the stools, they are little severe, and 
may continue longer, wherefore this kind of strangulation is distin- 
guished as chronic ; but it runs earlier or later into inflammatory strangu- 
lation, if the disproportion proceed to the above-mentioned extent. It is 
usually connected with long-continued overloading of the intestine, lying 
in the rupture, with stools, or with spasmodic affection of the walls of the 
belly and intestines, in consequence of spasmodic, flatulent or bilious colic, 
by which the intestines are immovably retained in the rupture (Spasmodic 
Incarceration.) 

Opinions are very various as to the nature of strangulation and the classification 
thereon grounded. Many assume that strangulation is always, as regards its nature, 
the same, that is, always inflammatory, and that no actual difference in its form occurs, 
but that it is only acute or chronic according to the degree and severity of the stran- 
gulation and the circumstances attending it (Scarpa, Lawrence, TRAVERS, Boyer 
Von WatTuer, JAcER, and others.) Some take in its widest acceptation the division, 
proposed by Ricurer into inflammatory, spasmodic, and that caused by collection of 
stools, (LANGENBECK, WILHELM, Buasivs, and others,) and differ only in their descrip- 
tion of the symptoms, as they hold them, some as consequent on contraction of the 
abdominal muscles, especially of the front wall of the inguinal canal, (LANGENBECK, ) 
some as a consequence of the contraction of the internal muscular inguinal ring, 
(A. Cooper,) and some as resulting from the spasmodic motion and contraction of the 
tendinous parts, arising from every trifling irritation (W1LHELM.) Rust assumes, in 
reference to the seat of strangulation, a division active and passive, according as the parts 
forming the opening of the rupture contract, and grasp the protruded parts, or according 


(a) Brerpensacu, Ueber Einklemmung durch Zerreisung des Bruchsaches ; in Heidelberg klinischen 
Annalen, vol. ii. pt. 1. (b) Gazette Médicale de Paris, 1841. No. 19. 
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to their morbid condition, and he assumes according to the causal relations of the stran- 
gulation, an inflammatory, spasmodic, organic (from the stricture of the hernial sac, 
loops of omentum or intestine, adhesions, and the like) and feculent division. SiNoGo- 
vitz (a) considers strangulation as varying only in degree, according as by it the com- 
munication is completely cut off or only rendered difficult to a greater or less extent ; all 
the other statements applied to strangulation were only from sympathy of the alimentary 
canal, namely, from local hindrance of the circulation of the blood and contents of the 
intestine. This view was already taken by Serier, aud arranged according to this divi- 
sion under imperfect and perfect strangulation and incarceration, and also according to 
the symptoms, without inflammation, with collection of excrement, with spasm, and with 
inflammation (6). i 

From these various opinions may be observed, that the views above mentioned differ 
from each other chiefly in relation to spasmodic strangulation ; that in the manner pre- 
sumed by many, an active spontaneous contraction of the opening into the belly should 
take place, is just as untenable as the notion ofan active strangulation in general; since 
a spontaneous contraction of the abdominal ring cannot be admitted, external or oblique 
inguinal rupture, perhaps, excepted, where the muscular fibres forming the internal ring 
may, as A. Cooper himself admits, contract. The spasmodic affection in ruptures must 
be sought not in the containing parts, but in the contents of the rupture; and as the inflam- 
mation, although not the cause, is usually a consequence of the strangulation, so must 
the spasm be considered as an important symptom accompanying the strangulation, by 
getting rid of which we may hope to be enabled to fulfil the principal indication, namely, 
to return the protruded intestine or to diminish the relatively too great bulk of the pro- 
truded parts. (SEILER. ) 

[The common and indiscriminate use of the terms strangulation and incarceration is 
very incorrect, for many ruptures are incarcerated which are not strangulated. An 
incarcerated rupture properly speaking is that kind of the disease, in which the pro- 
truded omentum or intestine, from some cause or other, cannot return or be returned into 
the belly, but does not produce any symptoms of disturbed intestinal functions. This 
is of very common occurrence, particularly in old and large ruptures, in which the 
only inconvenience is the bulkiness of the swelling. A strangulated rupture is on the 
contrary a most serious and quickly fatal disease. The protruded omentum sometimes 
tying down or compressing between itself and the hind wall of the belly, a portion or 
portions of the intestines still within the cavity of the belly, so as to prevent the passage 
of their contents, and thus causing vomiting and constipation; or a piece of intestine 
which has descended into the sac, is so girt by its neck, that the contents cannot pass 
through it, and even its mortification may ensue by the tightness of the neck of the 
sac preventing the flow of blood through it. These observations prove the marked 
distinction between incarceration and strangulation. It must, however, be remem- 
bered that every strangulated rupture is incarcerated till the stricture be removed, and 
it be rendered returnable; but the relief of the stricture does not necessarily get rid of 
the incarceration, as there may be other causes, as adhesions or size of the protruded 
part, which prevent its return. Therefore every strangulated rupture is incarcerated, 
and arupture’may be strangulated and incarcerated, or it may be simply incarcerated 
or incapable of return without producing any symptoms.—J. F. 8.| 


1136. The symptoms of acute strangulation which usually set in after 
the sudden protrusion of a considerable quantity of intestine, or in a 
suddenly produced rupture after violent exertion and the like, or in those 
which have been long kept up by a truss, are, more severe pain in the 
hernial swelling and a sensation, as if a cord were tied round the belly ; the 
rupture is tense, elastic, and cannot be returned; belchings and vomiting 
of the contents of the stomach, subsequently, of bile, and at last, of fluid 
stool and part of the clysters ; the vomiting becomes more or less frequent, 
either of itself, or after the use of every, even of the mildest drink ; the 
pulse, at first, quick and hard, subsequently becomes small and contracted ; 
the belly is tense and tender, as is also the hernial swelling, and the skin 
covering it is frequently reddened ; from the first there is obstinate costive- 
ness, but when there are excrements in the large intestines, they can be 


_ (a) Anleitung zu einer zweckmassigen Manual-hiilfe bei eingeklemmten Leisten und Schenkel-briichen. 
Danzig, 1830. (b) Rusr’s Handb. der Chirurgie,—Art., Hernia. 
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emptied by clysters(1). In small ruptures which contain only one wall of 
the intestine, (Lirrre’s (a) or lateral rupture,) the costiveness may be 
deficient or imperfect. If no assistance be afforded, the uneasiness, anxiety, 
tension, and painfulness of the belly and of the rupture increase, the vomiting 
becomes more frequent and painful, the body is covered with sweat, the 
pulse, quick, small, and thready, becomes irregular, the patient’s counte- 
nance sinksin. Exacerbationsand remissions of these symptoms, however, 
present themselves, and deceive both the patient and the practitioner. 

[(1) Although costiveness is generally one of the symptoms of strangulation, it is by 
no means uncommon for the bowels to be relieved, and not unsparingly, although the 
strangulated bowel be impervious. This depends on the part of the intestinal canal 
strangulated ; and the quantity of stool remaining in it below the protruded part. 

I have on more than one occasion heard Surgeons of eminence speak of dilatation of 
a strangulated rupture on coughing, which I must confess I think impossible, if the 
rupture be more than incarcerated. Luxe, however, as will be hereafter shown (p.47,) 
when he describes the mode of ascertaining the seat of stricture, in reference to the 
operation for its division external to the sac, has explained that this dilatation is not of 
the part strangulated, but of that part of the rupture immediately above the seat of 
stricture, whilst that below remains unaltered. Such dilatation may happen when the 
seat of the stricture is at a distance below the mouth of the sac, but where the mouth 
itself is strictured, it cannot be possible.—4. F. 8. 

Ast Ey Cooper observes, that ‘“‘ when more than one irreducible hernia exists in the 
same person, it is sometimes difficult to determine which it is that requires operation ;” 
and he mentions the case of a woman, in which there was a rupture in each groin 
and another at the navel. Her symptoms not being urgent, the operation was deferred, 
and she died on the same evening. On examination, “the tumour in the right groin 
was found to be an enlarged and inflamed absorbent gland, lying over an empty hernial 
sac. In the left groin was a portion of inflamed intestine, and at the navel was an irre- 
ducible omental hernia, which had suppurated, and contained about a table-spoonful of 
matter.” (p. 36-7.) | 

1187. In a slighter degree of inflammation, and when it is long con- 
fined merely to the seat of strangulation, the symptoms are less violent 
and come on more slowly. The pain in the belly is not severe, but 
rather forcing, the belly remains soft, and not painful, the vomiting 
recurs at longer periods, and with less violence, the pulse is little or not 
at all altered. The symptoms first become more severe on the farther 
extension and increase of the inflammation. 

1138. The incarceration from overloading the intestines lying in the 
rupture, or from collection of stools, occurs mostly in old and large ruptures, 
where the mouth of the rupture is wide and has lost its elasticity, after the 
patient has for some days felt unusual weight and dragging in the rupture, 
after using food difficult of digestion and flatulent ; the rupture is little or 
not at all painful, not very tense, weighty, and doughy to the feel, and 
requires greater pressure in attempting its reduction; the belly is indeed 
full and swelled up, but not painful; if pain come on, it intermits ; then 
follow belchings, vomiting, and costiveness. This incarceration, if it cannot 
be got rid of by proper treatment, may continue a long time before the 
symptoms become urgent, but earlier or later inflammation accompanies 
them. 

1139. If there be with this incarceration, spasmodic symptoms, or if 
they occur in consequence of chilling, (especially in the feet,) or if spas- 
modic colic exist in sensitive persons, hypochondriacal or hysterical 
women, and after ailments which produce spasmodic, flatulent, or bilious 

(a) Lirrre; in Mémoires de l’Academie des gen tiber Kothfisteln u. widernatirlichen After. 


Sciences. 1700. Rrecur, C. F.,Ueber Darm-An- — Berlin, 1841 ; with one copper- plate. 
hangsbriiche (Hernie Litteric@) mit Bermerkun- 
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colic, the symptoms come on more quickly, the rupture although tense is 
little or not painful, often changes its form, becomes larger, and again 
smaller; the pain shifts its place, subsides and returns; the evacuation of 
the bowels ceases; the patient generally does not vomit often, only after 
some drinks, whilst others he retains; the pulse is small, contracted, and 
irregular ; the urine generally pale ; the respiration difficult ; the symptoms 
often quickly attain a great height, but again subside. Inflammation super- 
venes earlier or later upon the symptoms above mentioned, and it is there- 
fore necessary to be very careful not to be deceived by the symptoms of slight 
inflammation, and to consider it as consequent on spasmodic affection. 

1140. If the strangulation be not relieved, sloughing of the confined 
part is to be feared, and so much the moreas the strangulation and inflam- 
mation are severe. ‘The parts enclosed in the rupture are often gangrenous, 
without the external parts presenting any such change. But usually on 
the occurrence of gangrene the swelling loses its elasticity and painfulness, 
the skin becomes bluish-black: at several places, emphysematous, and the 
epidermis separates ; the painfulness of the belly and the vomiting cease ; 
the powers sink ; the pulse becomes small and irregular ; cold sweats cover 
the limbs and face of the patient ; the features are altered ; the ideas become 
confused ; the swelling bursts and discharges very offensive stool. Most 
commonly gangrene is the forerunner of death, the patient, however, may 
under these circumstances recover, the sloughy part of the intestine sepa- 
rates, and its remaining extremities adhering to the peritoneum, form an 
artificial anus. 

1141. If the omentum alone be strangulated, the symptoms are generally 
not so severe, because it can more easily bear compression in proportion, as 
its structure is not already changed. ‘The inflammation, however, spreads 
from the constricted part to the other intestines. Although the relief of 
the bowels be not suppressed, yet belching and vomiting occur. The 
constricted omentum may pass into suppuration and gangrene (1). Suppu- 
ration is an uncommon result ; an abscess may form above the constricted 
part which may empty itself into the belly. Sloughing often occurs 
without any great effect upon the general condition of the patient; the 
sloughy part separates, and the remaining part adheres to the opening. 

[(1) Key (a) makes a very important remark in reference to strangulated omental rup- 
ture, which, however, I do not remember to have observed ; he says :—‘* When from the 
nature of the symptoms the case appears to be merely an omental hernia, the operation must 
not be hastily proposed, for it is not easy to distinguish between inflammation of omentum 
which has been irreducible, and strangulation ; for the inflamed state of the omentum 
without strangulation, the operation will afford no relief; on the contrary, it will agera- 
vate the inflammation. It is highly advisable, therefore, to try the effects of active 
general depletion, and the application of leeches to the part, under which treatment the 
symptoms will often disappear. The result of operations on omental hernia, which have 
been attended by acute symptoms, as great tenderness of the part, continued sickness, 
tense and tender belly, has betn such as to induce me to try every means of allaying the 
inflammatory action before resorting to the operation. The operation, in the cases that 
have come under my notice, has not suspended the symptoms, as it generally does in 
enterocele, but the patient has sunk within a few hours from the effects of the inflam- 
mation.” (p. 36, note.) ] 

1142. The treatment of ruptures differs according to the different cireum- 
stances under which they are met with, namely, reducible or wrreductble, 
strangulated or gangrenous. 

1143. In reducible ruptures the indication is to reduce the protruded 

(a) A. Coorrr, above cited. 
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parts and to prevent their reprotrusion. ‘This treatment is either palliative 
by wearing a truss, or radical, by the organic closing of the hernial opening. 

1144. The reduction of a rupture (Taxis, Repositio Hernia, Lat. ; 
Luriickbringung eines Bruches, Germ.; Repoussement dela Hernie, Fr.) 
is best effected early in the morning, when the bowels are empty, and the 
person is in a position, in which the walls of the belly are as much as 
possible relaxed, and the place of the rupture is most raised; therefore on 
the back, with the rump raised, the knees drawn up, and the body inclined 
towards the side on which the rupture is. Previous emptying of the urinary 
bladder, and of the large intestines with a clyster or purge will facilitate 
the taxis. ‘The manceuvre of the reduction itself consists in a sufficiently 
moderate pressure upon the whole swelling, according to the direction in 
which it has been protruded ; or in the greater size and more oblong form 
of the hernial swelling, the fingers of the right hand are to be applied 
from the bottom around the swelling, the thumb and the other fingers of 
the left hand upon the two sides of the abdominal opening, and then it is 
to be attempted with the right hand to return the rupture according to its 
direction, whilst with the fingers of the other hand the parts returned are 
to be kept up. Often the taxis operates very easily, but often a part of 
the contents of the intestine must be first returned by a moderate pressure 
on the rupture. During the reduction the patient must avoid all contrac- 
tion of the walls of the belly. In proper positions of the body, small 
ruptures often return of themselves. 


[In attempting the reduction of a rupture by the tazts, it is always advisable to 
make gentle and steady pressure over the whole swelling for a few minutes, in order to 
empty into the belly any fluid contained in the sac, so that the protruded gut or omentum 
may be more effectually acted on by the fingers. The same pressure should also be 
employed with the hope of emptying some part gr all the contents of the intestine, if 
any be down, by which its bulk being reduced, its return is considerably facilitated by 
the special pressure of the taxis. The fluid of the sac can generally be emptied, so 
that a very considerable reduction in the size of the swelling is effected, and the 
Surgeon often fancies he has returned a large portion of the protruded gut or omentum, 
when in reality not the least part of it has moved, as the exposure of the bowel by the 
operation proves. The return of the contents of the gut depends on their fluid character, 
and on the tightness of the stricture, and is far less frequently effected than that of 
the fluid of the sac. ' 

Violence in the use of the taxis is highly objectionable; instances have occurred in 
which the gut has been burst by it: one such case I have witnessed, and have known of 
others. Even when the injury is not so fatal, the violent squeezing to which a rupture 
is very commonly subjected damages its contents, especially if intestine be down, by the 
bruising which results therefrom, and renders the success of a subsequent operation 
very doubtful. I have seen several instances in which the gut presented large patches 
of ecchymosis which could have arisen from no other cause; and I believe that to this 
rough handling is mainly attributable the unsuccessful results of operations when the 
rupture has been long strangulated, and the taxis has been repeatedly employed with 
an unsparing hand. The reduction should therefore be attempted only with great 
caution, and with moderate and careful pressure. If after the warm bath and bleeding, 
the rupture cannot be reduced by the taxis applied not beyond half an hour, I think it 
is best to proceed at once to the operation, as least dangerous to the patient. Occasionally 
it will happen that, after the Surgeon’s efforts have failed, the patient himself will 
succeed in returning the rupture; or he may suddenly become very faint, and the 
bowel return spontaneously, in consequence of the relaxation of the parts permitting 
the peristaltic action of the intestines within the belly, or some accidental movement of 
the body, acting upon the portion within the stricture, so as just to shift its place, which 
effected, the return soon follows, even without the application of ice, or any other 
remedy to empty the vessels of the part. 

It sometimes happens in the efforts made either by the patient himself or by the 
Surgeon, to reduce a rupture, that instead of its contents merely being reduced, as in 
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ordinary cases, the whole tumour, sac, bowel, and all, is thrust up into the belly, 
and the reduction seemingly effected, but the symptoms of strangulation still continue, 
and the patient dies; nor is it till after examination of the body that the cause of the 
mischief is found out. To this unhappy mode of returning a rupture the French Surgeon 

have given the names Reduction en bloc, or Reduction en masse. It appears to have been 
first noticed by Le Dran (a), in aman with femoral rupture, which had been reduced 
twenty-four hours after its strangulation. The symptoms, however, did not cease, but 
continued for a week, at the end of which Le Drawn saw him; but he was too nearly gone 
to admit of operation, and died the same evening. The Surgeon first in attendance said, 
“that at the time of the reduction, he did not hear that noise the intestine generally 
makes when it enters into the belly ; and that the parts composing the rupture passed in 
a heap under the ligament, like a tennis ball. * * * Upon opening the body we found 
the hernial sac in the belly, about three inches in depth, and eight in circumference, and 
within it was contained half an ell of the intestinum jejunum.” (p. 14) LE Dran directs 
in such case that “a cut should be made where the rupture was, and that the ring should 
be dilated or the ligament divided, in order to draw the sac back with the fingers, or a 
pair of forceps. The sac should then be cut open, its entrance dilated, and the intestine 
reduced. The sac cannot be far distant, since it is a part of the peritoneum that lines 
the inside of the pelvis.” (p. 21-) DE ua Faye (0) and Arnaup (c) confirmed Lz 
Dran’s observation by their own experience ; but the fact was disputed by Louts (d) on 
account of the presumed connexion of the sac with the surrounding parts, and its large » 
size rendering its return beneath the crural arch very difficult. RuicHTEr (e), however, 
defended the statement of LE Dran. Another case occurred to Scarpa (f), in a boy of 
thirteen, in whom the symptoms of strangulation continued after the presumed reduction 
of the rupture; “in fact, in the dead body of this boy there was not externally the 
smallest appearance of tumour in the inguinal region; but on opening the abdomen, it 
was immediately discovered that the intestine, still strangulated by the neck of the 
hernial sac, had been pushed up along with the sac beyond the ring, where it was seen 
rolled up between the aponeurotic partetes of the abdomen and the great sac of the 
peritoneum.” (p. 49; Engl. Edit. p. 143.) Saparrer, Dupuyrren, and Sanson, have 
also had cases of this kind, and DupuyTrEN has had not less than six of them (q). 

It is a very curious circumstance, that although these cases of reduced ruptures in 
mass, do not seem to have been very rare in France, yet till very lately they have been 
scarcely ever noticed in this country.. LAWRENCE says :—“ I have never seen a rupture 
reduced in a mass in this manner in*the living body; nor have I seen any example of 
such a reduction in pathological collections.” (p. 94.) And Kry (h) observes :—“ I have 
never known this to take place when the hernia has been reduced by the taxis.” (p. 121.) 
Sir CuarRLes BELL mentions (7) a case of this kind, in which “a tumour was discovered 
quite within the muscular walls of the abdomen, which proved to be the strangulated 
intestine within the peritoneal sac: so that the Surgeon had reduced the sac and the 
intestine within it; and the stricture which produced the strangulation being in the 
mouth of the sac, there was no relief, and the patient died.” (p. 926.) 

In the Museum of the Royal College of Surgeons there is an example of an inguinal 
rupture reduced in mass, and pushed between the abdominal and iliac muscles, and the 
peritoneum, part lying below the crural arch and extending outwards nearly as far as 
the external iliac vessels. It forms a considerable swelling inwards towards the cavity 
of the belly, but is not perceptible externally. The rupture was an old one, and the 
patient having worn a truss, was not inconvenienced by it, nor ever had difficulty in 
returning it, till it became strangulated. 

Another case occurred in consultation to my friends GREEN and CaLuLaway, in the 
year 1836, and to them I am indebted for the following particulars. The patient, it 
appeared, had several years before, whilst in Spain, had symptoms of strangulation and 
a swelling in the scrotum, which having been pushed up completely by a Spanish Surgeon, 
after a time the symptoms subsided; and he was not further inconvenienced until 
the attack now to be mentioned. On this occasion there was a swelling on the left 
side of the scrotum, irreducible but transparent, and accompanied with symptoms of 
strangulation. No relief was obtained by medicine, and it was determined to perform 


(a) Observations de Chirurgie, &c. vol. ji. 12mo. (e) Programma, in quo demonstratur herniam 
Paris, 1731. incarceratam una cum sacco suo reponi per annu- 
(b) Operations de Dionis. Fifth Edit., p. 324, lum abdominalem posse, etc. 
note A. Paris, 1716, (f) Above cited. 


(c) Traité des Hernies, vol. ii. p. 96. (g) Dictionnaire de Médecine et Chirurgie pra- 
(d) Memoires de l’Acad. de Chirurgie, vol, iv. tiques,—Art. Hernie, vol, ix. p. 571. 
p- 299. (h) Above cited. 


(¢) London Medical Gazette, vol. xiii. | 
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an exploratory operation. A cut was made into the swelling, the fluid evacuated, and 
the finger being introduced, readily passed in and turned freely about, and the intestines 
were felt, as it seemed, in the belly, and free from strangulation. The symptoms, how- 
eVigy continued, and the patient died four days after their onset. -On examination it 
was found that the cavity, opened in the scrotum, did not, as supposed, permit the finger 
to pass directly into the general cavity of the peritoneum, but into a large sac lying 
between the iliac fascia and the m. iliacus, in which were contained intestines, and these 
were strangulated in a small aperture at the upper inner side of the sac, where was the 
communication with the cavity of the belly. The testicle lay behind the scrotal sac, 
just at the external abdominal ring. GREEN supposes that the rupture was originally 
congenital, and that when the patient was in Spain, the Surgeon had violently thrust 
up the whole rupture and the testicle into the belly, the sac doubling on itself; but that 
the intestine had then partially or completely relieved itself, and that afterwards the 
sac had lengthened downwards, forming the swelling filled with fluid which existed 
in the scrotum, and had been cut into. 

The next case recorded, is that under Bransspy Cooper’s care in 1839, already 
mentioned, ( par. 1117,) in which there were two sacs. 

The attention of English Surgeons was certainly, however, scarcely drawn to the 
reduction in mass of a rupture, by the taxis, till LuKe’s paper (a) was read before the 
Medico-Chirurgical Society, in the spring of 1843; and a perusal of the discussion 
thereon (6), clearly proves, that although it was attempted to show the subject had been 
previously well known, yet none of the speakers produced reference to any other than 
the few cases which I have already noticed, neither did any one allude to those of 
DupuyTReEN or Sanson. It must therefore be admitted, that LuKE is fairly entitled to 
the credit of having brought the subject fairly before English Surgeons, for although 
he has also availed himself of the experience of the French, he mentions not less 
than five cases which had come under his own notice, three of which were after death, 
and two he had under treatment, and gives account of; one of which would not submit 

to an operation and died, whilst the other was operated on and recovered. 
’ The possibility of returning a rupture in mass, which had been doubted or denied, was 
clearly proved by JuLes CLoQqueT (c) in his experiments on the dead subject. He says:— 
“When the neck of the sac does not adhere very strongly to the aponeurotic opening, 
and the latter is also somewhat dilated, which is not uncommon, in pushing violently 
the rupture towards the cavity of the belly, the cellular adhesions of the neck, and of 
the aponeurotic ring lengthen and break; the two openings which were near, separate 
from each other ; the former sinks, passing inwards, whilst the latter retains its place. 
Whilst the taxis is employed the cone above the neck of the sac on its abdominal 
side becomes very prominent and much lengthened, is no longer formed as in the 
former case, (where the neck of the sac adhered closely to the aponeurotic opening, ) 
by the whole thickness of the abdominal wall, but merely by the peritoneum raised 
and detached from the muscles, by the sac which endeavours to get between those 
parts. ‘The sac re-enters successively, and by little and little, through the aponeu- 
rotic ring as it dilates ; and towards the end of the experiment it escapes suddenly, and gets 
behind this opening. It is then easily felt through the abdominal walls, by placing the 
finger on the spot which the rupture had occupied ; it forms a large, hard, round, chestnut- 
like tumour deeply-seated above the ring. In this case the reduction is complete, the 
rupture has returned en bloc, and is situated between the abdominal peritoneum and the 
posterior surface of the aponeurotic ring. The ring contracts slightly, by its elasticity, 
as soon as the sac has entirely slipped over it, and to a certain point prevents the reap- 
pearance of the tumour externally. This reduction en bloc is sometimes followed by a 
slight rush, in consequence of the hasty passage of the bottom of the sac through the 
ring; but this rush never happens when the ring is very loose and wide. * ** When 
this last condition exists the tumour goes in and out with equal readiness. I have accom- 
plished reduction in mass in about twenty-five instances, partly of ruptures either 
strangulated or otherwise irreducible, partly of empty hernial sacs. It is effected most 
easily in internal (direct) inguinal, then in crural, and lastly in external (oblique) 
inguinal ruptures. I have never succeeded in umbilical ruptures in adults. When the 
sac is of considerable size, when it adheres closely to the surrounding parts, when the 
aponeurotic opening is small, and in the form of a canal, circumstances which are fre- 
quently met with in external (oblique) inguinal ruptures, this kind of reduction is 
almost impossible, unless great force is employed. * * * The replacement in mass of a 


(a) Cases of Strangulated Hernia reduced en (b) Lancet, 1842-3, vol. ii. p. 242-45. i 
masse, with observations; in Med.-chirurg. (c) Recherches sur les Causes, &c. above cited. 
Trans,, vol. xxvi. p. 159. 
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rupture strictured by the neck of the sac, takes place most easily when the aponeurotic 
ring is of large size and short ; when the sac and. its neck are loosely connected to the 
surrounding parts ; and when the protruded viscera adhere together, and to the sac, SO 
that reduction in the usual way is impracticable. In a case of internal (direct) inguinal 
and in another of crural rupture, I found that the tumour could only be returned ina 
mass, although the neck of the sac was not narrow, in consequence of close adhesions 
between the protruded parts and their peritoneal covering.” (p. 113-15.) i 

The following are some of the more important of LuKr’s pertinent observations (a) in 
reference to the existence of a rupture reduced in mass, when without any tumour 
symptoms of strangulation are present :—“ The too exclusive reliance upon the absence 
of tumour as a sign of the non-existence of a hernia, may, in certain cases, be highly 
dangerous. In suspected cases, more security will be derived from the institution of 
inquiries concerning the previous existence of a tumour in the part, and of its conditions 
when ascertained to have existed, such as its hardness, or the reverse, its freedom from 
pain, and also the amount of, and the manner of applying the force used for its reduction. 
By such inquiries, not only may the dependence of the symptoms of intestinal obstruction 
upon hernial strangulation be determined, but also the presumption of a reduction en 
masse may be raised or removed. Should such a presumption be raised, the Surgeon will 
then be prepared to push his inquiries further, and to seek for indications to direct his 
diagnosis, which are not usually sought for in ordinary examinations. The mode of 
proceeding to render these indications available to our use, is twofold. That, however, 
will in prudence be first adopted which requires mere manual examination without 
incision, while the second should be had recourse to, provided the first tends to 
strengthen the presumption of a reduction en masse previously raised. * * * It is a 
circumstance worthy of remark, that the firmness of the adhesions of the parts in which 
it is imbedded, bears no proportion to the duration of the hernial protrusion, as might 
be, @ priori, expected; for in all the cases (of reduction in mass) related, the hernia had. 
been of some years’ continuance, yet in each was reduced without the employment of 
much force. 

“ The presence of sac, even without hernial contents, causes an abnormal fulness in 
the part, easily ascertainable by examination. The absence of such fulness in a part, 
when hernia is known to have previously descended, necessarily leads to the conclusion 
that the sac upon which it depended has been displaced, and probably returned, together 
with the hernia. The sac in inguinal hernia, below the external ring, becomes united 
‘ with the spermatic cord, whereby the latter is usually rendered indistinct and obscure. 
The absence of that indistinctness and obscurity implies the removal of the cause which 
previously produced them, and, therefore, that the sac has been displaced. The conti- 
nuance of the indistinctness and obscurity leads to a directly contrary conclusion. 
When a hernia descends from the abdomen, the aperture through which it descends is 
always enlarged and dilated. This fact is ascertainable by the introduction of a finger, 
a circumstance which becomes available to the diagnosis in these cases. Should a large 
aperture be detected, a previous hernial descent may be inferred. Under ordinary 
circumstances of hernia, when the contents are reduced into the abdomen, the area of 
the aperture is occupied by the remaining sac, while its margins are rendered more or 
less obscure. If, then, a large aperture be found free and unobstructed, with its margins 
unobscured, there is raised not only a presumptive evidence of the previous protrusion 
of a hernia at the part, but also the further evidence of the displacement and probable 
return into the abdomen of the sac by which the hernia had been invested. We are led 
to a contrary conclusion by contrary circumstances. These, I believe, are the only 
indications useful to diagnosis, resulting from changes caused by the previous descent of 
a hernia, at or below the abdominal ring. 

“‘ Nor does the examination of the inguinal canal afford any available information, 
unless a tumour be discoverable in its course; a circumstance which, by the clearness 
of the evidence it affords, renders the diagnosis comparatively easy, and affirmatively 
conclusive, but constitutes a description of case not intended to be included in the scope 
of the present observations, which are directed exclusively to cases unattended by any 
external appearance of tumour. 

“ Yet, in conducting an examination of the abdomen, immediately above the seat of 
the internal ring, some corroborative evidence of a reduction en masse may sometimes 
be obtained. Thus it may be expected, that if such reduction has been effected, the 
inflammation of the hernial contents will cause a circumscribed pain in the seat which 
it occupies, while a fulness, or even the rounded form of the hernia deeply situated 
within the abdominal parietes, may possibly be cognizable upon a minute examination ; 

(a) Cases of Strangulated Hernia reduced en masse, with observations, in Med-Chir. Trans., vol. xxvi. 
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yet the absence both of circumscribed pain, and of fulness or rounded form, should 
not lead to a negative opinion; for, in the first case, neither pain nor fulness existed, 
yet subsequently a mass of strangulated intestine was discovered at the part. Their 
presence, however, may be taken as corroborative of an affirmative opinion, founded 
upon the manual examination previously instituted. 

“Jf circumstances justify a suspicion of a reduction en masse in any case, they will 
also justify attempts to cause reprotrusion of the tumour, that, by bringing it into view, 
the obscurity of the diagnosis may be wholly removed. With this intention, as advised 
by Surgeons of authority in such matters, the patient should be placed in the erect 
posture, and be requested to cough forcibly, to strain, and to make exertion. This course 
of proceeding seems likely to be of use when the hernial tumour is either in the 
inguinal canal or at the internal ring; but if it be reduced within the abdomen, as in the 
cases related, beyond the situation of the ring, the probability of affecting its reprotrusion 
will be much diminished, and consequently an opinion of the non-existence of a reduction 
en masse, drawn from the non-appearance of a tumour, is to be cautiously avoided.” 

Although, after “the most rigid local manual examination, the indications afforded for 
our guidance are so obscurely marked,” as to afford “a sufficient explanation why 
Surgeons, under these circumstances, are usually unwilling to have recourse to ulterior 
measures of examination, by submitting the patient to the certain pain and possible 
danger of an exploring operation, yet such unwillingness may prevent the adoption of 
the only means of preserving the patient’s life. As the doubts and difficulties of such 
cases can be removed only by the light which an operation of exploration affords, it is 
the obvious duty of the Surgeon to make that unwillingness yield to the pressing emer- 
gencies of the occasion. * * * It should be remembered that an unsuccessful attempt is 
infinitely to be preferred to no attempt at all, and that passiveness on his part may be 
more destructive to life than any incisions which he may be required to make.” (p. 175-79.) 

With these observations of LuKE I most fully concur, and more especially, because there 
appears to be pretty good grounds for finding the reduced rupture at a particular spot, as 
DupvuyTREN (a) observes :—“ When the hernial tumour is reduced in mass it cannot move 
about in the belly, because it is formed, in part at least, by the perttoneum, which although 
movable, remains always in the region to which it belongs, and consequently retains the 
tumour. The rupture is then permanently behind the opening, by which it has returned 
and resting on its internal surface. Surrounded by the cellular tissue, which had pre- 
viously united the peritoneum to the wall of the belly, and which has been displaced to 
receive it, the returned tumour is found, besides, to be covered with a second layer of 
peritoneum, which is actually that detached from the hind surface of the belly; so that 
to penetrate the hernial sac, by cutting through the abdominal wall, the peritoneum 
must be twice cut, and its cavity opened before reaching the cavity of the sac, unless the 
operation were performed like that for tying the external iliac artery, by raising and 
detaching the serous membrane. _DupuyTrEN does not, however, advise either cutting 
through the peritoneum and opening the abdominal cavity, or turning off that membrane 
to get at the hernial sac. “There is fortunately,” says he, “a more simple and less 
dangerous mode of treatment, which consists in seeking for and drawing down the 
rupture by the opening through which it had passed into the belly, being assured it will 
be found resting on the internal surface of that opening, where it can be laid hold of 
with the forceps, and drawn out, with or without cutting the edge of the ring. If the 
tumour be examined through the cavity of the peritoneum, it will be seen lodged in the 
iliac pit, a little more outwards in crural rupture, a little more inwards and deeper in 
inguinal rupture. It presents a narrow, tight opening, in which the two ends of the 
intestine are plunged, forming a loop in the cavity of the sac. It is at this point that 
the intestines are compressed, narrowed, shrunk, strangulated, and mortified, the upper 
end more frequently than the lower; the former bulges almost to bursting; the latter, 
shrunk, empty, and like the intestine of a child.” (p. 592-94.) 

“In conducting operations of exploration,” observes LuKE, “ the indications which 
are to be sought for, are, for the most part, of a similar nature to those already mentioned, 
as useful in the manual examination. They are, however, more satisfactory and distinct, 
inasmuch as the parts to be examined are, by our incisions, brought immediately into view, 
and are not obscured by the interposition of superjacent structures. Thus by the perfect 
exposure of the external inguinal ring, * * * if the size of the ring be normal, a hernia 
has not descended through it; or if it be larger than the normal state, yet occupied by 
an empty sac, an evidence of the previous existence of a hernia, together with an evidence 
of the reduction of the hernia without the sac being also reduced, is established. But 
should the ring be found large and free from other obstructions than the cord, and if the 

(a) Above cited. 
G2 
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cord be distinct and unobscured by the presence of a sac, and a void is found where 
fulness is to be expected from the previous history of the case, a strong presumptive 
evidence on the contrary side is established, that the hernia, together with its investing 
sac, is reduced. fois) ’ f 

In proceeding with the exploration, the inguinal canal is next laid open. * * * I hold 
a close observance of the condition of parts within the canal to be a matter of very great 
importance. It will be recollected that the ordinary oblique inguinal hernia, during its 
passage through the canal, lies anterior to the spermatic cord. The hernial sac, when 
left empty after the reduction of its contents, occupies the same relative situation, and 
consequently overlays and obscures the cord after the canal is laid open. If the reverse 
of this is found in a case where a hernial descent is known to have previously existed, 
and the cord is ascertained to be clearly and distinctly brought into view, throughout 
the whole extent of the canal we may justly conclude, that the distinctness and clearness 
with which the cord is seen are caused by the removal and consequent reduction of the 
hernial sac from over it, which reduction can be effected in no other direction than, 
into the abdomen. 

“ The condensed cellular capsule (usually found) immediately investing the sac * * * 
has but little connexion with the sac, and will remain even when the sore has been 
reduced. * * * If found and ascertained to be empty, the circumstance is of a very con- 
clusive character, and moreover will afford a direct clue to the situation of the hernia. 
A finger introduced through an opening made in such capsule, will be conducted towards 
or through the internal ring, beyond which it will be brought into contact with the 
hernial tumour itself, having in the introduction passed through the same channel by 
which the reduction was effected. 

“ The indications to be noticed at the internal ring are of a similar nature to those 
mentioned as being found at the external ring, and relate to the size of the aperture and 
the structures by which it is occupied. 

“ It will be observed that up to this period the proceedings of the exploration have 
been conducted without any danger of importance, and without any necessary disturb- 
ance to the peritoneum, yet information of the most conclusive kind may have been 
obtained, and such circumstances brought under notice as could fully justify the opera- 
tion, even if manifold, more hazardous than it really is. * * * 

“The operation may be conducted to a demonstrative conclusion, by ascertaining the 
existence or non-existence of a hernial tumour, without adding materially to the trifling 
danger already incurred. This is accomplished simply by the introduction of the finger 
through the internal ring, and by passing it from side to side. Should a hernial tumour 
be present, it will at once be recognised, and found lying externally to the general 
peritoneal membrane, although within the parietes, and presenting a rounded surface. 
Should a tumour be not present, the circumstance may be ascertained by observing the 
smooth surface of the peritoneum, and the continued adhesions which it maintains with 
the parietes immediately surrounding the ring. If doubt still exists, an enlargement 
of the internal ring, by division of the adjoining transversalis fascia, will afford a clearer 
exposition of parts, and a more decisive evidence for either an affirmative or a negative 
conclusion; and thus an exploration may be conducted to its termination without the 
necessity of any peritoneal section. 

“ When the doubts have been resolved in the affirmative, by the discovery of a hernial 
tumour, the tumour may be brought into the inguinal canal, so as to occupy its former 
situation before reduction, by enlarging the ring to the requisite extent for its passage. 
It may afterwards be opened, and its contents dealt with according to their condition, 
as under the ordinary circumstances of common operations. * * * 

“The sac should, in all circumstances be opened, and its neck freely divided, so as 
not to leave any impediment to reduction of its contents into the general peritoneal 
cavity. It should be recollected also, that the adhesion of the sac to the surrounding 
parts has been severed, and that consequently, the sac will be liable to be again reduced 
during the reduction of the contents into the abdomen unless caution be used for its pre- 
vention. The danger of this occurrence may be always obviated by the introduction 
of the finger through the neck of the sac, after the contents have been reduced, for thus 
the fact of their perfect liberation may be readily ascertained.” (p. 180-85.) ] 


1145. If the rupture be completely reduced, which can be determined 
by introducing the finger into the abdominal ring, its re-descent is to be 
prevented by continual suitable pressure, which is to be made by proper 
bandages, Trusses, (Bracheria, Lat. ; Bruchband, Germ. ; Brayer, Fr.,) 
upon the hernial opening. 
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Upon the subject of Trusses, see 

CAMPER ; in Mémoires de l’Académie de Chirurgie, vol. v. 

JAVILLE’s Traité des Bandages Herniaires. Paris, 1786. 

BRUNNINGHAUSEN, Gemeinniitziger Unterricht iiber die Briiche dem Gebrauch der 


Bruchbander und iiber das dabei zu beobachtende Verhalten. Wiirzburg, 1841; 
with one Plate. 


LaronD, J. J., Considérations sur les Bandages Herniaires usitées jusqu’a ce jour, et 
sur les bandages renixigrades ou nouvelles espece de brayer. Paris, 1818. 


Dorine, Art. Hamma; in Rust’s Handbuch der Chirurgie. 

Coorrr ASTLEY, above cited, p. 21. 

. CLoquet, Art. Brayer ; in Dict. de Médecine, vol. v. 1834. 

1146. Zrusses are either elastic or inelastic. The latter consist of a strap 
of fustian, leather, or the like, and of a pad. When applied, they may 
not yield to the movements of the coverings of the belly, may therefore 
be very easily displaced, the intestines slip from them, and if this be 
prevented by drawing tight, painful pressure is produced. Upon these 
grounds the inelastic trusses are to be altogether rejected. 

1147. Elastic trusses consist of, first, a spring; second, a pad; and, 
third, of a circular strap. The spring is a narrow flat piece of well- 
hardened steel, which bends in a semicircle around the diseased side. A 
plate of steel is attached in front to the spring and its inner surface padded 
with wool or horse-hair, so that it may form a soft but regular arching, 
this part is called the pad. At the hinder end of the spring is a circular 
strap, which passes round the other side of the body, and is fastened to a 
button on the outer surface of the pad. The whole truss is to be covered 
with soft leather and lined on the inside, so that it may not make any 
troublesome pressure, 

1148. The truss must be made with great care in each of its parts, and be 
fitted to every individual case. The strength of the spring must correspond 
to the resistance which it has to afford, and fit well to that side of the body 
on which it is applied. The pad must have a size corresponding to the 
bulk of the rupture, and the angle at which it stands from the spring 
correspond to the surface on which it is applied, which it has been also 
attempted to effect by a movable pad, in order to suit it to every case. 
The pad must not be éoo soft nor too hard, and its convexity must be such 
that it may be regularly over the whole hernial opening; pads of hard 
wood, ivory, or filled with air, (Cresson and Sanson,) are less certain 
and suitable. If the circular strap alone be insufficient to keep the truss 
in its proper place, we must endeavour to prevent its displacement by a 
second strap, carried between the thighs. 

In order that the truss may be sufficiently firm, it is necessary in every 
case to take the size, by means of a bandage carried round the body from 
the seat of the rupture and in the direction on which the truss is to lie; 
or for the same purpose, a double piece of flexible wire may be used, with 
which the necessary curve can be given; about an inch must be added 
to the size on account of the covering of the strap. 

1149. The truss is to be applied after the proper use of the taxis for 
the reduction, whilst with the fingers the intestines are kept up, till the 
pad be properly applied on the hernial opening, and the strap be fastened. 
The patient should then cough, and stand up, to determine that the truss is 
not put on too tightly and that the parts are well kept up. ‘The Surgeon 
should always apply the truss the first time ; subsequently the patient may 
do it himself, but it should be whilst lying on his back and early in the 
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morning; he should also have several trusses for the purpose of change. 
The part on which the truss rests should be frequently washed with brandy, 
till the teruments are accustomed to its pressure. If excoriations occur, 
the parts should be washed frequently with lead wash, whitelead should be 
strewed over it, and a thick piece of linen applied beneath the truss. 

1150. Various diseases in the neighbourhood of the opening upon which 
the pressure must be made, and an imperfectly reduced rupture may 
prevent the use of the truss. Large ruptures are extremely difficult to 
reduce, and often new ruptures occur afterwards in other parts. In 
children the use of an elastic truss is not only acompanied with no injury, 
as many suppose, but it is to be preferred to the use of an inelastic one. 

1151. When an adhesion prevents the return of a rupture to such extent 
that part of it remains external, a truss with a hollow pad may be used ; 
but in very large irreducible ruptures a suspendor sufficient to enclose 
it, should be used to prevent the further protrusion of the intestine. In 
these ruptures the gradual return is effected by long-continued lying on 
the back, by slender diet, purging, frequently cold applications over the 
rupture, and by daily repeated attempts at reduction, which has occurred 
to me in several cases of very large and adherent ruptures. When in large 
ruptures the walls of the belly are so contracted that the parts in the 
rupture have scarcely any room in the belly, the same treatment is indi- 
cated. Frequently in such cases, after the reduction and the application 
of a truss, anxiety, oppression, pain, small pulse, and so on occur, and_ it 
becomes necessary to remove the truss, after which the symptoms, as I 
have observed, subside. 

1152. When the intestines are properly kept up by the truss, the hernial 
sac gradually contracts, and at the same time a slow inflammation arises, 
consequent on the pressure of the truss, by which perfect adhesion of the 
neck of the hernial sac takes place, and thus a radical cure is effected. 
This commonly happens in children, frequently in adults, but never in old 
persons. On account of this gradual narrowing of the neck of the hernial 
sac, under the continued use of the truss, the latter may not be again 
removed if it be not believed certain that the radical cure is effected ; 
because otherwise, in repeated protrusions of the intestines, strangulation 
may also arise from the contracted neck of the sac. Whilst the patient 
wears the truss he must avoid all violent exertion. 


[CLoquet considers that a hernial sac may be returned spontaneously into the belly 
in four different ways. First, by the contractility it possesses in common with other 
tissues, having a constant tendency to retract the sac upon itself, after its distension, 
and which is, in some cases, sufficient to produce a gentle and gradual return. “The 
sac then takes a retrograde movement to that of its formation; the peritoneum passes 
from the ring towards the parts it had left, that portion of this membrane, which had 
been drawn towards the ring without passing through it, pulls the neck in every direc- 
tion, which expands, turns-out in some degree, disappears, and at last is effaced; the 
sac unfolds, and again covers the wall of the belly, near the aponeurotic opening. The 
neck of the sac, which was last formed, disappears first, whilst its bottom disappears 
last, and with great difficulty, so that the reduction is often incomplete.” (p. 74.) When 
a rupture has been thus reduced, the remains of the neck are sometimes observed at a 
little distance from the ring, in the shape of irregular stygmata, whitish, and more or 
less opaque. The peritoneum, which formed the sac, is restored to the abdominal 
wall. * * * Sometimes these sacs are so completely effaced, that no trace of them can 
be found inthe peritoneum covering the ring by which they had escaped. The only 
indication of a rupture having existed at this spot, is a cellular, whitish, empty pouch, 
arising from the aponeurotic ring.” (p. 76.) Second, “ by the closing, the gentle and 
insensible contraction of the cellular tissue external to the sac. The other tunics may 
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concur also; but their action appears more weak, and less demonstrable. * * * In this 
case the peritoneum presents at the top of the ring irregular, prominent folds, analogous 
to those of the mucous membrane of the stomach during the contraction of its muscular 
coat.” (pp. 78, 9.) Third, by the displacement of the peritoneum from the abdominal 
wall from various causes, as in two cases of direct inguinal rupture, in which, in con- 
sequence of retention of urine, the peritoneum covering the bladder was raised nearly to 
the navel—by enlargement of the womb by pregnancy, or any other cause—by adhesion 
of the omentum, or intestine to the hernial sac—by a large quantity of fat collecting 
between the peritoneum and wall of the belly—or by the dragging of another sac which 
has formed in the neighbourhood of the former. Fourth, by the contraction of the 
cremaster muscle; “the two fleshy bundles of which act upon the sac pretty much as 
the two bellies of the digastric muscle effect the direct elevation of that bone.” (p. 83.)] 

1153. The radical cure of reducible ruptures (especially inguinal 
ruptures) was attempted in ancient times in very different and in part 
cruel and barbarous ways, which had only their corresponding excuse in 
the ignorance of, or in the bad construction of trusses. Even later modes 
of treatment have found little favour, on account of the danger there- 
with connected, and because of the more perfect construction of trusses ; 
and only of late have these objects again attracted more attention, and less 
dangerous methods of treatment have been proposed. All the modes of 
treatment in reference to the radical cure have for their object the organic 
closing of the neck of the hernial sac, or of the abdominal ring, or to 
effect both at once, which has been attempted by a sufficient degree of 
adhesive or suppurative inflammation, and thereby causing adhesion ; or 
by a plug of skin healed into the abdominal ring. ‘These may be collected 
together under the following heads: first, Increased pressure whilst lying 
constantly on the back, with, or without the simultaneous application of 
irritating and contracting remedies; second, Caustics and the actual 
cautery ; third, Ligature of the sac, with or without cutting it off; fourth, 
Introduction of foreign bodies into the hernial sac; fifth, Healing-in of 
a detached portion of skin, or of a portion of infolded skin, into the 
abdominal ring. 

1154. Increased pressure, whilst the patient lies constantly on his back, 
heretofore employed by Fasr. Hitpanus, Bueany, WinsxLow and others, 
has of late been recommended by means of a common pad, (RicuTER and 
others,) with a conical linen pad, the point of which is inserted into the 
abdominal ring by means of an elastic truss; the supine posture is to be 
continued at least four weeks, till superficial ulceration take place, which 
should be dressed with lead cerate, and the truss still applied tightly for 
some time (LANGENBECK) (a); at the same time a sponge dipped in 
turpentine, or a blister, is to be put on beneath the pad (Boyer) ; witha 
pad of which the power can be increased by means of a compressing screw, 
with a pressure apparatus moistened with alum wash (Ravin) (6); or 
with a pad filled with contracting herbs, and subcarbonate of ammonia 
(BEAUMONT) (c¢). 

Various irritating and astringent remedies have been mentioned which have been 
employed in blisters, bags, pads and as washes ; to wit, bark, tormentilla, gall nuts, oak 
bark, rhatany, alum, turpentine, etherial oils, naphtha, washing with cold water, iron 
bullets, cold river bathing, and so on. JALADE LAFOND (d) employs a pad witha 
reservoir for holding caustic. 


1155. The application of the actual cautery, derived from the Alex- 


(a) Abhandlung von den Leisten und Schenkel- (c) Notice sur les Hernies et une nouvelle 
briichen, p. 121. manieére de les guérir radicalement. Paris, 1827. 

(b) Essai sur la Théorie des Hernies et de (d) Remarques nouvelles sur la cure radicale des 
leur étranglement, et de leur cure radicale. Paris, Hernies simples sans opération sanglante. Second 


Edition. Paris, 1841. 


a 


24 RADICAL CURE 


andrian school and first described by Pauius /EcineTA, and of caustic 
(recommended from early times, from AvicENNA up to KERN) closes the 
hernial opening by destroying the skin and hernial sac, and forming a hard 
scar connected with the bone. After the rupture has been returned, and 
the cord drawn aside, the cautery is to be kept so firmly upon the abdominal 
ring, that it burn deeply through the skin and hernial sac down to the 
bone. In the same way caustics are to be applied, viz., caustic potash, 
arsenic or sublimate with opium, lime, sulphuric acid, one part of caustic 
potash, two of gum-arabic, and some water (Kern.) The cautery as 
well as the caustics have also been applied upon the hernial sac laid bare 
by incision (Franco, Monro. . ae 

1156. Tying up the hernial sae with the ligature (ligatura sacct herniost, 
Lat.; Zusammenschniirung des Bruchsackes,Germ.) and stitching (sutura, 
Lat.; Naht, Germ.) are performed in different ways: first, after the 
already directed reduction, encompassing the sac with a needle and tying 
together both it and the spermatic cord with a ligature; second, after 
previously laying bare the sac by an incision, encompassing the hernial 
sac and the spermatic cord with a needle, and introducing a golden thread 
which can be so drawn as to close the hernial sac, but the spermatic cord 
is not to be compressed, (the golden puncture, punctum aureum) (BERARD, 
Franco) ; third, tying the hernial sac and the spermatic cord, and cutting 
both off below the ligature, or first cutting off both and then tying them 
(the rupture-cutter of the middle ages) ; fourth, separation of the hernial 
sac from the surrounding parts, and then tying it with a leaden thread, 
(Pars£,) or closing it with the glover’s stitch, the royal stitch, (sutura 
regia,) (Nucx, Fasr. aB AQUAPENDENTE, Guy DE CHAULIAC, and 
others,) or simple tying with a waxed treble or quadruple thread. (LE 
Drawn, Freirtac, SenrF, SCcHMUCKER, THEDEN and others,) in modern 
times LANGENBECK and Kerv, the latter of whom, in omental rupture, 
tied the exposed omentum near the abdominal or femoral ring, so that the 
remaining part of the omentum, by uniting with the walls of the ring, 
closed it up; jifth, incision into the integument and hernial sac, and treat- 
ing as after the operation for strangulated rupture, with simple lint dressing 
and light pressure with a spica bandage or truss, (Perit, Liruraup, 
LEBLANC,) or with simultaneous scarifications of the hernial sac, (FREI- 
TAG, Mavucuart, Ricurer,) or with the introduction of tents of lint 
(Dionis, Mery, Arnaud, SCHREGER, VON GRAFE, VON WALTHER 
and others.) Here also belongs the injection of red wine, recommended 
by ScuREGER, and the inflation of air into the hernial sac, the mouth of 
the sac being carefully closed with pressure. 

1157. The inhealing of a plug of skin, to close the mouth of the sac, is 
effected in two ways:—1. According to Dzonpr’s proposal (a), to heal 
within the abdominal ring, purposely wounded a sufficiently large fold of 
skin, formed by an incision of the skin; Jameson (0) made, in a femoral 
rupture, a fold of skin two inches long, and an inch wide, thrust it 
into the femoral ring, and united the edges of the skin with stitches. 
2. Grrpy’s inhealing of the skin, ensheathed in the inguinal canal (ce). 
After the patient is placed, as in the operation for strangulated rupture, a 
finger of the left hand, smeared with cerate, is to be placed somewhat 


Life eeciichts des klin. Institutes zu Halle. (c) Bulletin de Therapie, 1835.—Finx, Ueber 


7. é radicale Heilung der Briche. Freiburg, 1837: 
(6) The Lancet, vol. ii. 1829, p. 142. with two Soper date at ia 
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beneath the hernial opening on the scrotum, and then the scrotum in front 
of it is to be thrust along the spermatic cord as deeply as possible into the 
inguinal canal. In this blind sac the finger is to remain, and the skin is 
to be thrust as far as possible towards the outer wall of the inguinal 
canal. A curved needle, with two cutting edges, and with a handle, and 
its eye armed with a double thread, is then to be introduced, on the palmar 
surface of the forefinger, to the bottom of the ensheathing, and whilst the 
handle of the needle is depressed, the needle itself, its convex surface 
resting on the palmar surface of the finger, is to be thrust, whilst an 
assistant presses the external skin against its point, from behind, forwards 
through the front of the ensheathed part of the scrotum, and the front 
wall of the inguinal canal, so that the needle projects some lines above the 
inguinal ring. The one end of the thread is now to be drawn out, and 
given to an assistant, the left finger still remaining in the ensheathing. 
The needle, in the eye of which the other end of the thread remains, is 
now again to be passed upon the finger, at some lines’ distance from the 
former stitch, thrust through externally, and the thread withdrawn from 
it. After the removal of the needle, the threads are to be divided, and 
a cylinder of plaster placed between them, upon which they are to be 
tied, and the ensheathed part of the scrotum is firmly retained in its place. 
If the entrance and canal of the rupture be much enlarged, two other 
stitches must be applied; but in general, one is sufficient. The sac 
formed by the ensheathed skin, is to be then pencilled with caustic liquor 
ammonie, to excite inflammation, the part operated on covered with a 
pad, spread with cerate, and covered with a compress, and the patient put 
to bed in such position, that the rump and the head are somewhat raised, 
and the thighs drawn up. In all cases phlegmon follows, which spreads 
over the whole extent of the stitches, and runs into suppuration, the pus 
discharges itself through the stitches, along the threads, which, at the 
same time, also act as guides to it. If the adhesion have taken place in 
from three to five days, the stitches may be removed. ‘Towards the 
fifteenth or twentieth day, the suppuration ceases, the ensheathed skin 
forms a plug, which externally appears like a swelling, but gradually 
subsides. ‘The patient must, for four weeks, observe the supine posture, 
and the treatment must be conducted according to the inflammatory 
symptoms which may come on. SiGNoRoNI (@) thrusts up the skin, like 
the finger of a glove, into the sac of the rupture, and fixes it by means of 
a female catheter, then pierces it with three long hare-lip needles, four 
lines apart from each other, and twists around each an QO-shaped thread. 
The needles are left six or eight days. Wuwrzer (0) retains the skin 
thrust up into the inguinal canal, by means of a cylinder, on the under 
part of which is fastened a plate which fits the outer surface of the inguinal 
canal. A needle is thrust through the upper part of the cylinder, out- 
wards, and brought out by an opening of the external plate. 


Here must also be mentioned GaRENGEOT’s proposal, according to the experiment 
once made by Pert, that strangulation existing, if the mouth of the sac were expanded 
with one wound, and the opened hernial sac thrust back into the belly, the radical cure 
followed ; this treatment might also apply to the attainment of the radical cure, as well 
also as the reduction of the exposed sac according to HUMMEI and STEPHENS. 

[((1) Branssy Cooper (c) has performed Grrpy’s operation. The application of 
the caustic ammonia caused intense pain in the part, for a few hours after the operation, 

(a) Bulletino Medic. de Bologna, 1836, Dec. () Organon fiir die gesammte Heilkunde, vol. i 
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Frortire’s neue Notizen, vol. ii. p. 272. : 
(c) Guy’s Hospital Reports, Oct., 1840, p. 270-75. 
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but no pain in the belly. On the fourth day, suppuration having been freely esta- 
blished, the ligature was removed, but the pressure was continued. On the fifth day, 
there appeared a degree of fulness about the margin of the opening, as if a portion of 
the inverted skin had descended, but without any descent of the intestine, and the 
hardness and swelling about the inguinal canal still led to the reasonable hope that the 
operation would prove successful. After some days, as the tenderness diminished, 
greater pressure was made. On the twenty-fourth day, a weak truss was applied, and 
he continued in bed ten days longer, after which time however he would not be 
confined, but got up and walked about, and soon after left the hospital. But he had a 


slight return of the rupture. ] 


1158. The most modern practices which may be placed next the former, 
are those of BonnET, Mayor, and BreLMAs. 

Bonnet (a) employed the same treatment as for varicocele, introducing 
needles upon the hernial sac, and allowing them to remain. The rupture 
having been reduced, the scrotum is to be grasped with the left hand, as 
close as possible to the abdominal ring, and the spermatic cord brought 
into the circle formed by the thumb and forefinger of this hand; a pin, 
with a piece of cork on its head, is to be thrust, close to the suspensory 
ligament of the penis, from the point of the finger nearest it, from behind 
and above, forwards and downwards, through the integuments and the 
hernial sac. A second piece of cork is to be fixed on the projecting point, 
and brought near the first piece, so that the intermediate soft parts are 
easily compressed ; and in order to keep the second piece of cork in its 
place, the point of the pin is bent down. The spermatic cord is to be 
placed between this pin and the tip of the thumb and forefinger of the left 
hand, and a second pin is then introduced six lines distant externally from 
the first pin, parallel to it, and fastened in the same way. If the spermatic 
cord have been divided by the pressure of the intestine, into its several 
parts, a third pin must be passed, six lines from the second, so that the 
other parts of the cord may be placed between the second and third pins. 
Usually, about the fourth day, pain and inflammation come on; but the 
pins are not to be removed till the inflammation has acquired a certain 
degree of intensity, and the hindmost piece of cork has excited ulceration 
of the skin, which occurs about the sixth, or even at the twelfth day. By 
this proceeding, not merely is the hernial sac, but also the abdominal ring 
closed, and united with the neighbouring parts by the effused lymph. 

Mayor (6) has modified this practice, by forming at the abdominal 
ring a longitudinal fold of skin varying in size according to the bulk of 
the rupture and the width of the abdominal ring, to the middle of which 
corresponds a line drawn over the middle of the hernial swelling ; through 
the base of this fold of skin, held up by the fingers, a needle, armed with 
a double thread, is to be passed, the ends of which being separated on each 
side, are to be tied on a piece of bougie, or on a piece of cotton, or of 
sponge properly tied together. The number of stitches is determined by 
the size of the fold. In children the first stitch is to be made over the 
middle of the abdominal ring, at other times, the stitches may be commenced 
where you please. If the abdominal ring be wide, and the other circum- 
stances unfavourable for contraction and keeping up the rupture, it is then 
necessary to bring the stitches nearer, and to increase the size of the 
substances which are held together by the threads. In slight cases, and 
with quiet, intelligent patients, no bandaging is used ; slight compression 


(a) Journal des Connaissances Medico-chirurgi- in Beitriigen zur gesammten Natur und Heil- 
ceales, 1836, July.—Gazette Médicale, 1836. wissenchaft herausgeg. voN WERTENWEBER, Vol. 
PLACHETSKY, F., Ueber die Bonnet’ sche Radical gots Ve 
operation der Hernien nebst 8 Krankheitsfillen ; (b) Sur la cure radicale des Hernies. Paris, 1836. 
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upon a thick layer of wool by means of a fitting truss, or a neckerchief 
fastened upon the hip, is always requisite, especially in children and 
restless patients, and in large ruptures which are with difficulty kept up. 
The threads may be removed from the sixth to the ninth day, and a truss 
must be worn for a shorter or longer time afterwards. 

1159. Brimas (a) attempts to effect merely adhesive inflammation, by 
introducing goldbeater’s-skin into the hernial sac, which he at first passed 
in, as an empty, dry bladder, by an incision through the sac, and then 
inflated it; butof late he has pursued the following plan :—A fter the rupture 
is completely returned, the sac and its coverings are to be raised with the 
fingers of the left hand in one fold, in front of and parallel with the sper- 
matic cord, and through its middle, above the abdominal ring, a trocar- 
like instrument, divisible in the middle, is to be thrust. The operator 
now allows the hernial sac to slip from between his fingers, so that the 
fold is formed by the skin alone. An assistant holds this fold, and whilst 
the hernial sac is fixed by the thumb and forefinger, applied above and 
below the instrument, the latter is to be thrust forward till the union of 
the two canals corresponds to the interspace between the walls of the hernial 
sac. By the peculiar mechanism of the instrument the two canulas, after 
the removal of the trocar-points, are drawn asunder, and both walls of the 
hernial sac separated. The assistant lets go the fold of skin, grasps the 
canula corresponding to the trocar-point, whilst the operator holds the 
other canula, and through its aperture introduces with a probe four or five 
thin cylinders of jelly covered with goldbeater’s-skin, in various directions, 
into the neck of the hernial sac. The canulas are then removed, and a 
truss is put on, the pad of which acts where the cylinders of jelly are placed, 
and is to be worn at least for four months, constantly. ‘The patient may 
after the operation follow his business. The cylinders of jelly are soon 
absorbed. The goldbeater’s-skin resists absorption longer, and excites 
slowly in the hernial sac an adhesive inflammation, which is confined to 
the parts in immediate connexion with the foreign bodies. 

WALTHER’s proposes to inject animal fluid, the patient’s blood, into the hernial sac. 

Upon the Radical Cure of Rupture, compare also 

Ray, Dissert. de novo hernias inguinales curandi methodo, Berol., 1813. 

Prerrerkorn, Diss. de herniis mobilibus radicitus sanandis. Landishut, 1819. 

Pecu, Osteosarcoma ejusque speciei insignis descriptio; adjuncta est de cura hernia- 
rum per ligaturam tractatiuncula. Wirceburg, 1819. 

Hessetpacn, A. K., Die Lehre von den Eingeweidebriichen, vol. 11. p. 214. 

Tuterry, A., Des diverses méthodes opératoires pour la cure radicale des Hernies ; 
These de concours; avec des Planches. Paris, 1841. 

1160. The decision as to the performance of the radical cure for reducible 
rupture in general, and on the different modes of treatment in particular, 
must be guided by the following circumstances. In consequence of the 
very greatly improved construction of trusses of late years, the necessity 
for the so-called radical operation is, in comparison with former times, 
quite another thing, as thereby every reducible rupture can be retained in 
its proper place, and a cure often be effected by the proper wearing of a 
truss. All the modes of operation mentioned are more or less dangerous, 
especially cauterizing, tying, and stitching up the hernial sac, and the 


(a) Recherches sur un moyen pour déterminer —_ Herniotomie als Mittel zur radicalen Heilung der 
des inflammations adhesives dans les cavites Briiche ; in Journal fir Chirurgie und Augenheil- 
s¢reuses. Paris, 1829.—Cliniques des hépitaux de kunde, vol. xxvi. pt. iii. p. 363, (Engraving of the 
Paris, 2lst Aug., and llth Sept. 1839.—Revue Instrument.) 

Medicale, March, 1838.—Von WALTHER, Ueber die 
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introduction of tents, as the inflammation thereby excited quickly spreads 
over the whole of the peritoneum and the intestines. ‘Therefore, also, many 
of the earlier adherents to this or that practice, have, after unfortunate 
results, given them up entirely ; and although some, for instance, KERN, 
have always observed fortunate results, and only one case terminate fatally, 
yet these assertions are too greatly opposed to the experience of others, to 
enable us to yield them entire belief. All the modes of treatment, at the 
same time, in reference to their permanent consequences, are uncertain, and 
the statements of the cures are confined principally to immediately after 
the operation. Although the external abdominal ring and a part of the 
neck of the hernial sac be loosed, there remains (in external or oblique 
inguinal rupture) the opening of the internal abdominal ring into which the 
intestines again enter, and by gradual subsequent absorption of the effused 
plastic mass, and the thinning of the scar resulting therefrom, the rupture 
enlarges outwardly. In many cases, if the enlargement of the opening out 
of which the vessels of the testicles and thighs protrude, be the consequence 
of a bad, lymphatic constitution, apertures are formed in other parts of the 
belly, and if the rupture be kept up at one part, it will be seen to project 
at some other part. In gouty, otherwise healthy subjects, in a small 
rupture of not long continuance, if the sac be not thickened and not united 
to the neighbouring parts, the result may be at first favourable. Increased 
pressure, with the supine posture, is of all treatment the least dangerous, 
and may be attempted in all cases, although even herewith, severe inflam- 
mation and gangrene (Maneer, Ricurer) and even death (WILMER, 
ScHMUCKER) have been observed. As. to this mode of treatment, the 
methods of GERDY, BeLMAs, and Mayor, are arranged according to their 
less danger. GeERpy has up to the present time had the greatest success ; 
I have, however, seen a recurrence of the disease, and according to 
BreEscHET (a), the results have in several instances been unfortunate. If, 
as in old ruptures where the sac adheres to the aponeurotic opening, (the 
abdominal and femoral ring,) and consequently a mere inthrusting of the 
skin be not possible, the hernial sac be thrust in and held with loops, 
dangerous inflammation may easily occur; and this is still more likely to 
occur, if, as in Bonnet’s practice, be adopted. In this respect Mayor’s 
treatment is least attractive. I consider as some of the indications for the 
so-called radical cure those reducible ruptures, which even in the above- 
mentioned supine posture, with the application of a truss, cannot be 
certainly kept up, especially in young persons, Grerpy’s or Mayor’s 
treatment is the most proper; but a truss must always be worn subse- 
quently. The possibility of an unsuccessful, and the probability of a not 
permanent result must not be withheld from the patient’s knowledge. The 
patient’s wish to be cured radically, at all hazards, and to get rid of the 
use of the truss must not, according to the hitherto noticed results, determine 
the Surgeon to operate. 

Opinions in reference to the value of the radical operation for reducible rupture, are 
in modern times much divided, many rejecting it as dangerous and ineffectual, (Boyrr, 
DurvuyTreN, LAwreENcE, and others,) and it has been attempted to be effected by 
continued pressure alone (RicuTEerR, LANGENBECK, ZANG.) Few have allowed its 
general employment (KERN, voN GrAHFE.) Some confine it to certain cases (SCHREGER, 
Von Watruer, and others.) Scurecer especially lays down the following indica- 


tions :—l. To remove certain local conditions and to render the application of a truss 
possible, for instance, in the complication of inguinal rupture with hydrocele, and indeed 


(«) Journal von GrairE und von Wauruenr, vol. xxii. plwivep: 0d/. 
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in a common hernial sac; in young subjects, with large ruptures, which cannot be 
properly kept in their place by any truss; in partial adhesions between the protruded 
parts and the hernial sac, or the testicle in congenital rupture. 2. In very fat or thin 
persons in whom the truss always shifts, for the purpose of restricting by the operation, 
the protrusion of the rupture, and thereby to strengthen the effect of the truss. 3. When 
scarcely any truss will fit; for instance, in lame persons, or if the testicle le completely 
in the groin. 4. Questionable femoral ruptures, because in these there is little benefit 
from insecure application of the truss, and the danger being greater in existing strangu- 
lation. But in all these cases, the rupture can be kept up by the proper construction of 
the truss, and its application in the supine posture. If hydrocele exist at the same 
time, repeated puncturing answers the purpose better (a). 

[English Surgeons have rarely employed either of the methods proposed for the 
radical cure of ruptures, except the constant application of a truss, which, however, is 
admitted to he rarely successful, except in young persons and very recent ruptures. 
Astiey Cooper removed the entire sac in a case of femoral rupture, and “ passed 
stitches through its mouth, so as to bring the edges into perfect contact. * * * On the 
sixth day the ligatures came away, and the wound was healed on the tenth. A month 
afterwards I saw the woman,” says he, “ and was surprised to find that another hernia 
had formed on the same spot, which was already as large as that for which the operation 
was performed. * * * It appears, therefore, that the removal of the sac will not prevent 
a return of the disease; and, indeed, when it is recollected that the aperture from the 
abdomen continues of the same size after, as before the operation, and that the peritoneum 
will still remain the only obstacle to the descent of the intestine; it does not appear 
probable that this highly extensible membrane should succeed in preventing a return 
of the same hernia, the just formation of which it was unable to resist.” (p. 62.) AsTLEY 
Coorer objects to the plan of making a ligature round the mouth of the hernial sac, 
not only that its object, gradually to cut away the sac, is inefficient, as shown in the 
preceding observation, but also because “ it cannot even be securely done ; for first, 
the spermatic cord is often divided by the sac, so that one part of it passes behind, and 
the other before, or ou the side of the sac. When this happens, it would be extremely 
difficult, if not impossible to conduct the operation in such manner as to avoid injuring 
parts which should never be touched. Secondly, this operation is founded on mistaken 
ideas of the hernial sac; for a ligature applied as proposed, at the abdominal ring, if it 
cut through the sac, must leave a hernia above it, with a sac still open as before; and 
the ligature cannot: be employed to the part of the sac lying above the ring, without 
splitting up the tendon of the external oblique muscle, which would take off so much 
of the natural support of the parts, as almost certainly to allow of a future descent. 
Thirdly, the danger of the operation is a principal objection. A ligature applied 
around a part of the peritoneum must inflame it; and as this membrane is continued 
without interruption along the sac into the cavity of the abdomen, the inflammation will 
follow the same course, and expose the patient’s life to hazard.” (p. 62.) In support of 
this latter objection, Cooper refers to Perrt’s (6) experience. “ I opened the tumour,” 
says the latter, “and replaced the omentum; I then detached the sac, and tied it as I 
had seen done, and dressed my patient. In two hours time I was much surprised at 
receiving a message that jhe felt great pain over the whole belly, and severe gripings. 
I hastened to the patient, fancying that the intestine might have slipped into the ring 
and become strangulated; but when the dressings were taken off, and nothing was 
found in the wound, I concluded that the mischief had been caused by tying the sac. I 
eut the ligature and removed it, and dressed the parts simply ; the symptoms were 
immediately relieved, and ceased entirely in an hour. This is not the only observation 
I have made on the subject ; all I have seen has confirmed me in the opinion, that the 
ligature of the sac, or in other terms, of the peritoneum, since the sac is formed by that 
membrane, may bring on symptoms very like those caused by strangulation of the intes- 
tine. I cannot doubt that those whom I have seen perish after the employment of the 
punctum aureum, have died from inflammation of the belly, caused by tying the sac.” 

. 339. 
eas also comes to the same conclusion in regard to the proposed operations for 
the radical cure of ruptures.—‘“ I cannot believe,” says he, “ that any one of the methods 
now under consideration is calculated to attain the proposed object. Why does the 
rupture return after the operation? Because the ring has been enlarged by the previous 
protrusion, and is still further weakened by the incision necessary for removing the 
stricture. This state of the tendinous openings would not be altered by closing the 


(a) Compare HESsELBACH, p. 245; Jacosson, p. 77; StamunD; in HureLanp’s Journal, March, 1841. 
(b) Traité des Maladies Chirurgicales, vol. ii. 
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mouth of the sac, even if we could accomplish that object. We must reject the 
ligature on account of the danger inseparable from its employment, and we have no 
sufficient reason for placing confidence in scarification of the sac or in its removal by 
dissection. In many instances these latter methods would be neither easy nor free 
from danger. Hence we account for the circumstance that all these various methods 


have become completely obsolete.” (p. 821.) ] 

1161. The treatment of strangulated rupture must be directed according 
to the different character and severity of the symptoms; in reference to 
which, suitable remedies must be employed with due circumspection and 
choice; too violent attempts, and especially too frequent changes, and again, 
new experiments which have in so great number been proposed and boasted 
of, are to be avoided. But too frequent is the course of strangulation 
hastened by improper treatment, and the patient’s condition rendered worse. 
The more acute the inflammation, the more dangerous is it. 

1162. Inflammatory strangulation requires blood-letting, especially if 
the symptoms be severe, if the patient be strong, the rupture and the belly 
very painful. Small pulse, cold limbs, pale countenance, must not prevent 
blood-letting, as these are the peculiar symptoms of violent inflammation 
of the belly. The earlier bleeding is performed, and the more blood is 
taken at once, even till fainting is produced, the better is its effect. 
Leeches may also be applied about the region of the rupture, and because 
they usually here produce an erysipelatous inflammation of the skin, they 
may be applied about the rectum, (BrraGo,) (a) and cold fomentations, at 
the same time upon the hernial sac or cold sprinklings to the rupture. If 
the rupture be very tense and painful to the touch, it must be attempted 
by these means first to produce a favourable change, general and local 
relaxation, before the ¢axts is employed, which must be done in the most 
dexterous manner, according to the above-described rules. If the rupture 
be less painful, we may commence the treatment with the taxis, and if this 
be not successful, the above treatment must precede subsequent attempts 
with the ¢axis. All internal remedies, especially purging, are in this 
strangulation hurtful ; even calomel, which has been recommended by 
many, (Rust, SEILER, and others,) I have always noticed as having only 
an injurious effect. The patient must merely take mild drinks, for example, 
almond milk, gum water, and the like, in small quantities. Clysters in 
severe inflammation, merely soothing, with the addition of castor oil, and 
in diminished inflammation, of infusion of tobacco or tobacco juice, are 
extremely efficient. 

Tobacco clysters are not to be considered as irritants, but as narcotics, and the 
employment of belladonna or hyoscyamus are similarly circumstanced, only the opera- 
tion of the tobacco is less dangerous; from it ensue a disposition to nausea, to fall 
down, faintness, slow pulse, and diminution of the tension of the rupture. The effect 
of the tobacco juice and infusion is similar, but the tobacco-juice clysters are very 
troublesome, the necessary preparations for which are not always at hand. For the 
infusion, from half a drachm to a drachm of tobacco is used in from twelve to sixteen 
ounces of water, for two clysters. When injurious effects have been observed, the 
quantity of tobacco was too large. 

[Tobacco clysters are very uncertain, and have been occasionally very dangerous 
_ remedies; as the strength of the infusion varies considerably according to the freshness 
and goodness of the tobacco leaves, of which it is scarcely possible to judge. The use 
of tobacco clysters, which was formerly much urged by AstiEy Cooper in cases of 


strangulated rupture, is now much less practised than formerly; indeed I have not 
known it used at St. Thomas’s either by my colleagues or myself for many years. 
(a) Compendio di Osservazioni cliniche sul van- _ caustica applicata in diverse malattie di carattere 


taggio delle Mignate applicate all’ Ano nelle ernie linfatico. ilano, 1821. 8vo. 
inguinale et addominali incarcerate, e sulla potassa 
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We prefer, in the event of the failure of the taxis, after warm bath and quick full, 
bleeding, at once to resort to the operation, considering it the most safe practice.—J. F. S.] 

1168. If the symptoms be less severe, and if complicated with spasm, 
warm bathing, rubbing in volatile ointments, with opium or oil of hen- 
bane upon the belly, tobacco clysters, cold applications upon the rupture, 
and in powerful persons, a large bleeding in a very hot bath, are most 
efficient remedies, after which sudden relaxation follows, and the reduction 
is effected. Here also internal remedies are ordinarily hurtful, as they 
increase or excite vomiting, as purgatives, with whatever addition, ipeca- 
cuanha in repeated doses, and so on. A simple emulsion with aqua lauro- 
cerast is, among these, the most proper. ‘The ¢axis must here also be 
at first attempted, and if it do not succeed, must be repeated after the - 
remedies mentioned. 

1164. In Chronic Strangulation, when, from collection of stools, 
but without any inflammatory symptoms or vomiting, or when these, 
though rarely, are present, stimulating clysters of vinegar and water, soap 
and water, solution of salts with castor oil, solution of tartar emetic, infu- 
sion of senna, tobacco clysters, cold applications upon the rupture, and 
internally purgatives, in very chronic cases calomel alone, or with opium 
and colocynth extract, (A. Coorrr,) even with jalap or croton oil, (von 
WatrueEr,) have been directed. But when vomiting has set in, the latter 
remedies always render the patient’s condition worse. With the taxts it 
must always be attempted to compress the rupture, in order to return part 
of the collected stool. When inflammatory symptoms have come on, the 
above-mentioned treatment must be employed in correspondence with 
circumstances. 

1165. The taxis must be employed in strangulated, in the same way as 
in reducible rupture. The patient, after having emptied his bladder, must 
lie in such posture that the seat of rupture be raised, and the walls of the 
belly properly relaxed ; in inguinal and femoral ruptures with the rump 
raised, the chest bent slightly forwards, and the thighs drawn up towards 
the belly, but not separated from each other. The practitioner stands on 
the right side of the patient, grasps the hernial swelling with the fingers 
of his right hand, and places the fingers of the left in the region of the 
mouth of the sac, and endeavours, by alternately pressing the rupture 
together, and in the direction of its escape, to press it back into the belly. 
In small, for instance, femoral and umbilical ruptures, the fingers of both 
hands may be applied around the swelling to compress and return it. 
Herewith the rupture must be carefully moved from one side to the other, 
kneaded between the fingers, and the pressure only gradually increased. 
Violent pressure is to be avoided, because severe pain, increased inflam- 
mation, and even rupture of the bowels or of the hernial sac may ensue, 
and the taxis must not be too long continued ; but it must also be remem- 
bered, that without pain scarcely one strangulated rupture can be reduced. 
These manipulations may be continued for from a quarter to half an hour, 
and in chronic strangulation, even longer, and with greater force. We 
should endeavour to withdraw the patient’s attention to some object, and 
forbid all effort and straining. If the taxis be unsuccessful, the patient 
must be left quiet in the same position, with the thighs supported in the 
hams; and it must be considered, according to the circumstances, what 
further remedies are to be employed, and whether the attempts with the 
taxis should be repeated. Nothing is more injurious than excessive vio- 
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lence and rough handling. I have observed not unfrequently, that by 
keeping quiet, after the most careful attempts at reduction have failed, the 
rupture returns either of its own accord, or with a slight assistance on the 
part of the patient. 

1166. If the reduction succeed, the symptoms usually soon cease, and 
relief of the bowels ensues either of themselves or by the use of purgatives 
and clysters (1). If the inflammatory symptoms continue, they require 
corresponding treatment. The abdominal ring should always be examined 
with the finger, in order to ascertain that no part of the rupture remain 
in it, as may be the case, especially in external inguinal ruptures, in 
which I have several times observed, after a tolerably bulky, and in one 
case, even very large rupture, had returned, and the external ring was 
free, that there was strangulation of a small portion of intestine at the 
inner ring, which rendered the operation necessary. But if under the 
treatment prescribed there be no satisfactory change in the rupture, but 
on the contrary, it become more hard and painful, the belly tense, and the 
vomiting more frequent, neither the use of other remedies, nor attempts 
with the ¢axis are to be persisted in, but the operation must be had 
recourse to. 


The treatment proposed for strangulated rupture, in reference to the employment of 
remedies internally and externally, and of the taxis is very various. Although 
these several modes of treatment may be grounded on many good results, the above- 
described method must be considered most preferable, if it be employed with discretion 
and proper circumspection. 

The position of the patient under the tazis, with his feet or knees upon a person’s 
shoulders; the vertical position of the body, in order thereby to effect the return of the 
intestines through their proper tendons, and the application of ice poultices upon the 
rupture (Rises) (a), with the pelvis raised and the head depressed; the posture upon 
the opposite side, with the thigh drawn up on the affected side (HEY) ; even the position 
on the knees and elbows. Continued pressure on the rupture with a weight or bladder 
of quicksilver of from two to five pounds ; or by the patient’s hand. Shaking the whole 
body by driving in a wheel-barrow (PREIss); injection of air into the rectum, and 
drawing it off with a clyster-pipe. The introduction of a thick elastic tube through 
the rectum into the sigmoid flexure of the colon, after O’ Betern’s manner (b), who con- 
siders the collection of the intestinal gases and the spasmodic closing of the rectum as 
the most common cause of strangulation. The application of dry cupping-glasses about 
the hernial swelling, or of a glass bell, out of which the air may be pumped by some 
strokes of an air-pump, till the rupture is as high again, after which it either returns 
of itself, or is easily reduced with the taxis(c). Clysters of hyoscyamus and bella- 
donna ; a mass of belladonna ointment smeared over the interior of the rectum; or a 
bougie smeared with extract of opium and of hyoscyamus, of each two grains, passed 
into the urethra (Rrpreri, Gutértn). Purgatives of all kinds; rubbing of croton oil 
on the belly; galvanism (d); clysters of lead wash (NEMBER, RENNERTH, PREISS); 
tartar emetic (CHURCH); muriate of morphia (BELL.) 


[(1) It is perfectly true, that in general after reduction the symptoms of strangulation 
subside ; but now and then they do not, which may depend upon the damaged condition 
of the bowel, or simply on the existence of peritonitis. Instances of the latter are not 
very uncommon, and can scarcely be distinguished from the symptoms of strangulation, 
except by the absence of the hernial swelling. Of the former I had an example under 
my care in 1840, which was a source of great anxiety, and terminated fatally. 

Case.—J.§8., aged seventeen years, ruptured himself on the right side whilst lifting 
hampers into a cart in the afternoon of 

_Nov. 30, and immediately observed in the scrotum a swelling as large and as long as 
his thumb. Half an hour after he began to vomit, and continued to do so through the 
night. On the following morning the tazis was unsuccessfully employed, and afterwards 


(a) Gazette Médicale, July, 1833. medica. Gard, 1818.—K6H LER; in HEecKER’s 
(b) Dublin Jour. of Medical Science, Sept. 1838. lit. Annalen, 1835, April. 


(¢) Hvar, De usu Antliw pneumatice in arte (d) Archives Générales de Médécine. 1826. 
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a few leeches; some medicine was given, which was rejected; he continued vomiting 
during the day, had not any relief from the bowels, and suffered pain in his belly. 
Next morning the rupture was reduced and a truss applied, but removed two hours 
after, as it was too large. During the day he was relieved of the pain, but vomiting 
occurred five or six times, and especially on attempting to take anything into his 
stomach. Towards 8 p.m. the swelling reappeared, about half the former size; the 
vomiting became more frequent, and the pain in his belly increased. 

Dec. 3, 2 A.M.—He was bled nearly to fainting, and the rupture returned; a cold 
mixture in a bladder was applied (for what reason did not appear) to the region of the 
swelling, and replaced continually as it became warm. The vomiting, constipation, and 
pain continuing, he was brought to the hospital at 

4 past 3 p.mM.—He was immediately put in the warm bath, where I examined him, 
but even when standing up could only observe a slight fulness in the right groin, 
probably from the leeches, and very deeply a small indistinct swelling not exceeding the 
size of a small bean, between the abdominal rings ; it neither dilated on coughing, nor 
yielded to pressure. I could pass my finger readily into the external ring. His belly 
was full and tympanitic, and he complained of pain and tenderness specially about the 
hypogastric region. The pulse was small and quick; but he had not any anxiety of 
countenance. I could not feel satisfied of the existence of a rupture, and therefore 
ordered five grains of calomel and an injection of infusion of senna and salts, which 
was retained; but an injection of castor oil in the course of the evening returned 
immediately. 

11 p.m. I made another careful examination, in consultation with my friend CaLua- 
way, and I thought I felt a slight gurgling, but very doubtful; it could not be felt 
again, and we both were satisfied that the swelling was merely the spermatic cord. We 
therefore ordered a grain of calomel, and half a grain of opium, every hour, with a 
castor-oil injection immediately ; and thirty leeches to the belly, with subsequent 
fomentations, considering his attack to be peritoneal and enteritic. 

Dec. 4. The bowels continued obstinately costive throughout the whole day, except 
a very small quantity of thin watery stool once in the afternoon, and again in the 
evening, although injections were thrice thrown up. ‘The vomiting did not recur, but 
he felt nauseated, and the tenderness and tympany of the belly increased. When [I 
saw him at nine in the evening, his tongue was much loaded, and the gums reddened, 
but without soreness or mercurial smell. The little enlargement in the inguinal canal 
still remaining, I fancied I again felt a slight gurgle, but it ceased almost immediately. 
The calomel and opium were ordered every three hours; half a drop of croton oil 
directly, and to be repeated two hours hence, if requisite ; thirty leeches to the belly, 
and fomentation. I had scarcely left him when he vomited about a pint of dark-green 
and very fetid fluid. The croton oil was taken at 4 past 10 P.M., and after an hour 
producing only a small thin motion, the second dose was given. Two hours after, his 
bowels acted again, and he again began to vomit, and vomited and passed thin, but 
more feculent motions five or six times before 

Dec. 5, 7.A.M. when he became quiet, and two hours after took some bread and 
milk, which he retained till 

11 A. M., and then rejected ; his countenance is now much shrunk and flushed, but he 
is cheerful, and wishes something to eat: pulse 100, and small. He has much pain in 
the belly, but it is less distended. An hour after he had another loose motion. 

2 P.M. In consultation with my friends GREEN and CaLLaway, we were satisfied 
that no intestine was down, and the slight fulness already mentioned had entirely dis- 
appeared, The calomel and opium which had been withheld at the last period, was 
ordered to be resumed, and a mustard poultice applied over the belly. Soon after the 
application of the poultice, vomiting of thin, yellow, acid-smelling fluid recurred, and 
continued frequently till evening, when I ordered him effervescing mixture, with large 
excess of alkali, but without benefit, and the vomiting continued through the whole 
night and following day, not being at all checked by two minim doses of hydrocyanic 
acid, with compound spirits of ammonia, every six hours. As his mouth was untouched 
by the calomel, I ordered on the morning of this day, 

Dec. 6, that he should rub in a dram of mercurial ointment, with five grains of cam- 
phor, every four hours; a large blister over the whole belly, and a colocynth injection. 

8 p.m. No motion since noon yesterday; the vomiting continues, and he is much 
sunk. To take a grain of solid opium every six hours, and have some brandy and 
arrow-root. 

Dec. 7,4 p.m. He died, having continued to vomit since the last report, and not 
having had any relief from the bowels. 
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Examination —After raising the tendon of the external oblique muscle from the 
inguinal canal, the edge of the internal oblique was seen uplifted by a small dark- 
coloured tumour about the size of a hazel nut, which was evidently a hernial sac and 
contained dark-coloured fluid. The internal oblique and the transverse muscles were 
then carefully divided up to the internal ring, to which the sac was easily traced, and the 
latter having been carefully opened about its middle, about a drachm of serum escaped. 
The sae was cut up to the internal ring, through which a very small knuckle of dark- 
coloured but shining intestine protruded. The belly was next opened; it contained 
no fluid, and little apppearance of inflammation, except a thin film of adhesive matter 
slightly gluing together the intestines in the right iliac pit. The abdominal muscles 
having been completely turned down, about eight inches of very dark-coloured yellowish 
green intestines were exposed, distended immediately above the portion of gut in the 
mouth of the sac, with thin fxeculent matter like his last stool; an inch of the bowel 
below the sac’s mouth was of the same dark colour, and suddenly terminated by a 
distinct mark of strangulation, upon which, beneath the peritoneum, fibrin had been 
poured out. Below this point the gut was healthy but contracted. The portion of 
intestine in the sac was about two-thirds of its tube, the part nearest the mesentery, being 
quite above the internal ring. In examining further, this protruded piece of gut 
dropped out, and there was not found upon 7¢ the slightest mark or appearance of 
strangulation. 

From this examination, I presume, that the strangulated bowel had been returned by 
the medical man who last saw him; that the strangulation had been sufficiently long 
to destroy the vitality of the intestine, which had therefore never recovered itself; that 
the portion of intestine found in the mouth of the sac, had been forced in by the 
vomiting but that it had never been strangulated nor incarcerated, nor had probably 
been there constantly, through the course of the disease, though it might have been 
occasionally, by the effort of vomiting ; and that the costiveness depended not on the 
tube of the bowel being impervious, but on its death having destroyed its functions, 
and that the stools passed were merely forced by their quantity through the dead 
intestine.—J. F. 8.] 


1167. The decision as to the proper time for the operation, especially 
depends on the kind of strangulation, on its severity and duration, on the 
constitution of the patient, and on the effects which the previous remedies 
had produced (1). Ininflammatory strangulation, in small ruptures, which 
arise suddenly from external violence, or in those where the strangulation 
is at the mouth of the sac, ( par. 1185,) in young vigorous persons, the 
operation must not be delayed; if by the preceding treatment reduction 
have not been effected, or if the painfulness of the rupture will permit no 
further attempt at reduction. It is often necessary within the first eight 
or twelve hours. Jn such cases can the advice of Kern and Warr- 
MANN be alone applicable, not uselessly to waste time by attempting 
relief with external and internal remedies, but immediately to employ 
the only helpful remedy ; to wit, cutting into the rupture. In spasmodic 
and chronic strangulation, the operation may be delayed; very frequently 
repeated attempts at reduction should, however, be avoided, and after the 
most powerful remedies have been employed, it is better to resort earlier to 
the operation, than by further delaying it to put the patient’s life in greater 
danger. But the operation is in these cases specially indicated, if an 
inflammatory condition be superadded, especially in old persons. In 
general, the longer the operation is delayed, the more unsatisfactory is 
the prognosis, as the danger is less from the operation itself, if properly 


conducted, than from the degree of inflammation and the circumstances 
thereon depending. 


[(1) The invariable rule in all cases of rupture in which symptoms of strangulation 
exist, be they slight or severe, if the taxis, after warm bath and bleeding have been 
unsuccessful, is without loss of time to proceed to the operation, as the most safe for the 
patient. For the damaged state of the intestine is frequently not indicated by corre- 
sponding severity of symptoms, as is well known to every one who has often operated 
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in strangulated rupture. Every hour, therefore, which defers the operation adds to the 
patient’s danger ; on which account we cannot operate too early, when satisfied that 
strangulation cannot be relieved without. 

Occasionally it happens that patients will not submit to an operation for strangulated 
rupture, and nothing then remains but to persist in the employment of one or other of 
those remedies which have been proposed. The tobacco clyster is now therefore per- 
missible, and should be resorted to, and the continued application of ice poultice (ice 
roughly pounded or a freezing mixture, consisting of hydrochlorate of ammonia and 
nitrate of potash, five ounces of each with apint of water,) in a bladder upon the swell- 
ing, which sometimes succeeds; but the condition of the skin should be attended to 
during its use, as it may become frost-bitten, and though the rupture may be reduced, the 
skin may slough, which happened to a patient of the elder CLinE. Sometimes the patient 
having withheld his consent for many hours, being at last worn out by the vomiting, will 
submit to an operation ; the question then comes, should it be performed under unfavour- 
able circumstances? I think it should ; for, without an operation, he must certainly die, 
and with it he has a chance, however slight, of recovery. Indeed I think the operation 
for strangulated rupture should always be performed, if the patient be not in articulo 
mortis.—J. F. S.] 


On Strangulated Rupture in particular, the following writers may be consulted :— 

ZIMMERMANN, Beobactungen der beruhmtesten Wundarzte neuerer Zeit zur Erlaii- 
terung der sichersten Behandlungsarten eingeklemmter Briiche. Leipzig, 1832. fol. 

STEPHENS, Treatise on Obstructed and Inflamed Hernia. London, 1829. 

Rust, Ueber die rationelle Behandlung eingeklemmter Briiche; in his Magazin, 
vol. xxix. pt. il. 


Sinocovitz, Anleitung zu einer zweckmissigen Manualhiilfe bei eingeklemmten 
Leisten und Schenkelbriichen. Danzig, 1830. 


1168. The operation for strangulated rupture proceeds by the following 
steps :—/jirst, The incision of the skin; second, ‘The exposure and opening 
of the sac ; third, The dilatation of the neck of the sac or of the abdo- 
minal ring; fourth, The return of the intestine. 

Previously to the operation, the urinary bladder should be emptied, the 
seat of the rupture, if hairy, shaved, and the patient so placed on a narrow 
table, covered with a mattress, that the rump and chest be raised, and the 
belly properly relaxed; or so upon the edge of a table, that the feet may 
rest on and be supported by a stool. 

1169. The skin above the hernial swelling is to be raised into a 
transverse fold, the one end of which is given to an assistant, and cut 
through with a bistoury (1). By means of a grooved director introduced 
into the angle of the wound, the incision is to be enlarged upwards and 
downwards, so that it extend beyond the swelling in both directions (2), 
if the tension of the skin do not permit the formation of a fold, the incision 
must be made freely, the skin being drawn aside by the thumb and fore- 
finger of the left hand. As there are ruptures without sacs, or as the sac 
may be torn, the incision through the skin must be cautiously made, and 
the director used as much as possible. 


[(1) Lifting up a fold of skin over the rupture, and either cutting through it, as here 
recommended, or piercing it with a bistoury, and cutting out, is, I think, bad and 
dangerous practice; for it cannot always be ascertained what the thickness of the 
coverings of the sac are, or indeed whether there be any other than the skin, and there- 
fore, in not very dextrous hands the sac may be opened at once, and the gut injured. 
This mode of commencing the operation may seem smart and flashy, but it is dangerous 
and improper, and entirely devoid of any good reason for its performance. 

(2) In inguinal, or rather in scrotal rupture, it is better that the cut made lengthways, 
should not extend below the bottom of the tumour; it should terminate an inch above it, 
as room in the operation is not wanted there. The cut should extend above the swelling, 
otherwise the stricture is so inconveniently deep, that it will commonly be necessary to 
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enlarge the external wound after the sac has been opened, and before the division of: 
the stricture can be made. 

In femoral, umbilical, and other ruptures, it is not needful to extend the cut 
beyond the swelling, because the flaps usually made either by the | or crucial cut, 
afford ample space for the continuance of the operation.—J. F. S.] 


1170. The exposure of the sac requires care, as the coverings are very 
different, and in old ruptures considerably degenerated. At the part 
where protected from any other injury, or where fluctuation is most 
distinct from the fluid contained in the sac, the coverings must be taken 
hold of with a pair of forceps, raised up in a heap, and divided with the 
bistoury held flat (1) ; this is to be repeated till the sac is laid bare, which is 
known by its shining surface (2). The blood flowing from these cuts must 
be carefully absorbed witha sponge. The hernial sac itself should be raised 
in a similar manner, and cut into, from this opening a little fluid usually 
escapes; for though the omentum be fallen over the surface of the intestine, 
the shinyness and smoothness of the sac show the practitioner that he has 
penetrated its cavity (8). The edge of this opening is to be raised with the 
forceps, and enlarged with blunt-ended scissors, till a finger can be intro- 
duced into it, upon which the scissors (4), or button-ended bistoury, should 
be introduced, and the opening of the sac increased upwards and outwards 
throughout its whole length (5). Ifon opening the hernial sac, an adherent 
part be lighted on, the opening must be enlarged at some other part, till 
the finger can be introduced, to destroy the adhesion, if it be gelatinous, 
or if membranous, to divide it with the knife. In firmer fleshy adhesions, 
we must proceed as will be hereafter mentioned (6). 


If after these appearances, it be doubted whether the sae be opened or not, the. 
swelling is to be pinched up with the thumb and forefinger into a fold, and that held 
between them gradually allowed to escape, when it is distinctly felt whether there be 
merely intestine or the hernial sac also. 

[(1) In dividing the coverings of the sac, I prefer, after the skin has been completely 
cut through, scratching with the end of the probe or director, till a layer of the cellular. 
tissue be penetrated, and then introducing the director and dividing upon it; after 
which a second and other layers are to be divided in similar way, even to the opening 
of the sac itself. This is much safer than nipping up with the forceps and opening with 
the knife laid horizontally, which, however, cautiously used, may, in opening the sac 
itself, risk the puncture of the intestine; an accident which once occurred to myself 
when I was a young operator. 

(2) The hernial sac cannot always be distinguished by its shining appearance, for 
occasionally it is thick and opake, especially after long wearing a truss; and I have 
again and again seen the sac opened when the Surgeon supposed he was far from having 
reached it. Also if, as in rare cases, it happen that the sac and its contents be glued 
together more or less completely, this distinction does not hold. 

(3) The most certain proof of the sac being opened, is the escape of the fluid in 
greater or less quantity contained init, which is proportioned generally to the length 
of time the patient has had the rupture, and also of the existence of strangulation. It 
is a most satisfactory indication of the course of the operation, but the Surgeon must not 
expect always to have it. During the course of the last few months I had a case of 
strangulated rupture, in which not a drop of fluid escaped when the sac was opened. 

The colour of the fluid escaping, when the sac is cut into, varies considerably ; 
sometimes it is almost colourless, sometimes red as blood, and CatLaway told me of an 
instance in which even a clot of blood was found in the sac; the case, however, did well. 
_ (4) I prefer the director and knife to the scissors, and throw aside even the director 
immediately the ‘aperture is sufficiently large to admit the finger, which is always the 
best guide for the knife, and the greatest protection to the contents of the sac. 

(5) There is no need, as already mentioned in regard to the external wound, to open 
the sac down to its bottom ; but it must be divided up to the stricture. - 

(6) Whenever an artery is disposed to bleed, if divided whilst cutting through the 
ane ree it is better at once to tie it, as the bleeding often causes confusion.—. 


STRANGULATED RUPTURE. 3” 


1171. In many cases, when the strangulation is not considerable, or 
depends on the peculiar position of the intestines, their entanglement, or 
_ their circular enclosure by the omentum, the protruded parts may be 

returned when they are properly untwisted; or when the part of the 
intestine at the seat of strangulation has been a little drawn out, and by a 
gentle pressure, it has been attempted to return the contents of the bowel 
into the belly. If the intestine be strangulated in a fold of the omentum, 
this must be freed with the bistoury, if the intestine cannot easily be 
drawn out of it. 


{In the College Museum is a very remarkable instance of strangulation of a small 
intestine, by a smooth round cord, two and a half inches long, and about a line thick, 
extending from the end of a diverticulum on the ileum to the mesentery, about an inch 
and a half from the edge of the intestine. In St. Bartholomew’s Museum there is a 
similar case of a diverticulum from the small intestine to the mesentery, forming a 
circular hole, in which the gut is strangulated. The patient was subject of obstinate 
costiveness, and died in four days. In St. Thomas’s Museum there is an instance of 
strangulation of small intestine by a band from the ascending colon to the mesentery. 
And at St. Bartholomew’s a preparation of the small intestines of a child of seven years 
old, strangulated by a narrow thread-like band from the mesentery; he was admitted 
for constipation, and died fourteen days after.—J. F. 8.] 

1172. If reduction cannot be thus effected, the seat of strangulation 
must be dilated, which may be done either by cutting or by stretching. 

1173. Dilatation by cutting is effected in the following way :—The 
intestine is to be withdrawn in the most careful manner by an assistant, 
from the place where the cut is to be made; thesac should be drawn some- 
what outwards with the thumb and forefinger of the right hand, and the 
tip of the left forefinger is to be introduced between the intestine and the 
neck of the sac; a straight or curved narrow bistoury, with a blunt end, 
should be introduced flat upon this finger, its cutting edge directed towards 
the place where the cut is to be made, and the seat of strangulation cut 
into by raising the handle of the knife, or by pressing its edge up with the 
finger of the left hand; but if the strangulation be so great that the finger 
cannot be introduced, after drawing down the neck of the sac, a director, 
curved according to circumstances, and oiled, is to be introduced between 
the intestine and the seat of strangulation, its groove turned towards the 
part where the incision is to be made, its handle so held with the fingers 
of the left hand, that they separate the intestines from the director, and give 
it such position, that its point rests against the inner surface of the perito- 
neum ; and then upon its groove the button-ended bistoury should be intro- 
duced. If the seat of strangulation be deep, it is more safe to draw the 
intestines a little down, so as to beable to see the seat itself. ‘The direction 
of the cut should always be such as to prevent serious injury ; and its size 
such that the forefinger may, without violence, be introduced at the part 
where the stricture was situated. It is then to be ascertained by the 
introduction of the finger into the belly, whether any second strangulation 
exist which requires a second dilatation. 

There are peculiar instruments for dividing the strangulating part. Prrit’s straight 
and curved fork director; Mrry’s and MourREeNHEIM’s winged director; the straight 
bistoury, with a button or probe end of Prrir, BEeLiocg, BramBitia, DZonp1; 
the convex one of Lr Buanc, BRAMBILLA, DUPUYTREN, SEILER; the concave of PERRET, 
HetsTer, ARNAUD, RicuTER, RupTorRFFER, ASTLEY CoopEeR, LANGENBECK, and 


others, merely a modification of Port’s bistoury, the concealed bistoury of BIENnasE, 
Le Buanec, and LE Cart. 


[In the division of the stricture, the use of the finger, as a guide for the introduction 
of the blunt-ended bistoury, is far preferable to the director; and being sure that it is 
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by far the safest, I rarely use any other, however tight the stricture may be. If the 
finger can fairly reach the stricture, and the smallest part of its tip can be introduced, 
a very little gentle thrusting will make room for the entrance of the point of the knife. 
In inguinal rupture I do not recollect to have used a director more than two or three 
times, and but little more frequently in femoral. The director is a very unsafe instru- 
ment, where out of sight, for however carefully the intestine may be tended, it will 
occasionally turn over the director, and be cut in dividing the stricture, which I have 
seen happen once or twice. When it is absolutely necessary to use the director, in 
consequence of the impossibility of getting the tip of the finger into the stricture, I have 
protected the intestine by introducing a spatula between it and the director up to the 
very stricture. But when this difficulty occurs, it is advisable to lengthen the cut 
upwards through the skin and coverings of the sac, till the stricture is brought com- 
pletely and distinctly into view, and then to introduce the director.—J. F.S.] 

1174. The bloodless dilatation, or that without cutting, which is only 
applicable in those cases where serious injuries, not well to be avoided, 
forbid incision, may be effected either by the introduction of the finger, or 
with a proper dilating instrument, (LE Buanc’s dilator,) or with a small 
hook, (Le Car’s §-shaped hook, and Arnaup’s hook ;) which is to be 
carefully introduced between the intestine and the seat of stricture, and 
therewith extension made, sufficient to render the reduction possible. 
Bruising of the intestine is scarcely to be avoided. 

The bloodless dilatation, first proposed by THEVENIN (a), was particularly recom- 
mended by Lr Bianc (d) ; but although Le Cat, Arnaup, RicHTER, even SCARPA, 
and others have conditionally declared for it, in recent times it has been almost 
entirely rejected, and only applied, by some, (Trusrept, Rust, SEILER,) to femoral 
rupture, especially, and in a manner to be hereafter described. 

[I know no circumstances in which dilatation without the knife is permissible. I 
should consider any forcible expansion of the stricture, by pulling or dragging with 
instruments, dangerous and _unwarrantable, as it would be ineffectual for the required 
purpose without more mischief than would result from using the knife.—J. F. 8.] 


1175. When the obstruction to the return of the intestines on the part 
of the neck of the sac, or of the abdominal ring has been removed, it 
depends on the state of the parts contained in the rupture how their 
return shall be effected. This is often at once possible, without any 
difficulty ; often must the intestine be carefully unfolded, if filled with stool 
or air (1). That part of the intestine at the seat of strangulation should 
always be drawn a little down, to examine its condition. The reduc- 
tion should be effected with the fingers wetted, those parts first protruded, 
being carefully first returned ; thus the mesentery earlier than the intes- 
tine, and that before the omentum, according to the direction of the 
aperture through which they have protruded. The forefinger is then to 
be passed by this opening into the belly, for the purpose of determining 
that all the parts are returned (2). 

(C1) Always before the intestine is attempted to be returned it should be emptied by 
gentle pressure of its contents, whether air or stool, which renders the reduction easy ; 
whilst if this be not attended to, considerable difficulty is often experienced. Not 
unfrequently after dividing the stricture, the tonic power of the muscular coat of the 
bowel will itself empty its contents; or if they be fluid, they will flow back into the 
intestine canal, the protruded gut become flaccid and be readily returned into the 
belly. I do not at all consent to the practice of pricking or cutting into the intestine, 
if it be indisposed to return, on account of its distension with air. Iam sure that after 
dividing the stricture freely, it is not matter of much consequence whether the gut be 
returned or not by the operator, as most commonly after a short time the air passes 


along the freed gut, and the protruded part diminishes in size, and if not restrained by 
adhesions retracts into the belly. a 


_ , (@) Traité des Opérations. Paris, 1696. 
(b) Precis d’Operations. Paris, 1775. vol. ii. chap. vil. 
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(2) Although there may be little fluid in the sac, yet it is not unfrequent to have it 
pour forth freely from the cavity of the belly after the protruded parts have been returned. 
I recollect having a case in which blood-red fluid escaped so largely that [almost feared 
I had divided some vessel; however, it ceased before the patient was removed from the 
table. CALLAWAY tells me of an instance in which, after the return of the intestine, a 
large quantity of honey-like fluid poured forth, he presumes from an ovarian dropsy 
having been wounded : the patient, however, recovered.—J. F. 8.] 


1176. The reduction of the intestine may be rendered difficult or 
impossible— 

1. By adhesions, 

2. By disorganization, 

3. By gangrenous destruction. 

1177. If the connexion of the parts with each other depend on a gela- 
tinous substance, it can be easily destroyed with the finger. Filamentous 
adhesions having been made tense, may be divided with the knife, the edge 
of which is to be turned towards the hernial sac, rather than towards the 
intestine. But if there be a fleshy adhesion between the sac and its con- 
tents, the practice is different, according as the adhesion is between the 
omentum and the hernial sac, or between the omentum and the intestine. 
In the former case the omentum must be divided, as near as possible to the 
adhesion, with the knife or with the scissors. If the omentum adhere to a 
eonsiderable extent to the sac, it must only be divided at the neck of the 
sac, surrounded with some linen overspread with cerate, and when the 
inflammation has subsided, it should be divided near the abdominal ring. 
(According to Scarpa, it should be tied and tightened daily tili it fall off.) 
The omentum often returns into the belly whilst surrounded with the 
linen (1). In the second case, after the strangulation is relieved, the 
intestine must be left quiet in its place, covered with compresses moistened 
in and often wetted with decoction of marsh-mallows (2). It is frequently 
observed that the piece of intestine gradually returns into the belly. If it 
remain partially in the abdominal ring, it becomes covered with granula- 
tions and adheres to the integument. ‘The same practice must be pursued 
in the natural connexions between the intestine and the hernial sac, when 
they render reduction impossible. 


If the intestine be so considerably distended with stool and air that reduction is 
rendered difficult, it must be attempted, after sufficiently cutting into the constricting parts 
and after the intestine has been somewhat drawn down, by gentle kneading, and pressing 
together, to return partially the contents of the bowel, and to diminish the size of the 
intestine. In such cases the overfilled intestine has been punctured with a large needle. 
(Lowe,) with a lancet, (Loirrier,) and with the trocar (RicHERAND, Jonas, VON 
Graire); the latter was successful, and at the same time a loop of the mesentery (@) was 
applied (3). 

((1) If the adhesions between the omentum and sac be old and membranous, and 
easily divided, it is advisable to do so, and to return the omentum. But more frequently 
the adhesions are too short to admit of this; or the surface of the omentum is actually 
glued to, and so consolidated with, the surface of the sac, that it cannot be set free 
without cutting through. I have had two cases of this kind, in which, having 
returned the gut, after freely dividing the stricture, I have left the adhering omentum 
undisturbed, and no ill consequences have ensued. But there is a preparation in St. 
Thomas’s Museum, where this practice was pursued, and the gut, after division of the 
stricture, returned into the belly, yet the symptoms of strangulation continued, and the 
patient died; and, on examination, it was found that the omentum formed a tight cord 
upon the intestine as it lay transversely behind it, on the brim of the pelvis, and com- 
pletely prevented the passage of the contents of the bowel through it. I do not, there- 
fore, feel certain as to which is the best practice in such cases; but I may state, that 


(a) Journal von Gratre und Wautuer, vol. iii. p. 255. 
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my cases which were successful happened after the fatal case just mentioned. I 
certainly should not be disposed to adopt or recommend the practice proposed by 
CHELIUvs, of separating the adhesions at the neck of the sac, and passing a piece of linen 
round the omentum, with the purpose of dividing it at a future time, as I should expect 
that the presence of such extraneous substance would be likely to excite dangerous 
inflammation. : 

(2) As to the adhesions between the omentum and gut, if they cannot be easily 
separated with the finger, they are best left alone, without attempting further separation 
or their return, to take their chance together, either to remain in the sac, or return of 
their own accord into the belly. 

(3) There is in the Museum of the Royal College of Surgeons of England, a 
preparation of a portion of strangulated small intestine, which not being returnable on 
account of the great quantity of air it contained, was cut into, to the extent of an inch, 
and left in the sac, and the patient died. I cannot imagine there is any necessity for 
puncturing the intestine to compel its return into the belly, provided the stricture be 
freely divided; for I know by experience, that if strangulation be relieved, it is of little 
consequence how much intestine be down. In reference to this point, I recollect the 
largest scrotal rupture on which I have operated, and in which, before the division of 
the stricture, there was at least half a yard of bowel down, filled with air; and, after 
the stricture had been cut through, at least as much more thrust through, so that I 
almost despaired of getting any back; yet after a time,I returned the whole. To my 
vexation, however, next morning I found my patient had got out of bed to relieve 
himself on the chamber-pot, and as might be expected, the bowel had descended, and 
in such quantity, that the scrotum was at least as big as a quart pot, and the vermicular 
motion of the intestine was distinctly seen through the stretched skin. Nothing further 
was done than to keep the tumour raised above the level of the abdominal ring, by 
placing a pillow beneath it, and by degrees it returned, and the patient never had an 
untoward symptom, 

If, however, the bowel be filled with solid matter, as hard stool, or apple or potato 
skin, and its return thus prevented, as well as the passage through it stopped up, an 
instance of which latter kind is in the College Museum, then the loaded gut ought to 
be cut into freely without hesitation, as the only means of perhaps saving the patient’s 
life. But such cases I suspect are exceedingly rare.—J. F. S.] 


1178. If the omentum be converted into a tangled lump, it must not be 
returned into the belly, because it requires a too large dilatation of the 
abdominal ring, and this degenerated mass may produce inflammation and 
even suppuration in the cavity of the belly. The general advice in these 
cases, is to tie the omentum above the degenerated part, to cut it off below 
the ligature, to return the tied part into the belly, and to fasten the threads 
externally. The ligature of the omentum, however, causes a new strangu- 
lation (1). 

Experiments on animals, and numerous practices upon man, show that 
the omentum, cut off and without tying, may be returned into the belly 
without injury (2). But if the vessels of the cut edge of the omentum 
bleed they must be tied singly and the threads allowed to hang out ex- 
ternally, or torsion must be performed on them (3). The recommendation 
of allowing such diseased pieces of omentum to lie out, (Pourrau, Dr- 
SAULT, VOLPI, ZANG, and others,) proves the objection, that by fastening 
the omentum in this position, severe disturbance of the stomach and so on 
may be produced. If the omentum be sloughy, the sloughy part must be 
removed with scissors, and treated in the way prescribed. In these cases, 
generally the omentum becomes adherent to the neck of the sac, which it 
then closes like a plug’ 


(C1) I have tied the omentum, and cut off the part below the ligature several times, 
without any of the untoward results commonly, and as by CHELrus, assigned to this 
practice. | 

(2) The largest portion of omentum I have known removed was seven ounces and 
a half, in a case of scrotal rupture, in a man forty-two years of age, under CALLAWAY’S 
care; he recovered, and the preparation is in the Museum of Guy’s Hospital. 
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Key (a) advises, that “the omentum should be unfolded before it is divided by the 
knife ; otherwise the cutting off the omentum in a mass prevents all the vessels being 
seen, and when returned into the abdomen they bleed profusely.” A case of this kind 
happened to him, in which he cut off “a large portion of omentum with one stroke of 
the knife, securing the bleeding arteries before returning it to the mouth of the sac. 
In four hours after the operation blood of an arterial colour began to ooze from the 
sac, and soon increased in quantity to alarm the dresser. He used pressure and cold 
to no purpose. Her pulse began to falter, and her face was bedewed with a cold 
perspiration ; and in this state I found her, when early on the following morning I was 
called to see her. It was evident she had lost a very large quantity of blood, and had 
she not been possessed of an unimpaired constitution, she could not have supported the 
loss. I opened the sac, removed the coagulum with which it was filled, and was pro- 
ceeding to look for the bleeding vessels of the omentum, when I fortunately observed 
the hemorrhage had suddenly ceased. The only ill effect of the hemorrhage was the 
disturbance of the adhesive process, and the consequent suppuration in the sac, as she 
ultimately perfectly recovered.” (p. 43, note.) 

When necessary to remove omentum I generally tear it off as far as possible, and 
afterwards cut through the part which will not tear. I have rarely had occasion to 
apply any ligatures. 

Sometimes if the omentum be left, it sloughs; I have seen this happen two or three 
times without any inconvenience. ASTLEY CooPER (b) mentions a case in which both 
omentum and intestine were returned into the belly, and after the operation the patient 
complained of severe pain in the belly ; the ligatures on the wound in the scrotum were 
removed ; on the following day a small portion of gangrenous omentum protruded, more 
and more gradually descended, till the whole which had been protruded appeared in 
the wound, sloughed, and the patient recovered. (p. 44.) ' 

Hewerr has recently (c) given a good account of some cases 1n which the omentum 
had formed a complete bag around the intestine in strangulated rupture. Although 
Ricurer has been stated to have had cases of this kind, yet it appears that he merely 
notices their existence without mentioning any particular instance, and Hey’s cases can- 
not be admitted as belonging to this class. HEwerT states that “these sacs have been 
found in the three most common forms of hernia; but it is im the umbilical hernia they 
have been generally observed; the relative situation of the intestine and the omentum 
in the abdominal cavity will easily explain the fact. Complete omental sacs were 
found in four cases out of thirty-four operations for strangulated hernia, performed at 
St. George’s Hospital in 1842-43; of these four cases two were femoral, one inguinal, 
and one umbilical. ‘The formation of these sacs is attributed by Ricuter to the firm 
agglutination of the margins of the omentum which has surrounded the bowel. — In this 
explanation of RicHTer’s, which does not appear to be applicable to the majority of 
cases, the two following explanations of the manner in which these sacs are 1n some 
eases formed have been added :—First, the gut, completely enveloped by the omentum, 
passes through the ring, and the omentum thus disposed round the intestine becomes 
attached to the circumference of the neck of the hernial sac; this omental pouch is 
subsequently distended by the intestine, and thus forms a complete lining to the hernial 
sac. Second, an epiplocele takes place, and the portion of omentum which 1s protruded 
becomes altered in structure, and its folds firmly united to each other by the effusion of 
lymph; but within the abdominal cavity, in the neighbourhood of the ring, the fold, 
into which the omentum has been drawn may not be agglutinated ; they will thus leave 
spaces into which a knuckle of intestine may insinuate itself, pass through the rings 
and form for itself a bed in the altered mass of omentum which is in the hernial sac. 
It may happen that two or three portions of gut may slip into the different spaces left 
between the folds of the omentum, and subsequently form for themselves separate 
pouches. Several separate sacs, with narrow necks, may be thus found in the omental 
mass, which is in the hernial sac. Once formed, these sacs may attain an Immense size. 
In one case the sac measured six inches in length, and eleven inches in circumference 
at its broadest part. The omentum in which a sac has been formed, may in the course of 
time, especially if it is irreducible, become altered in ‘structure, either by the effusion 
of lymph or by a deposition of fat, which takes place in the walls of the sac. By this 
alteration of structure the thickened sac may, in an operation, become the source of 
very great difficulties. * * * These omental sacs may either lie loose in the cavity of 
the hernial sac, or the two sacs may have contracted more or less extensive and firm 


a) Cooper’s Hernia, above cited. e sometimes found in Strangulated Herniee com- 
(b) Above cited. pletely enveloping the intestine ; in. Med.,-Chir. 
(c) Observations on the Omental Sacs which are Trans, vol. xxvii. 1844. 
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adhesions with each other. (p. 284-87.) The neck of an omental sac may become 
the sole cause of strangulation, of which an instance is given. ‘The division of the 
neck of these omental sacs may be followed by hemorrhage,” of which he also men- 
tions a case; the external bleeding at the operation was slight, and soon ceased; but 
after death a large patch of recently effused blood was found in the folds of the 
omentum near the mouth of the sac. (pp. 291, 92.)] en 

(3) If the blood have not coagulated in the vessels of the omentum, cutting it off and 
tying them singly is not only an almost interminable business, but also when apparently 
all the vessels have been secured, and the patient put to bed, after afew hours secondary 
bleeding occurs from some little vessel or vessels which had escaped notice, the sac and 
yielding skin become largely distended with blood, in such quantity as to produce faint- 
ness, and require the reopening of the wound to remove the blood and tie the bleeding 
vessels. This disturbance of the wound prevents the adhesive process, and very commonly 
gives rise to abscess in the sac or its immediate neighbourhood, by which the cure is 
much retarded. A case of this kind occurred to me, and a large abscess was the result, 
although the patient ultimately recovered. Itis on this account I prefer tearing through 
the omentum as much as possible, by which the ends of the vessels are ensheathed in 
cellular tissue, and do not bleed, or even tying up the omentum together. 

The occurrence of abscess in the sac, independent of bleeding, and which sometimes 
reproduces symptoms of strangulation, has been noticed by Key, as will be presently 
seen (p.49); first, in a case which occurred at St. Thomas’s Hospital in 1817, which I 
remember to have noted; and secondly, in a case of his own.—J. F.S.] 

1179. If the intestine have a dark, violet, even dusky colour, and its 
warmth be diminished, these must not prevent its reduction ; only, accord- 
ing to some, the precaution should be taken of drawing a loop through the 
mesentery, for the purpose of keeping the returned intestine in the neigh- 
bourhood of the abdominal ring, and to afford a more free escape to the 
stool, if a part of the returned intestine be destroyed by gangrene. 


[It not unfrequently happens, that though an intestine be a dark-chocolate colour when 
the sac is first opened, yet immediately after the division of the stricture, the colour, 
which has depended only on venous congestion, begins to alter, and the gut becomes 
florid. This is always a very encouraging sign.—J. F. S.] 

1180. If the gangrene be more severe, which is characterized by loss 
of gloss, by anashy-gray colour, by a softened condition, by the easy peeling 
off of the outer membrane of the intestine, if the gangrenous portion be but 
small, it must be opened with a lancet, and the gangrenous part fastened ina 
corresponding position to the abdominal ring. If a loop of intestine be 
attacked with gangrene, and the continuity of the intestinal canal destroyed, 
the gangrenous part must simply be cut off with scissors, as by the previous 
inflammation, adhesion of the rest of the intestine with the hernial sac has 
been effected, which prevents all effusion of stool into the belly. If the 
excrement will not escape of itself, an elastic sound must be introduced. 
The enlargement of the mouth of the sac with the knife is dangerous, as 
the division easily overshoots the boundary of the adhesion and may cause 
effusion into the belly. 

Stitching up the intestine after cutting off the gangrenous part, as proposed and 
performed in various ways, is objectionable, as the stitch not holding the inflamed intes- 
tinal membranes, produces extension of the inflammation and gangrene. 

1181. Ifin the protruded bowel any wounding substance be found, it must 
be removed by the wound ; if the intestine be so narrowed and degenerated 
that it can no longer allow the passage of the stools, that part must be cut 
off, the wound brought-together, by means of LemBeErt’s stitch; or the 
intestine must be fixed in the abdominal ring, by a twist of the mesentery. 
In very small wounds only of the intestines, may the little opening be tied 
up with a silk thread (A. Cooper.) 

1182. Ifin an old and bulky rupture, it be certain that it is not possible 
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to return the contained parts, on account of the great adhesion and dege- 
neration, the hernial sac must merely be laid bare at the abdominal ring, the 
strangulation relieved, and the rupture left where it was (1). 

That mode of operating in which the hernial sac is not to be at all 
opened, but only the abdominal ring dilated so as to return the hernial sac 
together with the intestine, is, in general, to be rejected, and the not 
opening of the sac to be most especially confined to those cases in which it 
is certain that in a recently produced or extraordinary large rupture, or 
in a rupture entirely adhering to the neck of the sac, the strangulation is 
seated in the abdominal ring. In most cases the connexion between the 
aponeurotic opening and the hernial sac is so firm that the blunt end of a 
knife cannot be inserted between them, especially if a truss have been 
already worn (2). 


Although Franco and Pars had cut into the abdominal ring and did not open the 
hernial sac, except when reduction could not be effected, yet the practice was first 
generally recommended by Perit, in large and adherent ruptures; after him, by Ga- 
RENGEOT and Monro, in recent and small ruptures, and more recently by A. Cooper ; 
but especially by Kry (a) and Prerss (b) has it been laid down, to a certain extent, 
as the proper practice (2). The advantages resulting therefrom, are diminution of the 
danger, as the hernial sac is not injured; as well as that by keeping the air from the 
cavity of the belly inflammation, in any injury of an artery effusion of blood into the 
belly, and also injuring and tearing the intestine in incipient gangrene, are prevented ; 
and when it seems necessary, the opening of the hernial sac can always be made. 
These benefits are, however, sufficiently outweighed by the disadvantages, that without 
opening the sac no insight can be obtained of the state and condition of the parts, the 
tightness at the neck of the sac may be caused by the entanglement of the intestine 
and by the peculiar position of the omentum, and the operation, especially in stout persons, 
is very difficult, and therefore only to be confined to the above-mentioned cases. With 
this mode of treatment must be placed Gu#rtn’s (c) subcutaneous incision of the abdo- 
minal ring, which he would employ in all ruptures with recent strangulation from the 
ring, where, however, no sloughy destruction of the loop of intestine is to be feared. 
In strangulation by the hernial sac it is not applicable. 

[(1) When a rupture is large and old, Surgeons generally follow AsTLEY CooPER’s 
recommendation, of dividing the stricture without opening the sac and leaving the 
protruded gut in the sac or not,asmay be. For this he assigns the following reasons :— 
“ first, in very large old hernia, the cavity of the abdomen is so much diminished by 
the habitual loss of the protruded intestine and omentum, that it becomes scarcely able 
to receive them again ; and if a reduction is attempted, the force necessary to effect it 
endangers the bursting of the intestine; second, a large surface of intestine is exposed 
and handled for so long a time, as to preduce, even if it does not give way, the risk of 
an inflammation which will probably be attended with fatal consequences ; third, if by 
great pains the intestine be returned, it is scarcely possible to keep it in the now over 
distended abdomen, so that the slightest cough, or effort of any kind, is sufficient to 
bring it again down into the sac, and thus induce a high and dangerous inflammation ; 
lastly, when great adhesion occurs, so much time is necessarily required in performing 
the operation, to separate the united surfaces, that fears may be justly entertained of 
the patient not surviving the operation. * * * Hence, in these cases, I would advise 
only the division of the abdominal ring; or if the stricture is higher up, of the lower 
edge of the transversalis muscle; but the hernial sac should not be opened, unless the 
stricture is situated in the sac itself.” His mode of performing the operation he thus 
describes :—‘*I made an incision three inches in length, immediately over the abdo- 
minal ring, exposing it with the knife, as well as the fascia, which it sends off. I then 
made a hole in the fascia large enough to introduce a director, which I thrust up 
behind the abdominal ring, between it and the hernial sac; and passing a curved 
probe-pointed bistoury upon it I divided the ring. I then introduced my finger, and 


feeling some resistanee from the transversalis, I carried the bistoury upon the director 


up to it, and divided this also.” (p. 63.) It is rather odd, in referring to CoopEr’s first 
reason for following this practice, that the case on which the operation just described 
(a) Memoir on the advantages and practica- (b) Wiirdigung des Bruchschnittes ohne Eriff- 


bility of dividing the stricture in Strangulated nung des Bruchsackes. Wien, 1837. 
Hernia on the outside of the sac. London, 1833. (ec) Gazette Médicale de Paris, 1841. No. 33. 
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was performed, “had existed from the patient’s (aged fifty-four) earliest years,” and 
that it “ was of enormous size, reaching half-way to the knees,” yet after the division of 
the stricture, “it went up with a gurgling noise, as soon as his hand was laid upon the 
tumour.” And as regards the danger of exposing and handling for a long time a large 
surface of intestine, as laid down in his second reason for not opening the sac, the only 
case he refers to is CARPENTER’S, who says :—“ It was the largest hernia I ever remember 
to have seen;” and, having opened the sac “a large quantity of intestine, with a 
small piece of omentum protruded;” but after dividing the stricture, the adhesions were 
so great, that he “judged it advisable not to attempt their separation. And from the 
size of the hernia, it was quite impossible to bring the integuments over the intestine, 
which was therefore left exposed to the air;’ yet nothing untoward ensued; “ the 
intestine soon began to granulate, and gradually shrunk within the wound,” and the 
patient recovered. (p. 64.) 

This is the operation on which Asttry Cooper lays so great stress, observing :— 
“JT feel convinced that this operation will be gradually introduced into general practice 
when it has been fairly tried, and found, if performed early, to be free from danger, and 
attended with no unusual difficulty.” (p. 64.) 

“If we cannot accomplish our object in this manner,” says LAWRENCE, “a small 
aperture may be made in the sac, near the ring, which will enable the Surgeon to 
introduce a curved director under the stricture; the knife carried along the groove, 
divides the tendon with ease. When the parts are thus set free, they should be 
returned into the belly by pressure on the swelling, if adhesions do not prevent this ; 
at all events, they generally admit of being replaced in part.” (p. 285.) 

(2) I do not think it can be fairly stated from AstLEY Coopsr’s published statements, 
that he is in the generality of cases favourable to, or that he recommends the practice of 
dividing the stricture, in strangulated rupture external to the sac, but only lays it down as 
the general rule in large ruptures. It is quite true that in his great work on HERNIA, in the 
first part of the first edition, when treating of the operation for inguinal rupture, he 
says :—“ An advantage is derived from dilating the stricture without cutting the sac 
itself, for there is no danger of injuring the intestine, &c.” (p. 30); and in the second 
edition he speaks more at length on the subject thus :—“I have occasionally practised, 
and for some time recommended in my lectures the following mode of dividing the 
stricture without including the sac. The tendon of the external oblique having been 
divided a little above the external ring, the sac is gently drawn down, while the muscles 
are drawn up by an assistant. In this way the stricture is brought into view, and can 
be divided without risk, and without including the peritoneum.” (p. 89); and he then 
enumerates the advantages from this practice, that there is no danger of wounding the 
intestine, and that if the epigastric artery is cut, as the peritoneum is undivided, the 
flow of blood would be immediately perceived, and then the vessel might be secured. 
But in neither edition of his Surgical Lectures, neither that in the Lancet of 1823-24, 
nor that edited by TyRRELL in 1827, does he allude to the division of the stricture 
without opening the sac, except in large ruptures. In both these editions of his Lectures 
healso expressly directs opening the sac and says in the one (a), after “feeling for the 
stricture, * * * you introduce the probe-pointed bistoury on the director or finger, and 
divide the stricture without cutting too much ;” (p. 478.) and in the other (6), “ having 
thus exposed the contents of the hernial sac, as far as the seat of stricture, the operator 
should insinuate the point of his finger or a director under the stricture, between the 
sac and its contents, at the upper part, carefully keeping the latter from turning over 
the finger or director. He should then pass the knife for dividing the stricture 
upon the finger or director, under the stricture, and by a gentle motion divide this 
stricture, &c.” (pp. 44, 5.) I may also add that I have no remembrance of having 
seen him operate without opening the sac, in the many operations for strangulated 
rupture which I saw him perform in the Hospital during the first fourteen years of my 
professional life. 

To Kuy, however, must be justly ascribed the revival of Perrt’s operation, and of its 
more extensive application (c). His views with regard to its employment will be seen in 
the following observations upon fifteen fatal cases. “ The majority of the cases,” he 
says, “ appeared to have died from peritoneal inflammation consequent upon the expo- 
sure of an inflamed or strangulated portion of bowel. I say exposure of the bowel; for 
it 1s, probably, not so much the wound in the peritoneal sac that disposes to inflamma- 
tion, as placing the bowel under circumstances to which it has hitherto been unaccus- 
tomed. The sudden change of temperature to which it is submitted, the exposure to 


(a) Lancet, 1823, 24, (b) TyrRreELu’s Edition ‘of Lectures, vol. iii. 
(c) Memoir, above cited. 
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light, and to a current of air, cannot but have some influence upon the delicate circula- 
tion of the part, and be productive of some impression on the nerves of so susceptible a 
surface as that of a strangulated intestine. And if to these influences be added the 
handling which the gut usually experiences, the reaction that follows these agents, we 
must regard as a natural consequence and likely (as experience proves) to amount to 
excessive inflammation. In tracing the inflammation consequent upon an operation for 
hernia, it is found to spread from that portion of the bowel that has been strangulated 
over the peritoneal surface of the intestines, and not to have its origin from the incision 
in the sac, although two wounds are usually inflicted upon it, one for the purpose of 
exposing its contents, and another, higher up, to divide the stricture. The peritoneum 
about the seat of stricture exhibits fewer signs of acute inflammation than the invest- 
ment of the bowels.” (pp. 11, 12.) After giving an “ outline of these cases,” Kry 
observes, “ it is obvious that the attempt to relieve the stricture without exposing the 
contents of the sac, could not have been attended with any untoward consequences in 
any of the cases, with the exception of the two cases of gangrene, Nos. II. and XII. ; 
and in these the symptoms denoting the approach or existence of sphacelus, were 
sufficiently marked to point out to the operator the necessary mode of proceeding. 
Some of the other cases, in all probability, would have been benefited had the sac been 
left entire.” (p. 26.) 

LAWRENCE does not agree with Kry in “ ascribing the unfavourable state of bowel 
which was found in so large a proportion of his thirteen eases, (the other two not having 
been operated on,) and which, I believe, will be met with in the majority of those who 
die after the operation, to the operation itself and its attendant circumstances, namely, 
exposure to air and light, change of temperature and handling. I think it rather owing 
to the pressure of the stricture, which affects the parts, not like the slight violence of 
the operation, for a few minutes only, but uninterruptedly for hours, and sometimes 
days, disturbing the circulation, making an impression on the intestine as if it had been 
tied with a string, and sometimes causing ulceration either of the internal tunics or of 
the bowel in its whole thickness. That inflammation excited by this kind of injury 
may cause death is clearly proved by Mr. Kry’s cases. * * * When we find the intes- 
tines at the time of the operation mortified, as in cases II. and XII., distended and dis- 
coloured, so that it could not be replaced, and required to be opened, as in case V., so 
altered that the operator would not venture to return it, as in cases III. and VII., the 
mischief is obviously independeut of the operation, and its source is rendered unequi- 
vocal when we see the tube marked by the stricture, and mortified at the part thus 
impressed, as in case IX.” (pp. 279, 80.) 

From a very careful consideration of the circumstances attendant on strangulated 
rupture, and from observation of the appearance which the bowel too frequently 
exhibits, and the results which follow, I cannot but agree with LAWRENCE that the 
mischief is rather owing to the “pressure of the stricture,’ than with Key, that it is 
consequent upon the exposure of an inflamed or strangulated portion of bowel.’ But 
I think it is impossible to doubt that an additional cause is to be found in the unwar- 
rantably violent and repeated squeezing which the rupture suffers during the use of the 
taxis ; so that one is only astonished that the gut is so rarely burst, and the patient 
destroyed in a few hours. And then, as Kry has well expressed it, ‘an operation is 
often regarded as a forlorn hope, resorted to in the extremity of danger, when the 
injurious effects of delay and violence combine to preclude a chance of success. The 
effect of exposing a contused part is seen in a common bruise; if the soft parts are 
severely contused, the skin remaining entire, the inflammation that follows subsides 
without injuring the texture of the part. Butifa small wound accompanies the injury, 
the inflammation proves destructive in its effects; sloughing of the cellular membrane, 
with copious suppuration ensues, and the process of healing is tedious. Between a 
common contusion and an intestine, or omentum bruised by the taxis, there is a close 
analogy ; a breach of texture, in the one case, leads to the same effects as exposure in 
the other. Inflammation is in both the result; and the vitality of the parts being 
impaired, disorganization in both cases follows as the consequence of inflammatory 
action. If the contusion be not accompanied by a breach of the surface, no harm is 
anticipated ; and just so if the bruised contents of a hernia are returned without a 
wound of the peritoneal sac, and consequent exposure, inflammation, if it does come 
on, seldom proves severe, and still more rarely fatal.” (pp. 58, 9.) 

Admitting that “the condition of the bowel, that above all others renders it an 
imperative duty to open the sac, is that of gangrene,” and stating that ‘“ it is a remark 
made by some Surgeons of experience that the intestine is occasionally found to be ina 
state of gangrene when no symptom had existed before the operation to raise a suspicion 
of mortification having taken place,” Key observes, “it does not, however, appear, that 
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any pains have been hitherto taken to form a correct diagnosis of the circumstances 
under which gangrene has actually taken place; nor am I prepared to say, that, in all 
cases, such a certainty of diagnosis is attainable; I think, however, that if the attention 
of the profession were more closely directed to the consideration of the condition pre- 
ceding gangrene, a near approach might be made, sufficiently accurate to direct the 
Surgeon's practice in all cases.” (pp. 103, 104.) I cannot agree with Key that “ the 
ordinary characters of a completely sphacelated portion of bowel are distinct enough,” 
for I am quite sure that I have seen them all existing more than once or twice without 
any gangrene, but simply depending on the unwarrantable violence used in attempting 
to return the rupture. But I do agree with him, that “ it sometimes happens that no 
such change takes place in the swelling, and then the evidence of gangrene is much 
more equivocal.” It is byno means infrequent to find an intestine mortified, although 
the time it has been strangulated is short, and not the slightest external sign leads to 
the presumption of its condition; as, on the contrary, it now and then happens that 
the exterior of the swelling is tender, inflamed, doughy, and crackling, from the causes 
I have just mentioned, and yet the intestine within be healthy, and the patient recover 
the operation. As regards the loss of elasticity in the swelling, I believe it a very 
uncertain sign; the intestine may be gangrenous, but the sac full of fluid, as is com- 
monly the case under such circumstances, and then the elasticity remains. The only 
sign which I think can be relied on, though even that is doubtful, is when the gangrenous 
intestine has burst; then, indeed, although the redness, doughiness, and crackling still 
remain, the rounding of the swelling subsides, and when a little pressure is made on it 
a central hollow is produced, and a sense of yielding beneath, very different from the 
pitting caused by pressure on oedematous cellular tissue. 

Key mentions a case which occurred to him, in which “ a fetid smell, similar to that 
described by Sir A. Coopsrr, was perceptible in the progress of the operation, before 
the sac was opened.” The patient had a femoral rupture, and “a fetid smell arose 
from the swelling as soon as the fascia propria was opened ; it was a smell arising from 
a decomposed portion of bowel, and the transudation of its faecal contents. ‘The 
intestine proved to be quite gangrenous, being black, devoid of lustre, and lacerable. 
Such a fetor might, I apprehend, be discovered in most cases of sphacelus before the sac 
is opened ; its absence should be ascertained in every case in which the contents of a 
hernia are to be returned without opening the sac. Before disorganization of the coats 
of the intestine takes place, transudation of fluid or of fetid air is probably prevented. 
In incipient gangrene, therefore, it is not to be expected.” (p. 109). 

One instance of fetid smell before opening the sac occurred to me in the case of 
strangulated umbilical rupture, (No.X, in my Table,) which had been so for thirty hours ; 
but on exposing the gut at the operation, part of it was quite natural, and part dark 
chocolate-coloured, but shiny, and did not seem to be mortified; after death, at forty- 
eight hours from the operation, it had a dirty clay-coloured appearance, very different 
from that when first exposed. 

Admitting that the presence of the fetid smell is always indicative of gangrene, 
though it has been rarely observed, yet its absence is no certain sign of the healthy 
state of the intestine; and, therefore, some still more definite symptoms of this dangerous 
condition of the gut are requisite before it can be decided with certainty previous to 
opening the sac. 

LAwRENCE adheres to the old practice of opening the sac and dividing the stricture 
from within ; he says:—‘ The mode of proceeding thus recommended by Sir AsTLEY 
Cooper, and executed by him with perfect facility,” which is also fully confirmed by 
Key’s practice and experience, “ would be found difficult to those less intimately con- 
versant with the anatomy of ruptures, and in some cases, probably impracticable, It is 
therefore fortunate that we cannot regard it as a matter of much consequence. When 
the hernial sac has been freely laid open, we cannot suppose that the additional division 
of its neck will much increase the chance of peritonitis. If the stricture be divided in 
a proper direction, the epigastric artery is not endangered. Nor can the intestine be 
wounded if due care is taken to protect it, by using a deeply-grooved director, or by 
_ carrying the curved knife along the finger. It may also be carefully held out of the 
way when the stricture is divided, either by the operator or assistant; or it may be 
covered at that time by the’‘handle of a scalpel. Let me observe further, that the 
method of dividing the stricture on the outside of the sac does not necessarily secure 
the protruded parts from injury. In an attempt of this kind recorded by PELLETAN(a), 
the intestine was wounded. The question of eligibility between the ordinary course of 
proceeding, and this modification must be determined, like all other practical matters, 
by experience. Unless unequivocal advantage should be found in the latter, I should 


(a) Clinique Chirurgicale, vol. iii. p. 102. 
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not recommend its adoption, being unwilling to introduce without absolute necessity, a 
new difficulty into an operation, always requiring consideration and caution, and fre- 
quently attended with embarrassing circumstances.” (p. 290.) 

From my own personal experience of the division of the stricture external to the sac, 
I can say nothing, never having performed it. But I do not think so great advantage 
is gained by not opening the sac, as is stated. From all the cases I have observed, 
either in the practice of others or in my own, I do not think cutting through the her- 
nial sac, and consequently opening the peritoneal cavity, so serious as generally consi- 
dered. Ifinflammation of the peritoneum have not been previously set up, either by the 
rough usage of the rupture, or by the irritation which along strangulated or gan- 
grenous gut produces, I cannot understand why making a small opening into the peri- 
toneal cavity should be more dreaded than the long slits, which are now made without 
compunction, for'the removal of diseased ovaries, and so forth. There are, however, 
- some conditions which even those who advise leaving the sac untouched, admit, require that 
it should be opened, namely, confinement of the protruded parts by entangling bands, 
or by adhesion to the sac itself, and a gangrenous condition of the bowel. Under all 
circumstances therefore I am still disposed to continue the practice of opening the sac, 
as I have hitherto done, believing it to be the most safe. I cannot conclude these obser- 
vations without stating that I believe much of the fatality attendant on operations for 
strangulated ruptures, depends on the improper after-treatment. I well recollect the 
time when, as soon as the patient was put to bed, he was dosed with senna and salts, 
with the view of speedily procuring stools, and his already irritable bowels being thereby 
rendered still more irritable, he speedily sunk. Although this practice is probably less 
followed now than formerly, yet I am afraid there is still too great inclination to employ 
purgatives too early. Fora few hours nothing more than a clyster should be given, 
and not even that, unless the patient be very uneasy in his bowels, and puffed up with 
wind. Not unfrequently they relieve themselves, and only after twelve or eighteen 
hours is it advisable to give medicine by the mouth, for the purpose of completely 
clearing the whole intestinal canal. And unless there be any special indication for 
calomel, I believe that castor oil is the best remedy of all. 

Luxe, who is a great advocate for Perit’s operations, observes (a) that “the opera- 
tion itself admits of a very brief general description. It consists of an incision of 
the integuments over the seat of the stricture, followed by a division of the sub- 
jacent cellular texture and fascia, to which succeeds the cautious division of the 
stricture itself; and afterwards the hernial contents are returned into the abdomen, as 
by the ¢axis, without exposure. In femoral and in umbilical hernia, for all practical 
purposes of the operation, the seat of stricture may be assumed to be at the respective 
abdominal apertures, although in the former hernia there is occasionally some light 
variation upon that point. * * * Jn inguinal hernia the seat of stricture is far more 
variable, and the range of its variation extends from the internal abdominal ring to the 
scrotum in the male; consequently, without some previous indication to guide the 
operator, the external incision may be made over one extremity of the range, when the 
stricture is far away at the other, and a fruitless search may be the probable result. 
* * * There are several ways of conducting the necessary examination to obtain the 
desired diagnosis, all of which depend for their success upon the stoppage of the com- 
munication of impulse from one part to another by the stricture. Thus, if the body 
of a hernial tumour be compressed by the hand, an impulse is communicated to all its 
parts below the seat of stricture; but if the neck of the hernia be grasped between the 
finger and thumb of the other hand, above the stricture, while such compression is 
made there will not be any impulse felt. When, in the commencement of the examina- 
tion, the neck of the tumour is first grasped, we may be always assured, that if an impulse 
is felt on compression of the tumour itself, the seat of stricture is nearer to the abdo- 
men; and by gradnally withdrawing the finger and thumb in that direction, while 
renewed compression of the tumour is made, a point will be soon reached at which 
impulse ceases to be felt. The point at which impulse first ceases to be felt, is the seat 
of stricture. In like manner, if an impulse is not felt when the neck of the tumour is 
first grasped, we may be equally assured that the stricture is situated nearer to the 
body of the hernia; and, by a like gradual approximation to it with the finger and 
thumb, an impulse shortly commences to be felt. That point is the uppermost part of 
the strangulated contents, which implies that the stricture is immediately above it; 
and, on inquiry, it will be found to correspond with the indications of an examination 
commenced from below, as just mentioned; and thus the two modes of examination 
will tend to the correction of errors, to which each separately is liable. The same 
information may be obtained by attending to the point of cessation of impulse when 


(a) Operation for Strangulated Hernia; in Med. Gazette, vol. i. 1839-40. 
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the patient coughs; but this method is irksome and painful under circumstances of 
acute peritoneal inflammation, and on that account is not so generally desirable as that 
detailed. Yet much valuable information, not otherwise attainable, may be afforded 
by using this method in conjunction with that furnished by compression of the tumour. 
In some cases the stricture occupies a considerable portion of the neck of the hernia, 
but in most it is confined to a limited space. In the former case, before performing 
PeTit’s operation, it is desirable to be acquainted with those limits, in order that, 
when extensive, suitable provision may be made for its complete division. The com- 
bination of the two examinations has this knowledge for its object, which is easily 
attained by attending to the points of cessation of impulse. The point of cessation of 
impulse on coughing indicates the upper boundary of the stricture, and the point of 
cessation of impulse on compression of the hernia, indicates its lower boundary of the 
stricture ; and, consequently, the boundaries are the limits of its extent.” (pp. 865, 66.) 

He further observes :—* The probability of the necessity to open the’ sac to effect a 
return, is much increased when the stricture is caused by its thick and indurated neck. 
* * * When the stricture is situated exteriorly to the sac, a director may generally be 
easily introduced under it, and it may be as easily divided with a bistoury; but when 
the neck of the sac itself forms the stricture, no such measure can be adopted. In 
such cases its division should be accomplished by cutting the indurated and thick sub- 
stance on its exterior surface only, taking the greatest care that the knife does not 
penetrate to the interior of the sac. If this step has been properly performed, the 
division is only partial, and little amount of relief will ensue. To render the relief 
effective, the partial division of the indurated neck should be repeated in one or two 
other situations on the circumference of the stricture, by which, at length, the stric- 
turing substance is so far weakened in its power of resistance, especially when unsup- 
ported by surrounding structures, that it becomes susceptible of dilatation by the very 
moderate interior pressure of the hernial contents during the efforts of the taxis. Suc- 
cess does not frequently attend the first efforts, so that renewed partial divisions, and 
renewed efforts, are mostly required; and, however unpromising such cases may be, 
experience enables me to state, that in this way they often admit of relief without the 
necessity of opening the sac. The proportion of failures in the attempt is, from its 
nature, greater than that which is experienced in hernia, strictured by the margins of 
the abdominal apertures; yet, inclusive of these failures, I have not any reason to 
consider their general amount large, having sustained only five failures out of thirty- 
two cases, on which I have attempted to leave the sac unopened.” (p. 866.) 

There is much good in the preceding observations, on which account I have so 
largely quoted them; but the success resulting from this practice, so very far beyond 
what usually happens in cases of strangulated rupture, leads to the suspicion that some 
of the number mentioned, might, perhaps, have been relieved without other operation 
than the taxis.—J. F. S.] 


1183. When the intestine has been properly returned into the belly, and 
the wound and surrounding parts cleaned, the edges of the wound must be 
brought together either with sticking plaster or with a stitch, covered with 
wadding, and a compress, and this dressing bound on with a suitable 
bandage. ‘The patient should be put in such position that the belly shall be 
relaxed, with his chest raised, and his thighs drawn up ;- he must observe the 
strictest quiet, and take only mild mucilaginous drinks. In general some 
hours after the operation the bowels are relieved of themselves; but if this 
do not happen, an oily mixture may be given, castor oil, clysters, calomel, 
and if no inflammatory symptoms exist, an oily mixture, with common 
salt. The dressing must be replaced as often as necessary, and a slight 
compression made opposite the abdominal ring. When the wound has 
scarred, a proper truss is to be applied. If inflammatory symptoms occur, 
they must be treated antiphlogistically. If there be inflammation, conse- 
quent on still existing strangulation, or if protrusion of the intestine 
again happen, and it be painful to the touch, the part must be returned 
into the belly by introducing the finger. If symptoms of strangulation 
still continue, on account of entanglement of the intestine within the 
belly, its adhesion or narrowing, the intestine must be protruded by 
coughing, or by introducing the finger. If the strangulation still continue 
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several days after the operation, and the intestines be still protruded on 
account of adhesion, it may then be advisable, in complete obstruction of 
the intestine, to open it with a lancet. 


Key (a) notices one circumstance in the after treatment, (especially in inguinal 
ruptures,) in which symptoms resembling those from strangulation occurred, viz., the 
transition of inflammation of the sac into suppuration. The scrotum swells up a 
day or two after the operation, becomes painful, hiccough and vomiting recur, the 
relief of the bowels is diminished or suppressed, and, from the fulness of the hernial 
sac, the patient has the sensation as if the rupture were again protruded. Distinct 
fluctuation is ordinarily not to be felt, on account of the thickening of the membranes. 
_ At first leeches and evaporating washes are to be applied, subsequently poultices, the 
closed wound is to be punctured with the lancet, and an escape made for the pus, where- 
upon the symptoms soon subside. 

[i have had one case of suppuration of the sac of an inguinal rupture, but it did 
not cause any peculiar or dangerous symptoms, and after a few days emptied itself, and 
gave no further inconvenience. 

I have once seen in a young man, operated on for scrotal rupture, and who was purged 
violently for some days, after taking five doses of two grains of calomel, with half a grain 
of opium every six hours, for peritonitis, inflammation extend from the sac up to the 
navel, and round into the right loin, which terminated in large sloughing of the cellular 
tissue ; but he ultimately recovered.—J. F. S.] 


1184. If the intestine be sloughy, it must be merely covered with a 
light compress dipped in a mucilaginous fluid. When all the slough is 
thrown off, and the artificial anus or fecal fistula is formed by the union 
of the destroyed intestine with the neighbouring peritoneum, care is 
merely requisite for the due escape of the stools, the aperture is to be 
covered with wadding, and all pressure removed; the patient should take 
nourishing and easily digestible food ; clysters and gentle purges should 
be often given. 


[In general during the course of strangulation, the gut becomes so adherent to the 
mouth of the sac, that if it should mortify and burst, or if it be purposely opened 
by the Surgeon during the operation, it rarely recedes, and the stools, passing by the 
wound, form an artificial anus. 

On the other hand an intestine may be returned into the belly, and slough afterwards. 
Key mentions a case (b) under AsTLEY Cooper, in which strangulated inguinal rupture 
was operated on, “ and the intestine, though dark-coloured, appearing to be merely con- 
gested, was returned into the abdomen. In the evening of the same day he passed stools 
per anum, and appeared relieved. On the third day, as soon as the poultice was removed, 
a quantity of feculent matter was seen issuing from the opening ; the discharge of feces 
continued for five days, at the end of which time it altogether healed, and the wound 
speedily cicatrized.” In another case, astrangulated congenital rupture, which occurred 
to Kry himself; on the fourth day after the operation “a copious discharge of feces had 
taken place at the wound. The abdomen had remained tender since the operation, but he 
had discharged feces per anum. The discharge did not cease for several days, and delayed . 
the healing of the wound. But at the end of about sixteen days, he became convalescent, 
and the wound entirely closed.” (pp. 111,13.) LLawREeNcE mentions a remarkable case 
of bubonocele, which was operated on by RamMspEN :—“ The gut, which was much dis- 
coloured, was returned without difficulty, but seems not to have completely re-entered 
the abdominal cavity. On passing the finger as high as the incision would admit, if it 
did not fairly reach the abdomen, it seems as if the intestine, although free from stricture, 
were contained in a peculiar membranous bag.” Clysters, which were ordered, could not 
be forced up, which led to examination of the rectum, and thence some hardened faces 
were removed. She was much exhausted, but, by care, had considerably recovered next 
morning, and the bowels not having been moved, calomel and colocynth extract were 
given every two hours, which, in the evening, began to operate, and before morning she 
had eight or ten stools. She continued for a time in a very fluctuating state, but well- 
grounded hopes of her recovery were entertained till “she was seized, in about six weeks 
_ after the operation, with violent pain in the lower part of the abdomen, which terminated 
in two days in a discharge of feces from the wound, and perfect ease. The appetite now 
failed, the strength decreased, and death took place on the tenth day from the appearance 


(a) A.CoopreEr’s Hernia, p. 58, note. (6) Memoir. 
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of f@cesinthe wound. On examining the body, the whole of the intestines were found so 
strongly adherent to eachother, that they could not be separated without laceration. A 
portion of the tlewm, the same, probably, which had been protruded, adhered to the abdo- 
minal ring. Its coats were greatly stretched, and itscanal was much contracted. A small 
ulcerated aperture was discovered in this part; and led, in a fistulous form, through a 
substance nearly equal in size to the little finger, to the external wound.” (p. 328.) 
It has been well observed by Key, that “cases are sometimes met with in which the 
patient appears to be doing well after the operation, the evacuations being free and natural, 
and the sickness and pain subsiding ; but after the lapse of two or three days the powers 
begin to sink, the abdomen, though not very tense, is uneasy under pressure, the pulse 
small and quick, and the tongue becomes dry and coated. ‘This condition is, perhaps, 
protracted for several days, and the patient at length dies. A post mortem inspection 
discovers the cause of death in the dark colour and lacerable condition of the strangulated 
portion of the bowel and the vascular state of the surrounding parts. ‘This unexpected 
termination of a case, when it does occur, usually takes place in patients of enfeebled 
constitution, whose powers are unequal to the restoration of the healthy circulation in 
the strangulated bowel after its release from the stricture; and in whom, therefore, a 
slight degree of inflammation gradually ends in the extinction of its vitality. At the 
period of the operation the intestine ,when exposed, presents none of the usual indications 
of present or approaching gangrene; no infiltration of its tissues, no discoloration beyond 
that which retarded circulation in a healthy bowel produces, no lack of peritoneal lustre, 
and no lacerability of texture; it in no point appears to differ from those cases of stran- 
gulation, in which an early operation is had recourse to before severe symptoms come 
on, and in which a favourable prognosis is verified by a rapid convalescence. Exposure 
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Kind. Sex. | Age. Duration. Truss. sae Vomiting. | Constipation. 
1835. é | 
I. Aug.17 Right scrotal, not |Male .| 43 |From childhood, |Wor for last |114 hours |Seven hours, |Not mentioned] 
small, but not con-| seven years. little, how long. | 
genital, 
1836. ; 
iI. May 10 /|Left direct scrotal, |Male .| 73 |l5 years. .. . Amy 6 3days . Constant . .| 3days . 
(also on other , 
side,)’ size of 
pigeon’s egg. 
TTI. Oct. 29 |Scrotal, large as |Male .| 45 |19 years... . Ae Hy ic 12 hours. ti not t. 
child’s head of Blas ae Sn 
two years. ~ ‘ 
1837. : 
1V. Jan. 24 (|Scrotal, left, (also |Male .| 82 |40 years, (incarce- Sei 4days . None . . .|4days . .4 
on other side, ) rated, ) ea 
size of an orange. 
Y. Sept. 24 |Femoral, right dou- |Female | 56 | 9 years, . . . |Four years cup- | 3days . Much. . .|S3days .. | 
ble sac. truss. 
1838. S | 
VI. Sept. 273 pei right, as |Male .| 46 | 2 years. . |For some time. |86 hours. [Slight . . . |24hoursnatu- 
arge as a pear. (Symptoms of strangulation scarce, so rally, but 
that I did not operate for 24 hours. ) since by 
clyster, 


* Upon these cases I operated in St. Thomas’s Hospital during the first four and a half years of my 
and prevented me keeping so regular an account since ; 


quent severe illness has twice broken in on me, 
from such tables.—J. F. S. 


FOR STRANGULATED RUPTURE. 51 


of a portion of bowel possessing such feeble powers of resistance to morbid influence 
cannot but tend to increase, probably to excite, a disposition to inflammation; which, 
though low in degree, is sufficient to destroy its vitality : and it may therefore be fairly 
regarded as the main agent in the production of gangrene.” With this explanation I 
cannot agree; the mischief has been done to the bowel, or at least its foundation is laid, 
I believe, before the sac is opened, by the disturbance of the circulation during the 
strangulation, from which the bowel. has not power to recover itself; and according as 
the stagnation of the blood has existed for a shorter or longer time, and to a less or 
greater ie so does the mischief run on subsequently to inflammation and gangrene. 
—J.F.S. 

“In cases in which great depression of the powers is observed to precede the opera- 
tion,” continues Kry, “ death sometimes rapidly takes place without any other obvious 
cause than the exposure of the bowel. The condition of the patient is often found to be 
manifestly worse after the operation, and stimulants are obliged to be plentifully admi- 
nistered, in order to sustain the sinking powers of life. This may happen without 
inflammation of the abdominal cavity or gangrene of the bowel; and is attributable solely 
to the depressing effect of the operation. The pulse, which before the operation was 
feeble, becomes fluttering, and scarcely perceptible; the countenance, which was anxious, 
now bespeaks the approach of death; the skin is covered with a clammy moisture, and 
the whole frame is seized with a restlessness that gradually ends in the calmness of 
dissolution.” (p. 51-4.) 

AsTLEY Cooper mentions the very remarkable circumstance of tetanus follow- 
ing the operation for rupture, on the eighth day, by which the patient was speedily 
destroyed (a). ] 

(a) Above cited, p. 58. 


for Strangulated Rupture.* 


Additonal Remarks. 


Tenderness. Contents. Bowels moved. Result. 


Of belly little, of rupture 
ditto. 


Of belly much, with. 


portal pain and 
iccough from first 
day, which continued 
till third day after ope- 
ration, and pain in 
belly ceased, 


Of rupture, probably 
_ from attempts at re- 
duction, P 


Of the rupture ai little. 


Of the belly; has had 
See throughout 
whole day ; tenderness 
ceased on second day. 


None in belly nor in 
rupture, 


Eight inches gut only 
bright and turgid, 
thickened. 


Sac divided by vertical 
septum, omentum be- 
fore, gut behind ; two 
inches gut, bright cho- 
eolate-coloured, 


Half yard of intestine, 
front half of which 
chocolate and thick- 
ened, other unaltered ; 
also large mass of 
omentum, 


Much adhering omen- 
tum, almost schirrous ; 
a small portion of 
colon healthy. 


Bit of omentum, size of 
a walnut, in little sac ; 
four inches choc. in- 
test., shining, but 
slightly adherent, and 
much matted omen- 
tum in large sac, 


Three inches chocolate, 
with a little patch of 
adhesive; no omen- 
tum. 


Freely within an hour, 


After 24 hours free mo- 
tion from repeated 
clysters; the bowels 
continued to be moved, 
but though assisted 
with stimulants and 
nourishment, he gra- 
dually sunk. 


A slight motion from 
clysters after 24 hours ; 
after same interval, 
and castor oil and 
clyster, bowels moved 
freely. 


In eight hours after two 
clysters some scybola 
came away. 
morning he had calo- 
mel and castor oil, 
and the bowels were 
freely meved, 


An hour after, the bowels 
very . freely opened, 
and again three hours 
after. 


Within eight hours after 
twiee castor oil, very 
copious motions, 


Next 


Cured. 


Died on ninth day; in- 
testine at mouth of sac 
still | dark-coloured, 
little inflammation. 


Cured (stricture not 


tight.) 


Cured (stricture none, 
but without dilating.) 


Cured (stricture not very 
tight. ) 


Cured (stricture very 
tight.) 


Large quantity .of fat between 
cremaster and sac. I 
wounded intestine in open- 
ing sac with knife. 


Attempts were made to die 
minish size of rupture by ap- 
plication of ice, but without 
avail, The dresser had also 
given tartar emetic. The 
omentum was left. The gut 
came down again on ninth 
day, in getting out of bed, 
but slowly returned. 


Ice was applied for three hours 
before operation without be- 
nefit. Dilated the stricture 
and left the gut, but tore 
and cut offomentum. Pro- 
bably in this case the colon, 
together with its peritoneal 
connexion to the iliac pit, 
descended, but I did not 
notice this at the operation. 


The larger De of omentum 
was cut off, 


Cremaster enormously thick- 
ened, 


RP 
Assistant-Surgeonship ; and it will be observed that for one whole year I had not a single case. Subse- 
‘but I hope yet to resume and continue a similar one, asI am convinced of the advantage which accrues 
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Strangu- 


Kind. Sex. | Age. Duration. Truss. Taiton Vomiting. | Constipation. | 


1838. 

VII. Nov.4 |Femoral, right, of 36 hours . « 
large size and ob- 

long form on Povu- 

PART’S ligament, 

then bending down 
and extending into 
labium. 


Female | 55 |10 years. . . . |Trussnot fitting |10 hours. Much throw- 
ing up of 
wind, but 
no vomiting. 


VIII. Nov. 28 |Right scrotal, con- 12hours. [Much . . . |@hours . . | 
genital ; three fin- 
gers thick, one 


Tong. 


IX. Nov. 29 |Femoral, (right,) 
not large, but 
flaccid. 


Male .| 22 |Says he has only \Suspensery . . 
noticed the swell- 
ing 12 months. 


Female | 43 |12years. .. . |Six weeks . . |47 hours. |Much.. . 


1840. 
X. April 18 |Femoral, (xight,) 


Female | 62 |24 years. . « . |Partially irreduc.|23 hours. |Much . . . 
swelling large: ; 


Female | 60 |12years. . . . |Partially irre- [30 hours. |Much, twelve |86 hours . . 


XI. June 15. |Umbilical, (as large 
diie., no truss, hours. 


as a half-quartern 
loaf,) with cleft, 
so as to have hour- 
glass form. 


3 days .|Much, three | 5days . . 


Female | 57 |20years. . . , |Notruss. . o 
days. 


XII. July 4 |Femoral, (right,) 
always small. 


XIII. July 30 |Scrotal, (left,) size |Male . | 60 |Idyears. . « « Has worn . .| Ghourse (Much . « « 


of pigeon’s egg. 


Male .| 59 [54 years on left, |Has worn . . |26 hours. |Much . . . |86hours . ao 
on right after 
low. 


XIV. Aug. 16 Scrotal, (right, ) also 
on left. 


XY. Oct.29 |Femoral, (right,) |Female | 45 |20-years, . . e Has worn till | 4days . |86 hours, much 4days « « 


size of pigeon’s within last 
egg. three years, 


FOR STRANGULATED RUPTURE. 


53 


Tenderness. 


At lower part of belly, |Omentum 


near the swelling, 


Pain in belly, tender- 
ness of rupture. 


A little pain in belly 
when pressed, 


Much pain in belly, and 
not relieved by the 
operation ; no pain nor 
tenderness in swelling. 


Swelling tender . . . 


Pain, but not tenderness, 
in the belly. 


Much pain in belly . . 


Much pain in belly; after 
2 he complained 
of pain about navel, 
which did not subside. 


Contents. 


soft, but in true sac 
firm and matted; in 
true sac knuckle of 
bright gut. 


Two inches gut dark- 
coloured, bright. 


Healthy, bright, and 


dark coloured gut. 


Much adhering omen- 
tum, four inches of 
intestine very dark, 
but shining. 


Sac divided by transverse 
band; hard mass of 
omentum, adherent in 
upper portion; eight 
hie of dark’ choco- 
late bright intestine. 


Very small knuckle of 
dark- coloured bright 


gut, 


Large knuckle of dark 
gut, very tense, and 
peritoneal coat seemed 
cracked, 


Half yard of gut, not 
deep -coloured, but 
much thickened and 
slightly ecchymosed. 


Much pain in belly, with |Mass of healthy omen- 


tympany. 


tum adherent, small 
bit of reddened but not 
dark gut, size of top of 
thumb.. 


Bowels moved. 


— 


the bowels thrice spar- 
ingly relieved by clys- 
ter. She went on very 
well, but the bowels. 
were not satisfactorily 
moved till four days 
after the operation, al- 
though she had calo- 
mel and opium twice 
a-day, with occasional 
eastor oil and senna 
and salts. 


Bowels moved by clyster 
and castor oil freely 
between 12 and 16 
hours. after operation. 


Nine hours after ope- 
ration bowels freely 
moved by clyster. 


A few scybola brought 
away by clyster 22 
hours after operation, 
but nothing more, 


Bowels relieved of thin 
motion 30 hours after 
operation, not without 
calomel and opium 
every two hours seven 
times ; a single dose of 
calomel and clysters 
had previously been 
useless. 


Three hours after opera- 
tion a few small scybola 
after clyster, but after 
castor oil the bowels 
were freely moved 
during the day ; purg- 
ing came on on third 
day. 


Bowels twice moved 
within 12 hours by 
castor oil, 


Within 24 hours his 
bowels freely moved 
by clyster ; after which 
they continued tole- 
rably regular. Calo- 
mel and opium were 
given every six hours, 
and when his powers 
began. to fail, brandy. 
aad arrow-root, 


The bowels were not 
moved till a few hours 
before death, 


Result. 


tight.) 


Cured, (stricture at in- 


ternal ring very tight 
and like ate ay 
membranous ring.) 


Cured, (stricture tight.) 
Died 18 hours, (stricture 


very firm.) 


Died 48 hours, (stricture 
not tight.) 


Died 65 hours, (stricture 
very tight.) 


Cured, (stricture very 


tight.) 


Died six days 
(stricture not tight, 
but required division, 
as also a band below 
it.) : 


after, 


Additional Remarks. 


in labium |Within first nine hours |Cured, (stricture very |The inside of the sac had pro- 


bably burst, and allowed 
the gut to escape into the 
labium. 


Fetid smell on opening the 


sac. The adhering omentum 
was left alone. e vomit- 
ing continued after the ope- 
ration almost to the last. 
On examination, the intes- 
tine gangrenous, with mark 
of separation; intestines 
slightly glued. 


Fetid smell before opening the 


sac. A deep tough band of 
cellular tissue indented the 
hernial sac, which also had 
a corresponding deep fold. 
Vomiting continued till 
death. On examination, the 
intestine dirty clay-colour ; 
no peritonitis. 


No account of examination. 


The scrotum very large, much 


reddened, probably from 
efforts and crackling. Much 
difficulty in returning gut on 
account of its thickness. In 
course of the second day 
hiccough came on, and 
some sickness, which sub- 
sided, but came on next day, 
and frequently after to. the 
last. Nor was it checked 
but slightly by hydrocyanic 
acid, On examination, all 
the intestines were found 
glued together; strangu- 
lated gut not restored ; sup- 
puration between cremaster 
and sac. 


Died 36 hours, (stricture |She was, when first seen, very 


tight.) 


much depressed, and the 
surface cold. Three or four 
ounces of straw-coloured 
fluid escaped from the belly 
after reduction, immedi- 
ately on the return of the 
gut. The omentum left in 
sac. Calomel and opium 
were ordered directly after 
the operation on account of 
the pain and tenderness of 
the belly. Egg and brandy, 
and other nourishment were 
given without avail. Slight 
perttonitis ; only a portion 
of intestinal tube, size of 
sixpence, had been stran- 
gulated, and lay just above 
mouth of sac, 


a 


Srconp Cuapter.—OF ABDOMINAL RUPTURES IN PARTICULAR. 


I.—Or Ineurnay Rurroure. 
(Hernia inguinalis, Lat.; Leistenbruch, Germ.; Hernie inguinale, Bubonocéle, Fr.) 


Campert, P., Icones herniarum inguinalium, edit. a S. Tu. SopmMERRING. Francof,, 
1801. 

Cooper, AsTLEY, The Anatomy and Surgical Treatment of Abdominal Hernia. 
Part i. 


RuptTorrrFer, F. X., Abhandlung iiber die einfachste und sicherste Operationsme- 
thode eingespenter Leisten-und Schenkelbriiche ; nebst einem Anhange merkwiirdiger, 
auf den operativen Theil der Wundarzneikunst sich beziehender Beobactungen. Wien, 
3805. 8vo. 2 vols.; with eight plates. | 


Hesseipacn, F. C., Anatomisch-chirurgische Abhandlung iiber den Ursprung der 
Leistenbriiche. Wiirzburg, 1806. 8vo. 


—, neueste anatomisch-pathologische Untersuchung iiber den Ur- 
sprungund das Fortschreiten der Leisten und Schenkelbriiche. Wiirzburg, 1815. 4to.; 
with fifteen copper-plates. 


WatTrmMann, Ueber die Vorlagerungen in Leistengegend. Wien, 1815. ° 


LANGENBECH, Commentarius de structura peritonzi, testiculorum tunicis, eorumque 
ex abdomine in scrotum descensu; ad illustrandam herniarum indolem. Gétting., 
igi7) (fol. 


—_—-. 


, Abhandlung von den Leisten-und Schenkelbriichen, enthaltend die 
anatomische Beschreibung und Behandlung der selben. Gdtting., 1821; with eight 
eopper-plates. 

MeckeL, J. F., Tractatus de morbo hernioso congenito singulari et complicato. 
Berol., 1772. 

SanpiForT, Icones herniz inguinalis congenite. L.B., 1788. 4to. 

WRISBERG, Observationes anatomice de testiculorum ex abdomine in scrotum de- 
scensu, ad illustrandam in chirurgia de herniis congenitis utriusque sexus doctrinam; 
in Comment. Soc. Reg. Scient. Gotting., 1778. 


Srnocowitz, Anleitung zu einer zweckmissigen Manualhiilfe bei eingeklemmten 
Leisten und Schenkelbriichen. Danzig, 1830. 8vo. 

ZAuNER, Chirurgische Anatomie der Briichstellen am Unterleibe; inaug. Abhandl. 
Erlangen, £833. 

Hammonp, Witi1am, Anatomy and Surgery of Inguinal and Femoral Hernia. 
London, 1834. fol. 

Also the writers before mentioned. 


1185. Lnguinal Lupture passes through the abdominal ring (annulus 
abdominalis) ; it may be either Scrotal, (Hernia scrotalis, Lat. ; Hoden- 
sackbruch, Germ. ; Oscheocele, Fr.,) when descending into the serotum, or 
Labial, (Hernia labii pudendi externi, Lat. ; Bruch der dusserer Schaam- 
lippe, Germ. ; Hernie des grandes levres, Fr.,) when passing into the 

labium. 

1186. The front or outer abdominal ring is the external opening of the 
inguinal canal, (caralis inguinalis,) and is formed by the tendon of 
the external oblique muscle stretching from the upper front spine of the 
hip-bone to the pubic symphysis, (Pourarr’s ligament, or the external 
inguinal ligament of HesseLBacu,) where the fibres separating, attach 
themselves by one part (the inner pillar of the ring) to the pubic sym- 
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physis, and by the other (the outer pillar of the ring) to the spine of 
the share-bone. A triangular opening is thus formed, of which the share- 
bone is the base, and the point inclining upwards and outwards is the 
junction of the two pillars. By the splitting of the muscular fibres of the 
internal oblique abdominal muscle, the junction of its tendon with that 
of the transverse muscle, forms the other part of the inguinal canal. The 
internal opening of the inguinal canal (hinder or inner abdominal ring) is 
formed by an aponeurosis, (the fascia transversalis of CoorEr, the internal 
inguinal ligament of Hesseipacu, the external layer of the peritoneum of 
LANGENBECK,) commencing from the hinder edge of Pourart’s liga- 
ment, which seems to twist itself upwards and backwards. ‘This aponeurosis 
loses itself above in the cellular tissue which overspreads the inner surface 
of the transverse muscle, and is continued to the under surface of the 
diaphragm. Internally it arises from the outer edge of the tendon 
of the straight muscle, which unites with it, and therefore at this part it 
is strongest. Where the strong fibres of this aponewrosis ascend obliquely 
outwards over the femoral vessels, they form an oblong aperture for the 
passage of the spermatic cord (which, according to CLoQUET, is covered 
by this aponeurosis, to the testicle, where it is connected to the vaginal 
tunic) (1). The inguinal canal is directed from without and above, inwards 
and downwards, as it passes from the hinder or inner to the front or outer 
ring, and is from one inch and a quarter, to an inch and a half long. Its 
front wall is formed by Pourart’s ligament, and asmall part of the internal 
oblique muscle ; its hind wall inwards and upwards by the delicate fleshy 
bundles of that muscle, and below and without, by the fascia transversalts. 
In the male the spermatic cord passes through the inguinal canal, and is 
surrounded besides by the process of the transverse fascia, by cellular 
tissue, and covered by the cremaster muscle, (the lengthened fibres of the 
internal oblique muscle,) the general vaginal tunic, (tunica vaginalis com- 
munis, according ta LANGENBECK,) a process of the external layer of the 
peritoneum. The external surface of the external oblique muscle is covered 
with a delicate aponeurotic expansion considered to be a process of the 
m. fascie late femoris, and which spreads over the front inguinal ring 
and the spermatic cord (tunica dartos, fascia superficialis of CoorER). (2). 
The epigastric artery arises from the external iliac above Pourarr’s 
ligament, ascends between the transversal fascia and the outer layer of 
the peritoneum, inwards and upwards, on the inside of the hinder or inner 
inguinal ring, there erosses the spermatic cord, reaches the edge of the 
straight muscle about an inch and a half from its origin, and runs upwards 
on its hind surface. Ifthe region of the groin be examined on the peri- 
toneal side, the trace of the obliterated vaginal tunie is seen at the point 
which corresponds to the hinder inguinal ring, and in many cases there Is 
a depression in the peritoneum, which indicates the upper part of that 
tunic remaining open; on the inner side of this spot lies the epigastric 
artery. Between this and the umbilical artery, opposite the front or 
outer inguinal ring, is seen a slight depression, (inguinal pit, fovea ingui- 
nalis of HesseLBAcuH,) where the peritoneum, towards the external ring, 
is covered only by the weaker parts of the transversal fascia, and by the 
delicate bundles of the internal oblique muscle. 

[(1) The description of that most important part in ruptures, both inguinal and femoral, 


namely, the fascia transversalis, is not given by CHELIUS so clearly as might be; for it 
is far less difficult either to dissect or describe than commonly considered. At the 
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onset it must be remembered that it is not a tendinous, but merely a cellular mem- 
branous structure, much condensed, and connecting the whole hind surface of the abdo- 
minal muscles with the front of the peritoneum, It is not part nor process of Pou- 
PART’S ligament, but simply attached to it by one of its processes, whilst the other 
descends behind it, the former commonly called the iliac, and the latter the pubic por- 
tion of the fascia transversalis. The iliac portion commences by a sharp angle at the 
outside of the pubic spine, and ascends outwards, closely attached to the back and upper 
edge of Poupart’s ligament to the upper front spine of the hip-bone, gradually increas- 
ing in width, and having a scythe-like shape, with the edge upwards and inwards, to the 
middle of that ligament, where it suddenly spreads upwards and is interposed between 
the back of the abdominal muscles and the front of the peritoneum, and is said-to be lost 
on the diaphragm, which, however, is not really the case, for it continues as the con- 
nector of the peritoneum with that muscle, and then descending upon the front of the 
loins connects it with the lumbar muscles, and runs down upon the iliacus muscle on 
either side, between them and the peritoneum, and having attained those regions 
assumes the name of fascia iliaca, where for the present it must be left. I have said 
that the iliac portion of the fascia transversalis was scythe-shaped to the middle of 
Poupart’s ligament, and it is there, about an inch in depth. It then runs inwards and 
descends behind the lower part of the straight muscles, is fixed to the back of the 
pubic bones, as far as their spines, spreads out on either side beyond them, behind and 
connected but slightly with the scythe-like portion, up to the upper front spine of the 
hip-bone ; this from its attachment is called the pubic portion of the fascia transversalis, 
and its shape is more sickle-like, with the concavity upwards and outwards. The 
sudden turning inwards and downwards, and afterwards outwards and upwards of the 
pubic portion unconnected, or but loosely connected with the iliac portion of the fascia 
transversalis, leaves a gap about an inch and a half above Poupart’s ligament, the 
hinder or inner abdominal ring, which has a sort of oval shape, or rather like the 
periphery of the vertical section of a pear. 

That part of the pubic portion from below the inner ring to the spine of the share- 
bone, and behind the scythe edge of the iliac portion of the fascia transversalis, alone 
forms the floor or back of the inguinal canal, down to the upper edge of the external 
ring, but between this and its connexion to the spine, and symphysis of the share-bone, 
it is strengthened by the lower ends of the conjoined tendons of the internal oblique 
and transverse muscles, which descend in front of and closely connected with it, to 
be fixed from the spine to the symphysis of the share-bone, and thus together they shut 
like a window-shutter against the back of the external ring. A little shallow triangular 
groove extends from the internal to the external ring formed by the scythe edge of the 
iliac portion in front, and the pubic portion of the fascia transversalis behind, and 
in this as in a gutter lies the spermatic cord or the round ligament. 

It must not be supposed that the inner ring is an actual aperture, except during the 
descent of the testicle, and then indeed it is only the orifice of a cellular pouch thrust 
down below the pouch of the peritoneum, which subsequently forms the vaginal tunic 
of the testicle; and when, after the arrival of that organ in the scrotum, the peritoneum 
upon the cord gradually closes and thins, so likewise does the pouch of the transversalis 
fascia, forming the fascia of the cord, described by AstLEY CoopEr long before 
CLOQUET's account of it. In addition to this Jascia from the inner ring a similar funnel 
of cellular tissue from the outer ring is given off as the cord passes through it, and the 
two fasci@ so called become confounded into one below, between the external ring and 
the testicle, 


(2) The superficial fascia or aponeurosis of the external oblique muscle is not tendi- 
nous, but merely the cellular tissue which connects the skin with the front of the 
abdominal muscles, and descends upon the spermatic cord and testicle to connect them 
with the skin of the scrotum.—J. F. S.] 


1187. At these two points inguinal ruptures are formed, and upon the 
difference in their origin depends their division into external and internal, 
or oblique and direct of English Surgeons.) 

1188. Hxternal or*Oblique Inguinal Rupture (Hernia inguinalis ex- 
terna, Lat.; Aiissere Leistenbruch, Germ.; Hernie inguinale externe, 
Fr.) commences at the seat of the obliterated canal of the vaginal 
tunic, or the intestines pass into the canal itself, which remains partially 
or completely open. This rupture proceeds from above and without, 
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inwards and downwards, in the direction of the spermatic cord, as a cylin- 
drical swelling ; the spermatic cord lies on its inner hinder side, and the 
epigastric artery passes under the neck of the hernial sac and upon its 
inner side; if it be returned, a peculiar gurgling is heard. 

1189. Internal or Direct Inguinal Rupture (Hernia inguinalis interna, 
Lat.; Innere Leistenbruch, Germ.; Hernie inguinale interne, Fr. ; 
Ventro-inguinal Hernia of CoorEr) passes out of the inguinal pit directly 
_ from within outwards through the external inguinal ring ; it hasa peculiar 

rounding, a short neck; it raises the inner pillar of the abdominal ring 
considerably ; the spermatic cord lies on the outer side of the swelling ; 
no gurgling is heard on its return. 

1190. The symptoms by which external and internal inguinal ruptures 
are distinguished from each other, are only certain at the commencement 
of their existence, and whilst they have yet no great size. When the 
external inguinal rupture has become very large, it completely loses its 
cylindrical form, its oblique narrow neck, and passes directly out of the 
cavity of the belly. The position of the spermatic cord in old ruptures 
is equally various; not unfrequently are the vessels separated from each 
other by the pressure of the swelling. 

1191. External or oblique inguinal rupture passes through the hinder 
(inner) inguinal ring into the general vaginal tunic, and may descend to 
the testicle, the proper vaginal tunic of which it touches. Its own 
coverings therefore are, 1, the skin of the serotum ; 2, the fascia super- 
ficialis ; 3, the tunica vaginalis communis, upon the upper surface of which 
spread the fibres of the cremaster muscle; 4, the hernial sac itself, an 
unnatural lengthening of the peritoneum, covered on its outer surface with 
loose cellular tissue. In old ruptures these layers are often of consider- 
able thickness. 

Sometimes the external inguinal rupture does not pass through the 
front inguinal ring, but remains lying in the inguinal canal; it is then called 
imperfectly developed inguinal rupture (Rupture in the inguinal canal 
of English Surgeons.) It forms in (above) the middle of Pourart’s liga- 
ment, above (before) the crural artery, a round or obliquely oval swelling, 
which becomes larger by coughing, is accompanied with an unpleasant 
sensation of pressure and dragging, and easily thrust back on application 
of the finger. The external inguinal ring is free. If the rupture increase, 
it descends obliquely inwards and downwards, towards the external inguinal 
ring, and passes through it. Butit often exists as an undeveloped inguinal 
rupture, and spreads upwards and outwards. Besides the coverings 
already mentioned, this is covered with the front wall of the inguinal 
canal; to wit, the tendon of the external oblique, and the muscular 
fibres of the internal oblique muscle (1). 

[(1) It is not covered by the muscular fibres of the internal oblique, for as soon as 
the rupture is formed by protruding through the upper or internal abdominal ring, the 
muscular edge of the internal oblique and transverse muscles slips back, and rests upon 
the upper and back part of the swelling.—J. F. 8.] 

1192. The internal or direct inguinal rupture projects at the inguinal 
pit, either between the fibres of the fascia transversalis, and the thin 
bundles of the internal oblique abdominal muscle, or protrudes with it 
the fascia transversalis ; it drives down external to the vaginal tunic into 
the scrotum, and if it sink lower than the spermatic cord, the testicle rests 
upon the fore or outer part of the body of the hernial sac. The coverings 
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of this rupture are, 1, the skin of the serotwm ; 2, the superficial fascia ; 
3, sometimes some bundles of the cremaster muscle (a); 4, sometimes the 
transverse fascia (b) ; 5, the hernial sac, with its external surface covered 
with loose cellular tissue. 
(a) As long as internal inguinal rupture is not far from the abdominal ring, it is not | 
covered with the cremaster ; but in great protrusion it can incline farther outwards, and 
then it is possible that some fibres of the cremaster may appear on it, beneath which 
it simultaneously slips down. ; ae 
(6) This usually appears to be the case, and the cause why the internal inguinal 
rupture can never attain the size of the external. 


1193. It must be considered as a strong disposition for inguinal rup- 
ture if there be only a partial remaining open of the upper part of the 
vaginal canal for the outer, and a great elevation of the duplicature of the 
peritoneum, in which the umbilical artery lies, for the inner inguinal 
rupture. 

1194. The cleem is the most common intestine in inguinal rupture, 
next it the cecum and its wormlike process. If the eeeum or colon 
protrude, the ligaments are lengthened which connect them to the perito- 
neum, and also that part of the peritoneum which is connected with the 
intestines is drawn down, so that between the hernial sac and the intestines 
there is the same natural connexion as existed in its previous position. In 
these ruptures of the cecum and colon, part lies externally to the sac, as 
in the belly it had lain external tothe peritoneum. In general the hinder 
or under part of its calibre is protruded; as it drops down however 
the intestine often twists, so that its bare part lies in front, in which 
case the rupture seems to have no hernial sac. ‘The omentum commonly 
passes into an inguinal rupture, especially on the left side. With the 
internal inguinal rupture a portion of the urinary bladder sometimes 
protrudes, which cannot be drawn from the sac. In rare cases, in women, 
the internal generative organs are contained in inguinal rupture. In- 
guinal ruptures are much more frequent in men than in women. The 
frequency of internal to external inguinal ruptures is as one to fifteen. 

1195. If the intestine pass into the still open canal of the vaginal tunic 
of the testicle, it is called a Congenital Inquinal Rupture ( Hernia inguinalis 
congenita seu processus vaginalis, Lat.; angeborner Leistenbruch, Germ. ; 
Hernie inguinale congeénitale, Fr.) 'The origin of congenital inguinal 
rupture depends, in addition to the vaginal tunic remaining open, upon 
special causes :—/irst, on the long continuance of the testicle in the external 
inguinal ring, because then the vaginal canal has less disposition to be obli- 
terated ; second, after birth the protrusion is always favoured by respiration 
and by the action of the abdominal muscles ; third, by adhesion of the testicle 
with the omentum, or with the intestine, previous to its descent, or if the 
intestine be connected with the peritoneum, as the cecum on the right 
side, it may be drawn down with it. 

1196. Congenital inguinal rupture has the same relations as external or 
oblique inguinal rupture, but is distinguished by the following cireum- 
stances, first, the common external inguinal rupture does not descend over 
the place where the general vaginal tunic is connected with the testicle ; 
in congenital rupture the intestines touch the testicle, and can thrust it 
upwards and backwards ; second, congenital rupture develops itself more 
as the hernial sac is not formed by the early gradual elongation of the 
peritoneum. 


©’ 
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1197. The coverings of congenital inguinal, are the same as those of 
external or oblique inguinal rupture, except that the hernial sac is formed 
by the tunica vaginalis propria. In rare cases a second lengthening of 
the peritoneum may descend into the still open canal of the vaginal tunic, 
by which the intestines descending into this sac are separated from the 
testicle (a). The congenital inguinal rupture is mostly intestinal, because 
the omentum is very short ; it may however contain a portion of omentum 
if it have been adherent to the testicle in the belly (1). 

Narrowing of the hernial sac occurs most frequently in congenital inguinal ruptures, 
and consequently often several nearly perfectly closed hernial sacs are formed (db). 

[(1) This is Asttey Cooprr’s Eneysted Hernia of the Tunica Vaginalis, in which 
“on opening the tunica vaginalis, instead of the intestine being found lying in contact 
with the testicle, a second bag or sac is seen enclosed in the tunica vaginalis, and enve- 
loping the intestine. This bag is attached to the orifice of the tunica vaginalis, and 
descends from thence into its cavity ; it generally contracts a few adhesions to the tunica 
vaginalis, whilst its interior bears the character of a common hernial sac.” Cooper 
considers thatin this case “ the tuniea vaginalis, after the descent of the testicle, becomes 
closed opposite the abdominal ring, but remains open above and below it. The intestine 
descends into the upper part, and elongates both the adhesion and tunica vaginalis, so as 
to form it into a bag, which, descending into the tunica vaginalis below the adhesion, 
and becoming narrow at its neck, though wide at its fundus, receives a portion of intes- 
tine. * * * The disease does not appear like hernia of the tunica vaginalis, as the testis 
is not involved in it, but can be distinctly perceived below it. * * * The strangulation 
arises from the contracted state of the mouth of the hernial sac.” (p. 7 9-80.) ] 

1198. Various swellings which oecur in the inguinal region must be 
distinguished from ruptures ; such are hydrocele, varicocele, inflammatory 
swelling of the spermatic cord, arrest of the testicle at the abdominal ring, 
collections of fat in the cellular tissue of the spermatic cord, collection of 
pus. 

1199. It is hardly possible to mistake a collection of water in the tunica 
vaginalis propria for a rupture. If the hydrocele be large, it may extend 
up to the abdominal ring and seem to penetrate within it, but if the 
swelling be drawn a little down, it will be seen that it does not lie in it, 
and that the ring is in its natural condition. In hydrocele the swelling 
ascends gradually towards the abdominal ring. The functions of the 
intestinal canal are undisturbed; lying on the back and coughing have 
no effect on the swelling. Congenital hydrocele, where indeed water is 
collected in the canal of the vaginal tunic, has greater resemblance to 
rupture ; however, the consistence of the swelling, its transparency, its 
more easy or more difficult reduction, its quicker or slower reprotrusion, 
give the explanation (1). The diffused collection of water in the cellular 
tissue of the spermatic cord (Hydrocele tunice vaginalis communis) has 
the greatest resemblance toan omental rupture. The swelling which ori- 
ginates along the spermatic cord is broader below than above, seems to 
diminish on slight pressure, though it recurs immediately the pressure is 
withdrawn on lying downand standing up. If there be fluctuation, it is onl 
at the bottom; if the bottom of the swelling be pressed, the fluid gently 
rises towards the apex, and expands it. If the swelling be within the 
abdominal ring, it stretches it; the patient often feels a pain at some 
part, and adragging in the loins. Asa distinctive character from omental 
rupture, it must be remembered that hydrocele of the cord has less con- 


(a) Hey, Practical Observations in Surgery. sackes bei angebornen Briichen ; in neuen Chiron. 
London, 1814, p. 226.—Coorrer, AstLEy, above vol. i. pt. ii—Liman, Beobachtungen iiber das 
cited.—Mrcxet, Handbuch der Pathologischen normwidrige Verhalten des Bruchsackes; in Jour- 
Anatomie, vol. ii. pt.i. p. 379. nal von GRAEFE und von WALTHER, vol. v. pt. i. 

(b) Curexius, Ueber Verengerung des Bruch- Dawa 
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sistence and a, less irregular surface than omental rupture ; it is also usually 
somewhat broader at the base, whilst in omental rupture the contrary 
occurs (a). | 


[(1) Although hydrocele of the common kind, namely, that in the vaginal covering 
of the testicle itself, cannot, without great carelessness, be mistaken for scrotal rupture, 
as its slow formation, its commencement from below instead of above, and its transpa- 
rency sufficiently characterize it; yet if the hydrocele be situated in the cord itself, it 
may, at first sight, be thought to be a hernial swelling, especially as itseems to begin at 
the top instead of the bottom of the scrotum, and the patient’s account of its origin is 
often very confused. I have seen three or four cases of this kind, and the last which 
I had under my care presents a very good example of the usual occurrences in this 
complaint. 

Case.—W. H., aged thirty-five, a healthy carpenter, was admitted 

May 30th, 1845, and says, he had never any swelling in his groin till three weeks 
since, when, as he was lifting a heavy weight, he suddenly felt something snap in the 
left groin; but he suffered neither pain nor uneasiness, and continued his work during 
the rest of the day, without further noticing it. On rising next morning, however, he 
observed a small tumour, about the size of a filbert, in the left groin, which he says 
entirely disappeared when he was lying down on his back, and was capable of reduction 
when he stood upright. He was told the swelling was a rupture, and advised to wear a 
truss, for which he applied to a maker, who being unable to return the swelling, applied 
the truss upon it five days ago; from which to the present time he has continued to 
wear it, but the swelling increasing in size and becoming painful, he applied to a prac- 
titioner, who considering the disease to be an irreducible rupture, sent him to the 
hospital. The swelling was in the course of the left spermatic cord, about the size of a 
hen’s egg, and extended up to the external ring and down to the testicle ; above it the 
cord could be grasped, the finger and thumb almost meeting ; it was firm and elastic ; 
very tender to the touch (probably from the irritation of the truss) ; and a portion of it 
about the size of a walnut, was transparent. From these circumstances I was led to 
believe it a hydrocele of the spermatic cord. Some, however, might suppose, as it arose 
so suddenly, that the swelling was caused by tearing of one or more lymphatic vessels 
whilst he was exerting himself. Nothing further was done than applying hot flannels to 
the swelling, keeping him in bed, and giving him a dose of opening medicine. In the 
course of six days it had diminished to the size of a nut, and at the end of a fortnight 
had entirely disappeared. 

A boy, aged six years, was brought to the hospital 

May 5, 1838, considered to have strangulated rupture. He has worn a truss for several 
years. His bowels have not been moved for the last three days, and he has vomited several 
times, but not since yesterday morning; neither has medicine, which he then took, been 
rejected, although it has not operated. The right side of the scrotum, as far as the raphe, 
is distended with fluid, semi-transparent and cedematous; its shape flat, and much the form 
of the testicle; it is firm, but indents on pressure of the fingers, and reaches up to the 
abdominal ring, where it narrows. I could not satisfy myself as to the existence of any 
rupture, but thought it had the appearance resembling what I should suppose a burst 
hydrocele might assume. His mother took him away, promising to bring him back ; but 
he never returned. 

Very recently a similar case to the first was received into the hospital, and as in it, 
the cord could be grasped between the swelling and the external ring; but some doubt 
of its nature being entertained, a cut was made into it, some straw-coloured serum 
escaped, and the cyst found to be closed and quite free from the belly. 

Sometimes these hydroceles of the cord may result from the patient having worn a 
truss sufficiently long to produce adhesion of the mouth of the sac and shut oft the lower 
part from the belly without its cavity being obliterated. Sometimes after the adhesion 
of the mouth of the sac, it may be again thrust down, either partially along the cord, in 


_which case there may be a collection of water in the old sac, between the new one and 


the testicle; or the newly protruded sac may descend before the vaginal covering of the 
testicle, and carrying down with it the old sac, the latter may become situated between 
the new sac and the vaginal coat of the testicle. This appears to me to be the case in 
two preparations in the rich collection of ruptures at St. Bartholomew’s Museum ; and 
these cases are further interesting, as both also have hydrocele of the vaginal coat of the 
testicle itself. Ec 


(a) Scarpa, Sull’ Ernie, Memorie Anatomico- on Hernia, translated ; with Notes by WIsHART. 
chirurgiche. Milan, 1809, fol—Is., A Treatise, Edinburgh, 1814. 8vo. p. 97. 


AND ACCOMPANIED WITH HYDROCELE. 61 


Sometimes a rupture is accompanied with a common hydrocele below it; but in more 
rare cases the hydrocele is in front of the rupture, and generally is not discovered till 
the operation is performed, when it is liable to produce confusion, and make the operator 
suppose he has mistaken the case. 

Tomas Biizarp appears to have been the first person who observed hydrocele 
in front of an inguinal rupture. His patient had been subject to bubonocele on the 
right side upwards of six years, and he had almost constantly worn a truss. During 
the last two years of this period, a swelling of the testicle on the same side, which seems 
to have been hydrocele, occurred, but after a few months disappeared, and left the 
testicle wasted and drawn up tothe groin. “ When first called to him,” says BL1zarD (a), 
“TJ found a small bubonocele on the right side, and could distinctly feel the testis of the 
same side, but very small, lying at the bottom of the hernia, having an inclination 
forwards. * * * Twenty hours after the descent I performed the operation. Having 
dissected down to a membrane, which I considered to be the hernial sac, I punctured it 
at the upper part, and then laid it open its whole length. It extended within the ring, 
which to obtain room for examination, I dilated. Upon further inquiry, I found the 
hernia was situated. more deeply, and that the membrane which I had laid open was the 
tunica vaginalis testis, extended by the hydrocele, which had entirely disappeared. I 
then of course dissected through this tunica vaginalis at the posterior part, and laid open 
the hernial sac, which contained a portion of intestine nearly black from strangulation.” 
The stricture was at the mouth of the sac. “In this case the Aernia must have been 
behind the cord.” (p. 66.) 

Another example of this kind occurred to the younger Ci1nz shortly after, and is men- 
tioned by AstLEY Coorrr (6). I witnessed this operation. “On making an incision. 
into that which was supposed to be the hernial sac, a fluid similar to that of hydrocele 
escaped, which it afterwards proved to be, for it was the tunica vaginalis which had been 
opened ; on dilating this opening a little, a tumour presented itself, which was afterwards 
found to be from ith to 4thof an inch thick, which, being dissected through, a fluid resem- 
bling the first in colour, but of a fetid smell, came out. This tumour was found to be 
the tunica vaginalis of the cord, but much altered from the natural appearance by a quan- 
tity of lymph that had been effused, which gave it the appearance of India rubber ; the 
intestine had adhered firmly to the adjacent parts, and the stricture was divided with 
(on) the finger. Mr. Ciine thought it not advisable to attempt to break through the 
adhesions, so as to return the intestine, lest it might bring on a dangerous degree of 
inflammation.” (p.17.) He did well. These casesare not so uncommon as formerly 
supposed, and many of our Museums in London possess two or more examples.—J.F.S8.] 


1200. Varicocele, when it has attained considerable size, has indeed 
some resemblance to omental rupture, the abdominal ring is not, however, 
stretched ; the several strings of the swollen vessels are felt; if the swell- 
ing be compressed for a few moments between the fingers, without thrusting 
it back towards the belly, it almost entirely disappears; the whole mass of 
the testicle seems expanded into varicose vessels. In doubtful cases, let 
the patient be laid on his back, return the swelling, and press with the 
finger on the abdominal ring; this pressure will, when he rises, be 
sufficient to prevent the protrusion of the intestine, but not to suppress 
the flow of blood into the spermatic vessels. 

1201. If an inflammatory swelling of the spermatic cord be developed 
spontaneously, the diagnosis is doubtful, so much the more, if injuries, 
as violent strains, blows, and the like, which equally cause ruptures, pro- 
duce this inflammation. Such inflammatory swelling passes through the 
abdominal ring, descends to the testicle, which seems as it were confused 
with the swelling; it is elastic, painful, and manifestly inclosed by the 
inguinal canal. Fever comes on, the bowels may be drawn in to partici- 
pate, suppression of. their relief, disposition to vomiting and the like are 
produced. In such cases the diagnosis is more difficult, if previously there 
were a rupture which has become strangulated by the injury which has 
excited the inflammation of the cord. 


(a) AstLEY CooPeR, above cited. (b) Above cited. 
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1202. When the testicle only, at a late period, descends through the 
inguinal canal, or when, on account of the shortness of the spermatic 
cord, it remains in the canal, it may by the opposition which the walls 
of the canal offer it, become inflamed. If in examining the scrotum, 
only one testicle be found, the diagnosis is thereby determined. An 
imperfectly developed external inguinal rupture may exist at the same 
time with one testicle lying in the groin, the protrusion of which may 
cause the severest pain, by its pressure on the testicle, as I myself have 
noticed in one instance. 


[(Key (a) mentions a case of strangulated inguinal rupture, in which the testicle had 
never descended lower than the external ring, in consequence of which “ the shape of the 
swelling was peculiar; the hernia, instead of passing downward into the scrotum, turned, 
after emerging from the inguinal canal, over the tendon of the external oblique muscle, 
and appeared somewhat like a femoral hernia.” (p. 25.) 

There is also an example of this kind in the Museum of the Royal College of Surgeons; 
and at St. Bartholomew’s there is an instance of a congenital rupture in the inguinal 
canal, in which the testicle also is still remaining.—J. F. 8.] 


1203. Fat may be collected in the cellular tissue of the spermatic cord, 
project from the abdominal ring, or may exist along the cord in the 
scrotum, and form a swelling, which otherwise is accompanied with 
scarcely any inconvenience. But a collection of fat may arise upon the 
front or hind surface of the peritonewm; in this enlargement the fat 
descends through the abdominal ring into the serotwm, and drags the peri- 
toneum with it. These so-called Fat-fuptures, which may be formed on 
different parts of the belly, have the greatest resemblance to omental 
ruptures, especially if they, as is frequently the case, can be reduced. 


Collections of fat upon the surface of the peritoneum may protrude through the white 
line, through the interspaces of the muscles, or through the natural apertures of the 
belly. If these swellings be situated at or upon the white line, they rarely attain any 
considerable size; usually their size is from that of a nut to that of an egg. Some fatty 
granules, deposited on the outer surface of the peritoneum, are gradually received into 
one of the little openings or clefts formed by the fibres of the tendinous aponeurosis, 
where they by degrees grow and enlarge, become converted into a swelling with a neck,’ 
the root of which is attached to the peritoneum, the neck surrounded by the fibres of 
the aponeurosis, and the bottom spread beneath the skin. They are usually firmer when 
small, and penetrating through a small opening; on the contrary, of looser texture when 
large, and increasing without restraint. Often they seem to be reduced and got rid of, 
but often they are immovable. The continual dragging to which they are subject not 
unfrequently produces a funnel-shaped projection of the peritoneum at that part where 
they arise, and thus they present a sac-like extension, surrounded by a fatty swelling, 
which, according to VELPEAU, may cause a real rupture; this danger, however, 
PELLETAN states, does not happen when a considerable quantity of fat is found around the 
soft swelling, for the purpose of preventing the entrance of intestine or omentum into 
this elevation of the peritoneum. These swellings are frequently surrounded with 
membranes which present perfect coats, and sometimes also contain cysts. The fatty 
ruptures usually produce neither pain nor other inconvenience, and often remain unob- 
served throughout the whole life; but if they lengthen deeply into the duplicature of 
the sickle-shaped ligament of the liver, they may produce great inconvenience, by 
actually tearing the liver and the peritoneum in the movements of the abdominal muscles. 


- Fat-ruptures cannot with certainty be distinguished from omental ruptures, for if, 


as Scarpa affirms, they be usually tougher and less compressible, this character, 
however, loses all value in old and adherent omental rupture. PELLETAN first pointed 
out the mechanism of the fat-rupture, when it descends through the inguinal canal. In 
three cases he found the fatty mass doubly enveloped in peritoneum, when the fatty 
swelling was attached entirely to the peritoneum, like the testicle in its descent ; and in 
the protrusion of the fatty swelling into the scrotum, the peritoneum was drawn over it 
like a sheath. The fatty swelling in the scrotum has the same relations as the testicle 


(a) Memoir. 
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in its vaginal tunic, being doubly covered by the peritoneum, to the one part of which 
it is firmly and to the other loosely attached. This sometimes also occurs when the fat- 
rupture passes out by any other of the natural openings in the belly. Although, how- 
ever, fat ruptures be found in the scrotum without any peritoneal covering, the perito- 
neum is more or less withdrawn or not at all connected with them, if they be merely 
collections of fat in the cellular tissue of the spermatic cord. Although the cavities 
formed by the double lengthening of the peritoneum do not close, but communicate with 
the cavity of the belly, as does the cavity of the vaginal tunic in congenital rupture, yet 
the fatty mass usually fills the sac so completely, that very rarely does intestine of 
omentum descend with it and complicate the case. The distinction of this fat-rupture 
from true rupture is often very difficult. Its gradual growth, and its freedom from pain 
on pressure, even when very considerable, are characteristic symptoms; but their 
resemblance to omental ruptures has even deceived the most experienced practitioners. 
If severe colic or the like accompany such swelling, a mistake is the more easy, and 
is only first discovered in the operation (Scarpa, CRUVELHIER, OLLIVIER. ) 


Compare also on this subject Morcacni, De sedibus et causis Morborum, Epist. xlv. 
art. 10. Epist. 1. art. 34. 

PELLETAN, Clinique chirurgicale, vol. iii. p. 33. 

Bicort, Dissert. sur les tumeurs graisseuses extérieuses au péritoine, qui peuvent 
simuler des Hernies. Paris, 1821. 


Coates, B.; in Cyclopedia of Pract. Medicine and Surgery, edited by Isaac Hays, 
Philadelphia, 1832. 

1204. Collections of pus which pass along the spermatic cord, out at the 
abdominal ring, may diminish or disappear in the supine posture, and 
increase on coughing and any other exertion ; the fluctuation, the presence 
of symptoms of psoas abscess or of caries of the vertebral column may, 
however, guide the practitioner. 

1205. Inguinal ruptures must be returned in the same direction by 
which they have protruded, that is, the external or oblique from below 
upwards, and from within outwards; and the internal or direct, from 
below upwards and directly from before backwards. 

1206. For the purpose of keeping the rupture up, a truss with a semi- 
circular spring which closely surrounds one half of the pelvis is best. In 
the external or oblique inguinal rupture with a long neck, the pad must 
press upon the whole length of the inguinal canal; but in internal or 
direct rupture it must merely press on the external inguinal ring in the 
direction from before backwards. For the external inguinal rupture with 
a short neck the truss should be the same. 

1207. The strangulation of inguinal rupture may be situated at the 
external or internal inguinal ring, in the neck of the sac, or in strictures 
of the body of the sac. If it cannot be removed by the general treatment 
above mentioned, the operation must be performed with the following 
special objects :— | 

1208. The cut through the integuments should always be made, espe- 
cially in large ruptures, in the mesial line of the swelling, on account of 
the possible displacement of the spermatic cord, and carefully, because 
there may be a rupture without a sac (1). In every very large external 
or oblique rupture the cut should be commenced above the abdominal ring, 
where the swelling is narrowest, and not further continued till it has been 
ascertained, by feeling with the finger, whether the spermatic cord do or 
do not lie upon the hernial sac. When there is much water in the sac, 
the opening may be made boldly. In addition to the signs already men- 
tioned, (par. 1170,) of having laid bare the hernial sac, this circumstance 
still serves, that as the hernial sae is always connected with the pillars of 
the abdominal ring, the ring cannot be penetrated before the opening of 
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the sac with the point of the forefinger. If the hernial sac be thin, it can 
be torn, by seizing it with the forceps ; but if it be very thick, frequently 
a superficial layer only must be divided, by which it is rendered more 
transparent and rather bluish. In dividing the stricturing part, in well 
determined external or oblique inguinal rupture, the cut must be made 
outwards, towards the iliac spine, but in the internal or direct inguinal 
rupture, upwards and inwards; in those cases where it is doubtful of 
which kind the rupture is, directly upwards, parallel with the white line, 
so that the cut may form a right angle with the body of the share-bone. 
After the complete return of the intestine, the forefinger should be carried 
through the inguinal canal, into the belly, to ascertain that it is clear and 
that no portion of intestine remain in it. In imperfectly developed 
external inguinal rupture, if the strangulation be at the internal ring, 
the skin, the superficial fascia and the tendon of the external oblique 
muscle must be divided in the direction of the inguinal canal, outwards 
and upwards, and the seat of stricture cut into outwards and upwards. 


(1) On account of the circumstances already mentioned, (par. 1192,) it is always of 
importance before operating on an old scrotal rupture on the right side, to consider 
whether the rupture be formed by the cecum or the beginning of the colon. Besides the 
size and long continuance of the swelling, its knotty condition excites suspicion, which 
is probable, if the rupture have been slowly produced. So long as it was in the 
groin it was returnable, but no longer ; at least it cannot be perfectly returned so soon 
as it has descended into the scrotum, when the patient, after digestion is ended, and a short 
time before the bowels are relieved, feels dragging and pressure in the rupture, as well 
as frequently colicky pains, which subside after going to stool, and if there be in the 
right iliac region a hollow corresponding to the size of the rupture. In this rupture the 
stricture only is to be divided, and the adherent intestine covered with compresses, 
dipped in a mucilaginous fluid, by which in general it gradually returns into the belly. 

The various opinions upon the most proper direction for the cut into the stricture, in 

inguinal rupture, in order to avoid injuring the epigastric artery, have only by the correct 
anatomical knowledge of its different origin, attained the proper explanation. The 
direction of the cut obliquely wpwards and outwards, as proposed by Louis, Moran, 
Snarp, Gunz, Port, Bett, Saparrer, and others, is so far the most proper, as in 
external or oblique inguinal rupture the artery cannot be injured, and it is by far the 
most common. (par. 1194.) As in the direction of the cut obliquely upwards and inwards 
towards the navel, according to Hersrer, GARENGEOT, Le Dran, Ricu TER, MOHREN- 
HEIM, Mursinna, and others; or inwards towards the symphysis, after Lupwic and 
SEILER, only in internal or direct inguinal rupture can the artery be avoided, but in 
external rupture it can and must be wounded, if it be not granted that thereby really 
only the internal pillar of the external inguinal ring shall be cut into. The direction 
of the incision directly upwards, proposed by Franco, Dionts, PETIT, CamPER, RouGE- 
MONT, and others, was for that occasion the safest, and AstLEY CoopEr (above cited,) 
still considers it the most proper and safe in all cases. CHopartr and DrsavuLT gave 
the most important advice, always to make the cut towards the side opposite the position 
of the spermatic cord, advice, which the knowledge of the corresponding relative position 
of the spermatic cord and spermatic artery, and a presumption of the various kinds of 
inguinal ruptures, renders clear (2). 
_ [(2) Ido not think Cuoparr and Desautt’s counsel is the best that can be taken, if 
it mean anything more than a caution not to divide the spermatic vessels, which no one 
would do but by the most gross carelessness. Practically speaking, however, I can say 
that I do not recollect having had or seen a single instance of operation interfered with 
by the position of the spermatic vessels, presuming that no pupil of Cin or CooPER 
would think of dividing the stricture in strangulated inguinal rupture in any other 
direction than directly upwards, and neither to the right hand nor to the left. For 
whatever may be said, it is impossible, I believe, to distinguish, without actual dissection, 
whether an inguinal rupture be oblique or direct, and therefore any deviation from the 
directly upward division is hazardous.—J. F. S.] 


1209. Congenital inguinal rupture, in regard to its treatment, agrees 


(a) Memoir. 


CONGENITAL RUPTURE IN THE FEMALE. ~ 6S 


entirely with that of external or oblique rupture. ‘The radical cure here 
takes place earlier, by the constant use of a truss, as the canal of the 
vaginal tunic has a natural disposition to close ; on which account strangu- 
lation mostly occurs from a stricture of this canal. The sac is often so 
contracted, even at its lower end, that the cavity of the vaginal tunic is 
entirely closed from the rest of the hernial sac. If a portion of intestine 
protrude with the testicle, it must be attempted carefully to draw down the 
testicle into the purse, and to keep up the rupture by the truss ; if the testicle 
remain at or in the external inguinal ring and will not descend, a truss, with 
a concave pad, must be carefully applied. Pressing back the testicle, 
recommended by many persons, is very painful and dangerous, as degene- 
ration of the testicle may be caused by the pressure of the truss. If the 
rupture adhere to the testicle, and keeping up the former be very painful, 
an operation and division of the adhesion is indicated. If strangulation 
be present and the operation necessary, (which even in the first days after 
birth may happen,) it must be performed with particular caution, that the 
testicle be taken care of. Any adhesion between the testicle and the pro- 
truded parts must be divided. If water as well as intestine be contained 
in the congenital rupture, it can be determined, after having returned it with 
the intestine, and putting the finger on the ring by raising the patient, 
when the water first, and then by coughing or the like, the intestine pro- 
trudes. If in these cases a truss be applied, in most, the water is gradually 
absorbed. 

1210. After completing the operation for inguinal rupture, and cleansing 
the wound, the edges of the skin should be brought together, with some 
interrupted stitches, and between them strips of plaster applied, and 
covered with wadding; to the region of the inguinal canal a many-folded 
triangular compress is to be applied and kept in place with a T bandage. 
The patient should lie in bed on his back, with his thighs drawn up towards 
the belly, and supported by a bolster beneath the knees. The after- 
treatment is to be conducted by the rules already laid down. 

1211. In the operation for inguinal rupture, without opening the hernial 
sac, after making the proper cut of the skin a small aperture is to be made 
in the tendon of the external oblique muscle, a little above the external 
inguinal ring, and a director introduced, with which it is sought to find 
the seat of stricture, and then it should be directed towards the outer or 
inner inguinal ring and the stricture divided with a knife introduced upon 
the director (Key) ; or the hernial sac is to be drawn a little down, whilst 
the muscles are raised by an assistant, and then the stricture being rendered 
visible in the opening of the tendon, should be divided (A. CooPEr.) 

1212. External inguinal rupture may originate, in women, in the length- 
ening of the peritoneum, which sometimes accompanies the round ligament 
of the womb, and is comparable to congenital rupture in the male sex. 

[This lengthening of the peritoneum was first described by Nuck (a) who called it a 
diverticulum, and said it was about half an inch long and not constant. Cxioqurr (6) 
speaks of it by the name of Nuck’s canal, as “a cylindrical tube terminating in a point 
or in a rounded cul-de-sac, of which the length and size varies; sometimes, on the 
contrary, it is a little flask with a narrow neck which communicates with the belly,” 
and that he has “found them not only in female fetus, but also in young girls and 
women of all ages.” (p. 41.) 


As to the frequency of congenital rupture in the female, ALLAN Burns says (c) that 
he has seen seven cases, in six of which he “found the anterior side of the inguinal 


(a) Adenographia curiosa, cap. x. de peritonei (c) Monro, A,, Jun., M.D., Morbid Anatomy of 
- diverticulis novis. the Human Gullet, Stomach, and Intestines. Edin» 
(b) Recherches Anatomiques, burgh, 1811. 8vo. 
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canal deficient. * * * Inoneof the subjects with congenital hernia the sac did not 
escape from the canal ; in five it had, from the peculiar state of the canal, descended 
along the thigh, assuming to a great degree the resemblance to crural hernia, * * + 
In congenital inguinal Hernia the risk is that we must take the disease for crural hernia. 
(pp. 514, 15.)] Care: 
Il.—OF FEMORAL RUPTURE. 
(Hernia cruralis, femoralis, Lat. ; Schenkelbruch, Germ.; Merocéle, Hernie 
crurale, Fr.) 

Vrotyk, G., Arbeelding der vatern, welke in de operatie der dye-breuk by mannen 
behoven vermyd te worden. Amsterdam, 1800. 8vo. Translated into German as 
Abbildungen, welche man in der Operation eines mannlichen Schenkelbruches zu 
schonen hat. Amsterdam, 1801. 4to. 

Monro, A., Observations on Crural Hernia. Edinburgh, 1803. 

Hey, W., Practical Observations.in Surgery. London, 1803. Chapter III. 

Cooper, A., Anatomy and Surgical Treatment of Crural and Umbilical Hernia. 

Burns, A., Observations on the structure of the parts concerned in Crural Hernia ; 
in Edinburgh Medical and Surgical Journal, vol. ii. p. 265. 

pE GIMBERNAT, A., Nuevo Metodo de Opera en la Hernia Crural. Madrid, 1793. 
4to. Also translated as A new Method of Operating for the Femoral Hernia, by 
Dr. Beppors. London, 1795. 8vo. 

Hutz, Ueber den Schenkelbruch in von S1EBoLD’s Chiron., vol. ii. pt. 1. 

Brescuet, Considérations anatomiques et pathologiques sur la Hernie fémorale, ou 
Merocéle. Paris, 1819. 

Laston, Ropert, Memoir on the formation and connections of the crural arch, and 
other parts concerned in Inguinal and Crural Hernia. Edinburgh, 1819. to. 

LancGENBECK, Anatomische Untersuchung der Gegend, wo die Schenkelbriiche 
enstehen ; in his Neue Bibliothek, vol. 11. pt. i. 

ScHREGER, Chirugische Versuche, vol. i. p. 171. 

Scarpa, ANTontIO, Sull’ Ernie, Mem, Anatomico-chirurgiche. Ediz. nuova, 1819. 
The new articles translated into French by OLLIvier under the title Supplément au 
Traité pratique des Hernies, &c. Paris, 1823. 8vo. 

Watrtuer, W., Commentatio anatomico-chirurgica de hernia crurali. Lipsiz, 1820. 

Manec, Recherches sur la Hernie crurale. Paris, 1826. 

The writings of Scarpa, HesseLBacu, CLoqueT, and LANGENBECK, already quoted. 

1213. Femoral Rupture passes through the femoral ring, (annulus 
cruralis,) usually on the inner side of the femoral vessels, (internal 
Femoral Rupture); in rare cases on the outer side (external Femoral 
Rupture.) ; 

The division of femoral rupture, into external and internal, is grounded on the obser- 
vations of CLoqurET (a), and HEssELBaAcH (b), and is proved in opposition to the doubts 
of Boyer, LAwRENCE, LANGENBECK, and others. 

Locter (c) describes a new kind of rupture, which passes obliquely through Gim- 
BERNAT’S ligament, and the mouth of which is separated by a portion of that ligament, 
and by the umbilical artery from the femoral ring. The epigastric and obturator 
arteries originate from a common trunk. 

1214. Pourart’s ligament stretches like a cord from the upper front 
iliac spine, to the pubie symphysis, where it is fixed, as already described 
(par. 1186.) Just as this ligament approaches the share-bone, it increases 
in breadth, so that by this broader portion, it is attached along the spine 
of that bone. This insertion runs inwards to a point; outwardly it is 
broader, and bounded by an edge, concave towards the femoral vessels, 
(GimBernat’s ligament.) The space beneath Povupart’s ligament 
outwardly, namely, the hollow between the upper and lower front iliac 
spines, and the ilio-pectinean eminence is filled up by the m. dliacus 

(a) Above cited, p. 85 


ov ve 
(6) Der aussere Schenkelbruch ; in Neue Chi- (c) Archives Générales de Médecine, May, 1833. 
ron., vol.i, p. 91. 
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internus, and m. psoas magnus, so that only in the middle of Pov- 
PART’S ligament, between the ilio-pectinean eminence, and the sharp edge 
of GIMBERNAT’S ligament, there remains an oblong opening, the femoral 
ring, (annulus cruralis, Lat.; Schenkelring, Germ.; anneau crurale, 
Fr., the zaner aperture for the femoral vessels of HesseLBAcH,) which 
contains the femoral vessels, nerves, and lymphatic ganglions. The 
m. tliacus internus, and psoas magnus, are covered with a thin aponeu- 
rosis, ( fascia iliaca,) which arises imperceptibly from the surface of 
the former, and lies immediately upon those muscles; the iliac vessels, 
and peritoneum, lie upon and are connected with it by loose cellular 
tissue. This aponeurosis is attached to the linea innominata, to the 
inner edge of the iliac pit, and to the hind edge of Pourart’s liga- 
ment. Opposite the latter insertion, it terminates running into a point 
near the passage for the femoral vein. Another portion of this aponeu- 
rosis passes over the share-bone, behind the femoral artery and vein, 
towards the thigh, where it forms the hind part of the sheath in which the 
femoral vessels are enclosed, and is fixed to the fascia lata. From this 
state of parts, the protrusion of the intestines is very difficult ; however, the 
part between the inner concave edge of Pouprart’s ligament, and the 
femoral vein, is not entirely closed, but only filled up by a lymphatic gan- 
glion, or by thick cellular tissue. This space is bounded above and before 
by Pourart’s ligament ; below and behind by the share-bone ; inwardly 
by the concave edge of Pouparr’s ligament ; and outwardly by the femoral 
vein. ‘The thigh sheath (fascia lata) has two distinct insertions at the 
front upper part of the thigh; it is firmly attached to the upper part of 
the share-bone, above the origin of the m. pectineus, which it overspreads, 
and further to the front part of the femoral ring. The former portion pro- 
ceeds with the iliac fascia behind the femoral vessels ; the second attaches 
itself to Pourart’s ligament, though not throughout its whole length, for 
its insertion terminates at the inside of the femoral vessels, which it covers 
externally. In this region then the femoral vessels lie between the two 
layers of the fascia lata; the upper layer is connected below with the 
under, by which one opening is formed (the external opening for the 
JSemoral vessels of HEssELBACcH ; the oval cavity of LAWRENCE, which, at 
the outer edge, presents a semilunar edge ; the femoral ligament of Hey ; 
the falciform process of Burns.) In this outer hole the vena saphena 
passes. ‘This aperture is larger in women than in men where it is entirely 
closed by a tendinous bundle of net-like tissue. Besides this aperture, 
there are still several little openings in the upper layer for the passage 
of vessels. A thick cellular tissue, or a thin aponeurosis, spreads over 
the fascia, and covers the vena saphena. 


[This description of the parts concerned in femoral rupture does not accord with that 
usually received in England, nor is it correct according to our dissection. 

It is a curious circumstance that the tendinous and cellular parts connected with 
femoral rupture seem to be a general repetition of those of inguinal ; in both an aperture 
exists in the tendinous expansion over the parts, and in both a cellular funnel, less or 
more perfectly shut up and guarded by peritoneum, exists. : 

Poupart’s ligament, or the lower margin of the tendon of the external oblique abdominal 
muscle, has been already mentioned as stretching from the upper front spine of the hip- 
bone to the spine and symphysis of the share-bone, its two latter attachments or pillars 
being separated by the external abdominal ring. But on further examination, it is found 
that the attachment of this tendon is still more extensive, its connexion with the pelvis 
being continued outwards from the pubic spine about half an inch, and finishing by a half 
oval concave edge facing outwards, thus forming a triangular tendinous space, known 
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as GIMBERNAT’S ligament, which diminishes by its own breadth the opening from the 
belly to the thigh, between Povrart’s ligament in front and the pelvis from the pubic 
spine to the lower front iliac spine, which is also still further lessened upon the outer side 
by the conjoined mass of the m. iliacus internus and psoas magnus, as they pass from the 
pelvis into the thigh, to their insertion in the little trochanter. The space then actually 
left is scarcely more than an inch wide to the inner side of the junction of the hip and 
share bones, and consequently before and above the inner half of the acetabulum or hip- 
socket and a little to its inner side, and through it the femoral vessels pass. But this 
aperture, the crural ring, has further boundaries. As from Povupart’s ligament, or the 
crural arch, as it is often called, is expanded above, the tendinous covering of the belly, 
below the upper front iliac spines, and of the m. recti upwards to the pit of the stomach 
having init the external abdominal ring, so from the lower edge of the ligament descends 
an extensive tendinous expansion which encloses all the muscles of the thigh and is lost 
about the knee-joint, and commonly called the fascia lata. This sheath seems to begin 
by a sharp angle from the lower edge of Poupart’s ligament, where GIMBERNAT’S liga- 
ment ends above; as it continues outwards it deepens, assuming a crescent or sickle-like 
shape, forming the falciform process, till it stretches down the whole length of the thigh. 
But before doing this, and at: the distance of about an inch and a half from PouPpart’s 
ligament, corresponding also to the same distance from the oblique crease in the skin, 
which separates the belly from the thigh, it curves suddenly inwards and upwards, 
spreading as it rises in front of the m. pectineus, above the origin of which it is fixed into 
the pelvis as far as the pubic spine. <A large opening of an irregular oval form is thus 
left in the otherwise complete tendinous sheath of the muscles of the thigh, and to it is 
given by LAwRENcE the name of lower or anterior opening of the crural canal ; over the 
inner lower edge of which the great saphenous vein is seen mounting to enter the inside 
of the femoral vein, which with the great artery it accompanies, are here uncovered by 
tendinous sheath, but still covered in a peculiar manner. 

It will be recollected that when speaking of the transversal fascia in the description 
of the parts of inguinal rupture, that its lower part at the bottom of the belly was men- 
tioned as consisting of two portions, the front and outer or iliac portion continued along 
the margin of Poupart’s ligament to the upper iliac spine, forming the outer half of the 
internal abdominal ring, then bending round behind the peritoneum and spreading over 
the front of the m. tliacus internus and psoas magnus, as they fill the ventral cavity of the 
hip-bone, and there assuming specially the name fascia tliaca. The hinder inner, or 
pubic portion of the transversal fascia was also mentioned as forming the back of the in- 
guinal canal, and the inner half of the internal abdominal ring and then stretching away 
outwards in a sharp edge up to the spine of the hip-bone, behind the front portion, there 
terminated, and might with equal propriety be called fascia pudica, it being remembered, 
however, that neither it nor the so-called fascia iliaca are other than continuations or 
processes of the transversal fuscia. In the angular track between Poupart’s ligament 
in front, and the m. iliacus and psoas magnus behind and on the outer side, and the edge 
of GimpERNAT’s ligament and the angle of the share-bone, behind and on the inner side, 
these the iliac and pudie portions of the transversal fascia unite in a kind of seam on each 
side, but separated in the middle at the gap formed by the crural arch for the passage 
of the femoral vessels. Thus far completes the description of the transversal fascia in 
the belly; part of which only, namely, that immediately connected with inguinal rup- 
tures, had been described. It remains now to speak of this fascia as connected with 
femoral rupture. 

The aperture behind Poupart’s ligament, or the erural arch, and called by Hey the 
femoral ring, gives passage to the femoral vessels, which, whilst in the pelvis, lie upon the 
iliac portion of the transversal fascia, between it and the peritoneum, but reaching the 
crural ring, escape from behind the peritoneum, and then are placed between the just- 
mentioned iliac portion of the transversal fascia behind, and its pudic portion in front. 
Here the iliac and pudic fascia, having joined so as to form a corresponding opening 
_ to the femoral ring, are continued down into the thigh, in the shape of a wide, but much 

flattened funnel, behind the fascia lata, but uncovered by it, as the funnel descends 
behind its oval opening, and containing within it the femoral vessels, is called the 
femoral sheath, the hinder.or iliac portion of which descends only to the origin of the 
deep branch of the femoral artery; whilst its front, or pubic portion, extends along the 
trunks of the femoral vessels till they penetrate the tendon of the m. triceps adductor 
femoris. A process passes from the front to the back of the sheath, along its whole 
length, dividing it into two distinct canals, in the outer of which is contained the femoral 
artery, and in the inner the femoral vein. Immediately above the lower edge of the 
oval opening of the fascia lata is an opening on the inside of the femoral sheath, through 


FEMORAL RUPTURE. 69 


which the great saphenous vein penetrates to empty itself into the femoral vein. Above 
the former, the absorbent vessels penetrate, as ASTLEY CoopER (a) describes, “ through 
the inner side of the sheath, near the pubes. In the male subject I have seen them enter 
the sheath in a cluster, through a single hole in this fascia ; but in both sexes the fuscia 
is generally rendered cribriform, by these vessels passing through a variety of small 
openings.” (p. 9.) He also further states, what I must confess I have never observed, 
that “ifthe sheath be opened, the contents will be found separated by two membranous 
septa, one passing between the artery and vein, and the second, equally distinct between 
the vein and the absorbents. * * * The contents of the sheath differ in their attach- 
ments to the bag; the artery and vein are seen completely filling up the space in the 
sheath which is allotted to them; while the absorbents are loosely connected by means 
of cellular membrane and fat, which, not affording sufficient resistance to the pressure 
of the abdominal viscera, occasionally allows the descent of a hernia.” (p. 10.) This 
portion of the sheath is commonly, in health, called the cribriform fascia, and it is be- 
tween it and the femoral vein that femoral rupture first enters the sheath, and then, pro- 
truding its inner side, has been called by AsrLey Cooper the fascia propria of the 
rupture, a most inappropriate name, as it might lead to the supposition of a new forma- 
tion instead of the simple protrusion of an old structure in these cases. In regard to 
this covering of the femoral sac, CoorEer says :—“ A thin fascia naturally covers the 
opening through which the hernia passes and descends on the posterior part of the 
pubes. When the hernia, therefore, enters the sheath, it pushes this fascia before it, so 
that the sac may be perfectly drawn from its inner side, and the fascia which covers it 
left distinct. The fascia which forms the crural sheath, and in which are placed the 
hole or holes for the absorbent vessels, is also protruded forwards, and is united with 
the other, so that the two become thus consolidated into one.” (partii .p. 2.) CLOQUET 
also describes the closure of the top crural sheath in a very similar manner. ‘The upper 
orifice of the crural canal (sheath) is closed,” says he, “ by a membranous parti- 
tion, which opposes the formation of crural rupture, as well as the entrance of the finger 
when pushed from above downwards, above the crural arch. This partition forms 
above the arch a sort of diaphragm-cellulo-fibrous, whitish, thick, and very resistant in 
some subjects; simply cellular, weak, and readily yielding in others. I propose giving 
it the name crural septum. It arises completely around the upper opening of the crural 
canal, is thickish, and its fibres are most commonly transverse in front, towards the 
crural arch. Within it proceeds from the eellular tissue behind Gimpernat’s liga- 
ment; or, rather, from the concave edge of that ligament itself, conjointly with the 
inner wall of the crural canal (sheath) itself. Externally it is blended with the femoral 
sheath, and the laminar tissue encireling the epigastric artery, on the outside of which 
cellular tissue fills the space between the crural arch and vessels. Its upper abdominal 
surface is concave; its lower, towards the crural canal concave; but sometimes both 
surfaces are flat. It always presents one or more apertures for the passage of the 
lymphatic vessels, and sometimes the upper part of the crural canal seems merely closed 
by a fibro-cellular network. One of these openings, larger than the others, is central, 
and penetrated by an oblong lymphatic gland, and will admit the finger.” (pp. 73, 4.) 
LAWRENCE says that he has not found, on dissection, either Cooper's “ thin fascia,” 
or CLoquet’s “ membranous partition,’ and is “disposed to refer the origin of this 
fascia propria to the condensed fibrous substance, which completes the crural sheath on 
its inner * mesial side.” (p. 478.) And with his views in this respect I fully concur. 
—J. FS. 


1215. Although the femoral ring is a larger opening than the abdo- 
minal, yet femoral is more rare than inguinal rupture, because the intes- 
tines do not press so directly upon this part; it is not originally open, nor 
does any organ descend through it. Femoral rupture is more frequent in 
women than in men. 

1216. Femoral rupture commences with a little roundish deep-seated 
swelling beneath Pourart’s ligament, which as it enlarges spreads aside, so 
that its base increases in breadth, and its greatest diameter corresponds to 
the oblique direction of the groin (1). The swelling never attains the size 
of inguinal rupture; it may, however, spread over the femoral vessels and 
nerves, and produce a sensation of numbness, or oedematous swelling of 
the foot of the affected side. In men, the distinction between femoral and 

(a) Hernia, part i. 
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inguinal rupture is easy, because the latter closely follows the direction of 
the spermatic cord; but in women it is more difficult, because the cord 
does not exist, and the abdominal is nearer the femoral ring (2). Femoral 
rupture is easily distinguished from a bubo, and from a collection of pus ; 
the diagnosis is, however, more difficult when the rupture is accompanied 
with a swelling of the glands (8). 


[(1) Femoral rupture commonly after descending a little down and protruding the 
sheath inwards, turns upwards upon Poupart’s ligament, so that the bottom of the 
sac is above the mouth. AsTLEY Cooper, however, states that “it sometimes happens 
that instead of crossing the thigh in the direction of the crural arch, it extends down- 
wards along the edge of the crural vein and the vena saphena major. (p.1-) The 
tumour does not quit the sheath for the crural vessels. The appearance of this disease is 
that of a general swelling of the fascia on the inner side of the femoral vein, but without 
its producing any circumscribed tumour. The part swells whenever the patient coughs 
or uses any considerable exertion, but the swelling diminishes though it does not entirely 
subside, when he stands at rest. * * * I believe it to be not an unfrequent variety, 
as I have met with it three times in the dead, body, and it existed on both sides in each. 
* * * Tt is continued downwards within the sheath, passing anteriorly to the femoral 
vein, and descends as far below the crural arch as the sheath will allow, the distance 
being in general from two to three inches.” (p. 25.) CaLtaway tells me one such case 
occurred under his care, and was at first supposed to be varix of the femoral vein, its 
true nature was, however, discovered, and a truss was applied with advantage. 

(2) In ordinary cases I have never seen any difficulty of distinguishing femoral from 
inguinal rupture in women ; and cannot conceive it possible, except whilst the latter is 
in the inguinal canal, or on the point of passing through the external abdominal ring; 
but even then it is not difficult to determine, as the swelling of femoral rupture can be 
pushed down into the thigh, and Poupart’s ligament either thereby exposed or the fingers 
passed between the rupture and it, which cannot be done by pressing down inguinal 
rupture, as thereby Poupart’s ligament is more hidden. 

(3) Besides those here mentioned, there are other swellings in the upper part of the 
thigh or groin liable to be mistaken for femoral rupture. AsTLEY CoopEr mentions 
an enlargement of the crural vein, which dilated when the patient coughed, (in conse- 
quence of the return of blood into the belly, made by the pressure of the bowels upon the 
iliac veins, ) disappeared in the recumbent, and reappeared in the erect posture. * * * 
It was easy to detect the nature of the case, for although it disappeared in the recumbent 
posture, it was immediately reproduced, although he continued in that posture, by pressing 
on the vein above the crural arch, and retarding the return of blood.” (p. 4.) Tumours 
also, either fatty or encysted, may occupy the seat of the rupture, and be mistaken for it. 
Of the latter there is an example in St. ‘Thomas’s Museum.—J. F. S.] 


1217. The coverings of femoral rupture are, first the external skin; 
second, cellular tissue and glands; the layer of the former is often very 
thick and loaded with fat ; chard, the superficial layer of the fascia lata (1) ; 
and fourth, the hernial sac, the protruded part of the peritonewm, which 
is covered on its surface with a layer of loose cellular tissue. 

These coverings are not the same in all cases; a rupture of increasing 
size may protrude through the aperture by which the vena saphena has 
entered, so that it is then for the most part covered only with skin and 
subjacent cellular tissue. Most commonly a portion of the tlewm is 
included in femoral rupture, more rarely the omentum, and extremely 
seldom a portion of the bladder. 

[(1) This is erroneous ; the fascia lata never covers femoral rupture, which passes, as 
already mentioned, through the oval opening, and the third covering is the protruded 
sheath of the femoral vessels, as I have already described. 

I recollect seeing GREEN operate on a case in which, when the so-called fascia propria 


was exposed, it had a nodulated form, and gave some idea of intestine covered only 
with its peritoneal sac; but on carefully cutting through, a mass of soft fat was found 
beneath it, under which was the sac. 

In another case under my own care, having cut through the fascia propria, as seemed, 
I thought I had reached the peritoneal sac, and dividing it, as mall quantity of fluid was 
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discharged, which led me to suppose I had opened the sac, but what I supposed to be 
intestine remained very immovable, and led me to doubt. Upon examining what was 
thought to be mesentery I found the vessels running in all directions, and the part itself 
semitransparent; I therefore carefully cut through it, and immediately about a table- 
spoonful of fluid escaped, and a knuckle of intestine was exposed.—J. F. s. 

A very remarkable case of femoral rupture is mentioned by BrErarp (a), which 
contained the Fallopian tube, and a large quantity of fluid. It had commenced two 
years previously in a small tumour, which was reducible, but she neglected wearing 
any bandage. In December, 1837, the growth had become more rapid, and the swell- 
ing, which was in the right groin, larger than a hen’s egg, stretched somewhat towards 
the abdomen and right labium, with a broad base, and smooth surface, except on the 
upper inner side, where a nipple-like process, as big as the top of the finger protruded, 
and the skin covering it was thin and bluish. The tumour fluctuated, and was trans- 
parent, and she says returns into the belly when she lies down. It was presumed to 
be a serous cyst developed in the part, or an old hernial sac closed by adhesion at the 
neck, and become dropsical. She had also a hard round body, as big as a turkey’s egg, 
protruding above the pubes, which, on examination, by the vagina was found to originate 
from the womb. The first-mentioned swelling was punctured with a trocar, and six 
or eight ounces of citron-coloured frothy serum discharged, which coagulated with 
heat. A round body, as large as a small nut, and irreducible, was felt in the femoral 
ring, and ceased to be felt behind the crural arch. On the fifth day after the operation 
the sac suppurated, and she died on the seventh. On examination the interior of this 
eavity was found lined with albuminous exudation, and it communicated by a free 
opening with the peritoneal cavity behind Poupart’s ligament. It contained nothing 
but the Fallopian tube in a state of considerable hypertrophy, without adhesion to the 
interior of the sac, but closely united to the anterior part of the circumference of the 
sac. The tissue of the womb was healthy, except being distended by an enormous. 
fibrous tumour. ] 


1218. The epigastric artery is on the outer side in internal femoral rupture, 
and ascends on the outer side of the hernial sac, where it crosses the spermatic 
eord, which runs on the upper and inner side of the rupture. The varia- 
tions in the course of the epigastric and obturator arteries are here of the 
greatest importance. Ifthe obturator artery arise from the external iliac 
or from the epigastric, or both from the crural artery, when it has passed 
below Pourart’s ligament, the obturator artery runs along the inside of 
the hernial sac, down into the pelvis. In the same direction, frequently 
passes a not inconsiderable branch of communication from the epigastric 
to the obturator artery. ‘The observations on the frequency of these 
different origins do not always precisely agree; the origin of the obturator 
artery is, however, almost more common from the epigastric, than from 
the internal iliac artery (0). 

1219. The spermatic cord surrounds the upper part of the neck of 
the hernial sac, describing a semicircle inwards, so that the neck of a 
femoral rupture lies between the epigastric artery and the spermatic cord, 
at an equal distance from both. 

1220. Femoral rupture is often very difficult of reduction owing to its 
depth. The taxis must, in a small femoral rupture, be applied directly 
from before backwards ; but in a large one, first from above downwards, 
and then from before backwards, the thigh being also much bent at the 
groin. ‘The fingers of both hands are to be applied on the swelling, and 
attempts made gently, but continuously, to return the parts. In order to 
keep the femoral rupture up, a similar bandage to that used in inguinal 
rupture is employed, only with a shorter neck, because the femoral ring is 

(a) L’Expérience, April, 1839. — British and Schlagader. Nachtrag zu seiner Schrift : Ueber 
Foreign Medical Review, vol. x. p. 267. die sicherste Art des Bruchschnittes in der Leiste.. 
(b) CLoqvst, above cited.—HEssELBACH, AGK., Bamberg und Wiirzburg, 1819, 4to.; with six 


Ueber den Ursprung und Verlauf der unteren Engravings.—Trepemann, Erklarung seiner Ab- 
Bruchdecken Schlagader und der Hiiftbeinloch — bildungen der Pulsadern, p, 288-298. 
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nearer the iliac spine, than to the front inguinal or external abdominal ring. 
The direction of the neck of the bandage must correspond to that of 
Povrarv’s ligament, to wit, from the side towards the share-bone. The 
edge of the pad must not descend over the bend of the groin. 

1221. Femoral rupture may be strangulated in the external or in the 
internal aperture for the vessels; the strangulation is generally very 
severe, and if reduction cannot be effected, the operation is soon indicated. 

The strangulation may also be situated in the neck of the sac, especially if a truss 
have been worn for a long time. JaiGeER’s assertion (a) that no case of strangulation 
by the neck of the sac is known, I must deny. I would add, that in two cases the reduc- 
tion of the intestine was impossible, although the femoral ring was so considerably cut 
into that the finger could be readily passed into it, and turned about in every direc- 
tion. In both cases the strangulation was in the neck of the sac, after the division of 


which the bowel was easily reduced. 
[Kxy considers the usual seat of stricture in femoral rupture to be “a tendinous 


band, which joins the fascia transversalis to the posterior margin of Poupart’s liga- - 


ment, and which is quite distinct from GIMBERNAT’S ligament, upon which so much 
stress is laid by some as constituting the stricture.” (p. 14, note, part ii.)| 

1222. The cut through the skin in the operation for femoral rupture 
should have an oblique direction, corresponding to Poupart’s ligament, 
and should extend half an inch over the swelling towards the iliac spine 
and the pubic symphysis. The cellular tissue is then to be divided as 
described (par. 1170) in the direction of the cut in the skin. The subja- 
cent fat, which in stout persons is often very considerable, has a peculiar 
consistence, and often a resemblance to a piece of omentum, must be care- 
fully separated from the bands, and the upper layer of the fascia lata cut 
through (1) ; the hernial sac is then to be exposed and opened. A case may 
occur in which the rupture protrudes through the opening of the upper 
layer of the fascia lata, in which instance, by cutting through the skin 
and cellular tissue, the operator comes at once upon the hernial sac. The 
opening of the hernial sac requires the greatest care, as there is always 
but little fluid, and frequently only a small loop of intestine uncovered by 
omentum. 

The oblique cut, corresponding to the great diameter of the swelling, (Scarpa, ZANG, 
and others,) is in general most suitable, because by dividing the upper layer of the 
fascia lata, Pourart’s ligament, is at the same time relaxed. In large swellings, or in 
stout persons, a [T-shaped (Cooper, LAWRENCE, and others) or a transverse incision 
(PELLetan, DupvyTREN) maybe made. The directly vertical incision is objectionable. 
| [(1) It must not be forgotten that what Curtrus here and elsewhere calls the upper 
layer of the fascia lata is really the femoral sheath.—J. F. 8.] 

1223. If the strangulation be caused by the outer aperture of the 
femoral vessels, or by the opening of the external layer of the fascia lata, 
the tendinous edge of this aperture must be carefully cut into. If the 
strangulation be in the femoral ring, different modes of treatment are 
proposed. 

(a.) In women the point of the forefinger or the director should be 
introduced between the neck of the hernial sac and the intestine, the 
button-ended bistoury passed upon it, and the inguinal ligament cut into 
inwards and upwards. 

(6.) In men the button-ended bistoury should be introduced upon the 
director which has been passed on the inside, to protect the spermatic 
cord, and the inguinal ligament should be divided horizontally inwards, 
or rather a little obliquely upwards, two or three lines deep (SCARPA.) 


(@) Handwiérterbuch der Chirurgie, vol. iii. p. 591. 
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DurvuyTREN cuts obliquely from below upwards along the edge of the 
outer inguinal ligament, in the direction by which the spermatic cord 
descends. 

(c.) For the purpose of more surely preventing the injury of the epi- 
gastric or obturator artery, ARNAUD’S hook should be introduced under the 
inguinal ligament, so as to draw it obliquely up towards the navel, whilst 
the power of the pull should be kept up by the finger introduced beneath 
Pourart’s ligament, and the intestine pressed back. If the inguinal 
ligament be not thereby sufficiently stretched, some slight cuts, only a line 
deep, must be made in its edge, and then it must be raised up with 
Arnaun’s hook (Scurecer.) Inthe same way LE Buanc’s dilator is to 
be used. Also by introducing the forefinger between the inner surface of 
the hernial sac and the edge of GimBERNAT’S ligament, the latter may be 
stretched, or even torn (Rust and others) («). 

For an account of the numerous modes of proceeding in the operation for femoral 
rupture, see 

ScurecEr, Grundriss der chirurgischen Operationen, vol. i. p. 254. Third Edit. 

1224. The danger, which, in the above-described course of the obtu- 
rator and epigastric arteries, is run from the practice a and 6, on account 
of the injury of these vessels, the favouring of the recurrence of a rupture 
by the bloodless expansion, according to ¢, further, the circumstance that 
the parts suffer considerable bruising, and the mere extension in many 
cases is not sufficient for the removal of the strangulation, have decided 
HesseLBacu to the practice (which in a manner resembles the earlier 
practice of Brix, Exse, and others) of seizing the exposed lower edge of 
the inguinal ligament with the forceps, and cutting into it layerwise, from 
below upwards, two lines deep, and to introduce the forefinger between 
the intestine and the seat of strangulation. If the cut be insufficient, it 
must be lengthened through the fibres of the aponeurosis of the external 
oblique abdominal muscle above the spermatic cord, which is raised by an 
assistant, and the inner inguinal ligament should be cut into in the same 
way (6). 

1225. This practice, although safer, on account of the deep situation of 
the femoral ring, especially in stout persons, is accompanied with great 
difficulty. That proposed by Scarpa and-DupruyTREN seems preferable 
to all other, if attention be paid to the following circumstances ; the point 
of the forefinger is to be so introduced between the protruded part and 
Gimpernat’s ligament, so as to bring the nail behind its sharp edge ; 

‘oopER’s hernia-knife with the probe point, is to be passed upon the finger, 
pehind the sickle-shaped edge of GimBERNAT’S ligament, so that the edge 
does not extend above it. The edge is then to be pressed by the front of 
the finger against the ligament, so as to effect its diviston by pressure, and 
not by drawing. A smaller cut of one or two lines’ extent is often sufficient 
for the reduction of the protruded parts, by slightly pressing in with the 
finger. If this be insufficient, the incision must be repeated (ce). 

[The division of GimpErNat’s ligament is useless ; the stricture in femoral rupture is 
almost invariably in the neck of the sac itself, which must be divided, or the rupture will 
not return. 


(a) TrtstepT, Ueber die Voraziige der Ausdeh- Bruchschnittes in der Leiste. Bamberg und Wirz- 
nung vor dem Schnitte bei der Operation des burg, 1819. ; 
eingeklemmten Schenkelbriiches; in Rusv’s Ma- (ec) Scarpa, above cited.—LANGENBSCK, above 
gazin, vol. iii. p- 227. cited, p. 80.—RICHERAND, Histoire des Progres 
(b) Hxssevpacn, A. K., die sicherste Art der recens de la Chirurgie, p. 62. 
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In operating on femoral rupture, without opening the sac, Key observes: — “It 
may be as well to disturb the subjacent cellular membrane as little as possible, as inflam- 
mation is less likely to follow, and to assume the form of erysipelas. For this reason the 
inverted T incision, usual in the operation for femoral hernia, may be in most cases 
reduced to a single incision, either at right angles to Poupart’s ligament, or in a trans- 
verse direction across the tumour. In patients who are spare, and in whom the neck of 
the sac lies at no great depth from the surface, it is unnecessary to disturb the cellular 
membrane by turning aside the flaps of the integuments. This will diminish the sup- 
purative inflammation, and in such cases will afford ample room for the operation. I 
have not made trial of the perpendicular form of incision, but a single transverse one I 
have found sufficient when the integuments have been loose and the tumour not large. 
The superficial fascia adheres firmly to the common integuments, and is usually turned 
aside with them, especially when the latter are pinched up for the purpose of making the 
first incision. The fascia propria is therefore quickly exposed, and forms the first 
distinct covering of the tumour, being darker than the more superficial cellular invest- 
ment. It is under the outer layer of this fascia that the adipose structure is formed, and 
which often assumes the appearance of omentum. The director easily makes its way under 
this fatty matter as far as the neck of the sac, which lies deeper than the operator at first 
supposes. The point of the director should be applied rather to the inner than to the outer 
part of the neck of the sac, as it will be found more easily to pass under the stricture at 
this part. It should not at first be attempted to be thrust under the stricture, as the 
firmness of the parts forming the stricture would resist it. But the seat of the stricture 
being felt, the operator should depress the ends of the director upon the sac, which will 
yield before it, and then, by an onward movement, the director slides under the stric- 


ture.” (pp. 143, 44.)] 


1226. The return of the intestine, the dressing and the treatment after 
operation are to be conducted in the same way as already described in 
inguinal rupture. 

1227. The external femoral rupture, which consists in the protrusion of 
the peritoneum and of the faseia iliaca on the outside of the femoral 
vessels, between them and the front upper angie of the hip-bone, and is 
gradually developed, forms at the place mentioned a moderately raised 
swelling, which, becoming narrower below, ascends, however, obliquely. 
inwards, and terminates with a blunt point in the region of the lesser 
trochanter. The finger cannot in the least be brought under either of its. 
edges. If in its further growth the rupture overcome the anterior iliac 
fascia, the form and direction of the swelling is changed ; a new one is 
developed beneath the old swelling, which always extends further between: 
the fascia lata and the muscles of the thigh. The mouth of the rupture 
is formed by the outer part of Pourarr’s ligament and the iliac spine; 
on its inner side lies the femoral artery, and upon it the cireumflex iliac: 
artery. The neck of the sac is the widest part of it lying within the belly ;: 
its inner wall lies under the semi-lunar bridge of the posterior iliac fascia, 
its outer on the m. tliacus internus and psoas magnus. ‘The body of the 
sac lies behind the anterior iliae faseza, near it outwardly lie the m. rectus 
and vastus externus femoris, near it inwardly the femoral vessels and 
nerves, partially covered by it, and upon or before it the m. sartortus and 
part of the fascia lata. 'The bottom of the sac, its narrowest part, lies 
on the ¢rochanter minor. Thecoverings of this rupture beneath the skin 
are, jirst, the femoral ligament upon the inner greater half, and the m. 
sartorius upon the outer lesser half of the hernial sac; second, a layer of 
tough cellular tissue,'in which small blood-vessels and nerves run ; third, the 
anterior iliac fascia ; fourth, the posterior iliac fascia, which is very deli- 
cate, and allows, fifth, the hernial sac,which it completely envelopes, to show 
through. HxsseLBacu considers a weak constitution, and the existence of 
the m. psoas minor, by which a.cup-like hollow is formed, as disposing to this 
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rupture. As long as this rupture is enclosed in the anterior iliac fuscia, 
it cannot well be strangulated, because the neck is the widest part of the 
sac; but if that fascia be torn by great violence, then, according to Hrs- 
SELBACH, strangulation may follow. The ¢axis is to be applied from 
below upwards; and if the operation be necessary, it is only possible, 
according to HessrLBacu, to avoid wounding the circumflex iliac artery, 
which always lies in front of the neck of the sac, by the division layer- 
wise of the strangulating parts (a). 


[AstLEey Cooper observes, that “ it is by no means common to meet with deviations 
from the usual structure of crural hernia,’ and describes three varieties ; first, that in 
which “ the fascia usually covering the hernial sac has given way so as to allow a por- 
tion of the tumour to pass before it; thus dividing the tumour into two parts, with a 
sort of hour-glass contraction between them,” (p. 25, part li.) very similar to which 
appears HEssELBACH’s case, quoted by Kry, where “the sheath had given way in dif- 
ferent parts so as to givethe sac an appearance of five small tumours, which was probably 
owing to the apertures through which the absorbents pass having yielded, while the 
general texture of the sheath had resisted pressure.” (p. 25, note, part ii.) Second, 
« when the tumour does not quit the sheath for the crural vessels.” Third, “that in 
which the hernia is formed in part within the sheath, and also in the common way.” 
(p. 25, part ii.) 

I have had three cases of femoral rupture which seem distinct from either of those 
mentioned, and were furnished with a second sac, produced, I presume, by rupture of 
the original one. 

Case 1.—S. B., aged fifty-six years, a stout, healthy, but flabby woman, was admitted 
into St. Thomas’s Hospital on the afternoon of 

Sept. 23rd, 1837, having been subject of rupture on the right side for the last nine 
years, during the latter four of which she has worn, though irregularly, a cup-truss, as 
the protrusion could not be entirely returned. Within the latter period the rupture has 
descended so largely five times as to cause severe vomiting, but has been relieved. On 
the 20th ult. her bowels were moved, and not since. Next afternoon she was attacked 
with severe vomiting, and yesterday the taxis was employed severely, but without relief, 
and the symptoms continued up to the period of her admission, when she was imme- 
diately put in the warm bath, which produced complete prostration, and attempts at 
reduction were made, but without success. 

In the evening I saw her, and she had then recovered the effects of the bath, but she 
was vomiting stercoraceous matter, had continual eructations, and hiccough, which 
had been through the whole day, otherwise she was tranquil, and her countenance 
cheerful. The belly was tender, but not much distended. 

A large oblong tumour extended from the pubic spine to within an inch of the upper 
front iliac spine, about three fingers in breadth, covering Poupart’s ligament, and 
having the appearance of an enlarged mass of inguinal glands, very firm and unyield- 
ing, and the skin covering it very livid, from the previous severe handling. A second 
swelling occupied the place of femoral rupture, not exceeding the size of a walnut, 
separated from the former by the crease of the groin, and rather nearer the pubes than 
usual. This seemed without doubt a femoral rupture, and gave a sense of indistinct 
fluctuation when the swelling on the groin was pressed. I was in much doubt of the 
character of the larger swelling, whether it were a mass of enlarged glands further 
swollen and inflamed by the handling, or whether an encysted tumour, or whether a 
rupture ; but neither its history nor situation led to the latter supposition... 

‘As the swelling had been so severely mauled, I thought it best not to make any 
violent or long-continued efforts to return the rupture, and, not succeeding, proposed to 
her an operation, to which, however, she would not consent. The symptoms continuing 
throughout the night, and her countenance becoming anxious, she was at last persuaded 
to submit; and after consultation with my colleague GREEN, on the following day, 
Sept. 24th, noon, I proceeded to operate on the smaller tumour, in the same way as for 
femoral rupture. Nothing unusual occurred except that, on opening the sac, no fluid 
escaped ; a portion of omentum, about as large as a walnut, turned out, but no intestine 
could be found. I then passed my finger up towards the mouth of the sac, into the 
aperture of which I could just introduce it. No alteration having taken place in the 


(a) HesseLpacu above cited, and his Lehre den Hingewerdebriichen, vol. i. p. 172.—Zr!s, Dissert. 
Hernie cruralis extern historia. Lipsiz, 1832. 
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tumour on the groin, and the omentum, in the sac just opened, seeming scarcely sufficient 
to account for the severity of the symptoms of strangulation, we determined on narrowly 
examining the sac, to ascertain whether it communicated with the large swelling. In 
carrying my finger round the hernial cavity for this purpose, it suddenly passed into an 
aperture on the outer side, and, being pushed onwards, entered the large swelling, 
and passing along it nearly as far as the iliac spine, could be readily felt, and not deeply, 
beneath the skin, which was then slit up on my finger, and thereby a large mass of 
healthy omentum exposed, which, being raised, about four inches of small intestines, 
chocolate-coloured and bright, but with a few patches of adhesive matter beneath its 
peritoneal coat, which also adhered slightly to the omentum, came into view. The 
mouth of the sac was speedily found, and my finger with little difficulty passed into 
the belly; but the gut would not return till the aperture had been enlarged with the 
knife. About four ounces of omentum were cut off, and the wound dressed; she re- 
covered without an untoward symptom. I presume in this case that the hernial sac had 
burst, but how or when, the history of the case gave no information, and that the pro- 
truded bowel and large portion of omentum had no proper sac, but had merely formed 
themselves a cavity in the cellular tissue. 

Case 2.—A. B., aged fifty-five years, a healthy, stoutish woman, of loose texture, was 
admitted : 

Feb. 24th, 1842, having been’ the subject of femoral rupture on the right side for 
twenty years, the latter half only of which she has worn a truss. On the morning of the 
21st ult. her bowels were last moved, and, having exerted herself more than usual 
during the day, the rupture increased beyond its ordinary size, and could not be 
returned as previously. She was constantly vomiting during the night; and next day 
was bled, put in the warm bath, and had the taxis applied for two and a half hours with- 
out relief. The vomiting ceased in the course of the day, and nothing was done for her 
yesterday except giving some sulphate of magnesia in the evening, which, not operating, 
castor-oil was given this morning, but without relief. She has now (noon) a little hic- 
cough, and frequent fetid eructations, but has not vomited since the 22nd ult. ‘The belly 
is generally tender, and the pulse small; but the countenance is little distressed. 

In front of Poupart’s ligament there was a large swelling, extending to within two 
inches of the iliac spine, but not much elevated, and from its inner extremity a second 
swelling descended in the usual situation of femoral rupture, but pyriform rather than 
globular, and passing down lower in the thigh than usual. A distinct indentation existed 
between the two swellings, as if they were separated beneath the skin; and at this part 
was a scar, the result of an abscess five yearsago. The fingers could be passed behind 
both swellings, especially the inner, which was tender; but neither were inflamed, nor 
appeared to have been much handled. ‘The general resemblance to the former case was 
very strong. The taxis was employed both before and after the warm-bath, but with- 
out avail, and with her consent the operation was performed, at 2, P.M., upon the inner 
swelling. After cutting through, and turning off the skin and superficial fascia, an 
absorbent gland was found on Pouparr’s ligament, sending inwards a neck to join 
another below it; and three absorbent vessels were seen entering the former gland, 
having risen up from the femoral sheath, and by their tightness produced the depression 
between the two swellings already mentioned. The neck of gland was divided, and the 
fascia propria, which was very tough and almost fibrous, slit up on a director, exposing 
the hernial sac, which was so much larger than seemed at first, that I was obliged to 
widen the opening in the skin by cutting it inwards. The sac was then opened, and a 
small quantity of fluid escaped, followed by protrusion of omentum ; and the cut, having 
been completed with a bistoury upon the finger, a knuckle of intestine, about three 
inches long, was found on the inner side of the swelling. I then passed my finger down 
to the stricture, and could enter just the tip within it; but the size of the other swelling 
rendered it so deep that I found it necessary to enlarge the external cut upwards previous 
to division of the stricture, which was made sufficient to admit the finger readily into 
the belly. The gut being congested, but bright, and, having examined the strictured 
part, and emptied it, I returned the bowel without difficulty into the belly. On carefully 
examining the hernial sac, in reference to the remaining swelling, I found an aperture 
in its outer wall close to, Poupart’s ligament, through which my finger readily passed 
into the tumour, the extent of which outwards was ascertained by the finger being buried 
up to the knuckle. The cavity contained nothing but soft omentum, which, having in 
vain attempted to withdraw, I thought best left alone. That omentum, however, in the 
opened sac, though healthy, being large in quantity, I cut off, having previously intro- 
duced a double ligature, and tied it on each side, which prevented any bleeding, She 
was then put to bed, and recovered without any hindrance. 


WITH TWO SACS. wi 


Case 3.—A. W., aged fifty-five years, a spare, healthy woman, was admitted in the 
afternoon of 

Nov. 4th, 1828, having ruptured herself on the right side ten years ago, since which time 
she has worn a truss constantly, which, however, has not fitted, and the rupture has been 
so much incarcerated five or six times as to need assistance for its reduction ; but it does 
not appear certain, from her account, that its entire contents have been always returned. 
Yesterday evening, (her bowels having been twice relieved during the day,) whilst 
engaged in her usual occupation, mangling, the rupture came down beneath the truss, 
which she took off, and, having returned the protruded parts, felt no farther incon- 
venience till 11 o’clock this morning, when it again came down, and, having attained 
larger size than usual, became painful, and made her sick and faint. She could not 
return the rupture, nor could her medical attendant, who twice employed the tazis 
during the afternoon, and then sent her on that evening to the hospital, where the warm- 
bath and taxis were resorted to, but without avail. When I saw her, at 6, P.M., she 
had been constantly retching for the last five hours, and so continued, raising, how- 
ever, nothing more than a little transparent, colourless fluid. She had frequent eructa- 
sions, increased by any pressure on the swelling; the belly is full, but not tender, and 
the complains only of pain at the lower part, near the rupture ; pulse small; countenance 
pallid and anxious ; the bowels have not been relieved since yesterday. 

Upon Pourarr's ligament was a large tumour of an oblong shape, extending from 
about three fingers’ breadth to the inner side of the upper iliac spine, into the right 
labium pudendi. It was more prominent, bulky, and rounded, at its outer end, gra- 
dually narrowed as it proceeded inwards, and reaching the lower part of the mons Veneris, 
bent down at an angle, and descended for the distance of an inch into the labium. The 
upper outer part of the swelling was firm and unyielding, but the labial portion soft 
and fluctuating on pressure. The appearance of the tumour, which was such as might 
be supposed to depend on inguinal and femoral rupture existing simultaneously, ren- 
dered the diagnosis puzzling. Bnut finding it possible to get my fingers under both 
ends of the swelling, although I could not pass them behind its centre, I concluded 
that the case was one of femoral ruptiire, accompanied with variety. This view was 
supported by the patient’s statement, that till this morning, although often very large, 
the swelling had always been in the thigh alone, and not in the labium, where it first 
appeared only to-day. As the case was one of which I knew none like, I gladly availed 
myself of my friend the elder Travers’s kind opinion, which, concurring with my 
own, it was determined to operate as for femoral rupture. At 

9, P.M., a transverse eut was made from the middle of the firm swelling inwards, 
nearly to the spine of the pubes, and a second at right angles with and below it. The 
other coverings were then divided in the usual way, and on opening the hernial sac, a 
little dark-coloured serum escaped ; and when it was fully divided, forthwith a quantity 
of omentum burst through the aperture, and the swelling in the /abiwm at once sub- 
sided. This portion of omentum was very soft and loose in texture, and had been, 
doubtless, that last descended ; but the remainder, forming the bulk of the swelling, 
was firm and matted together, and upon raising it a knuckle of intestine was seen, 
dark-coloured but bright and cedematous. Having introduced my finger into the sac, 
I could not at first pass it down to the strictnre, as it was intercepted by a band, which 
I supposed to be an old adhesion; but having drawn the omentum and gut to the outer 
side, I was enabled to reach, and found the stricture very tight, and admitting only the 
tip of the finger, but sufficient to allow the entrance of the blunt-ended bistoury, with 
which I divided, till my finger would’ pass into the belly, up to the second joint. I 
then readily emptied the gut, and attempted to return it, but could not succeed. It 
was thought that the difficulty depended on the stricture not having been sufficiently 
freed, and I therefore prepared again to introduce the bistoury, by drawing the omen- 
tum and intestine to the outer side. This, however, being done, a broad membrane 
was seen descending from the upper part of the sac, behind which the finger could 
be passed. It was this, doubtless, which first prevented the introduction of my finger 
into the stricture, and subsequently obstructed the entrance of the gut into the belly 
by dropping against the mouth of the sac. We determined on its division ; and this 
done without further dilatation of the stricture, the intestine easily returned. The 
omentum was partially adherent to the mouth of the sac, and being in rather large 
quantity, and its matted part rather bruised, the greater portion of it was removed, 
and three little vessels in it disposed to bleed were singly tied. The sac having been thus 
emptied, was found to be of large size, extending rather more outwards than usual; 
and on its inner side, the finger being pressed, readily passed inwards, and for an inch 
and a half downwards into the right labiwm; but whether this part of the cavity had 
any peritoneal lining, I did not observe. She recovered without any drawback. 
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In January, 1842, she again came under my care with symptoms of strangulation. 
She had constautly worn the truss, but not to much purpose, as the rupture has come 
down four or five times a week. The original femoral swelling had now increased to 
the size of a large fist, and filled up a considerable part of the inguinal region both below 
and above Poupart’s ligament. On its inner side, the part which had descended into 
the dabium was also enlarged, and its fore and upper part had assumed a remarkable 
form, exhibiting the appearance of the appendix auricule of the heart, with its loose 
extremity projecting upwards and forwards. This labial part of the swelling was very 
hard and firm, and its contents seemed solid, whilst the outer and larger portion was 
evidently filled with intestine, which could be readily felt, as the skin alone appeared 
to cover it, and pressure caused much gurgling. 

The rupture was returned, after the warm bath, by emptying the smaller into the 
larger swelling, which having been done with some difficulty, the aperture between the 
two was grasped tightly, so as to prevent any escape, the larger swelling being thrust 
into the thigh by an assistant. I again employed the taxis upon it, and the rupture was 
slowly but completely returned into the belly. The mouth of the sac was large enough 
to admit the entrance of two or three fingers, and through the inside, the fingers could 
be readily passed into the appendicular swelling, and to the bottom of the labium.— 
J.F.S.] 


1228. Wounding the epigastric or obturator artery, or one of their 
branches, in the operation for inguinal or femoral rupture, may cause a 
fatal or alarming bleeding, the more, as the blood is commonly poured 
into the cavity of the belly. By proper consideration of the points 
mentioned in the several kinds of these ruptures, this injury may indeed 
always be prevented. For stanching the bleeding, compression with oak 
agaric, plugs of lint moistened with styptics, with peculiar instruments, 
(Desavutt, by means of broad compressing forceps, SCHINDLER, with 
forceps having a hinge, HessrLBacu, with a peculiar compressor, HacErR, 
with the compressor for the middle meningeal artery,) the passing a needle 
around the bleeding vessel, the enlargement of the incision, and special 
tying the vessel, have been proposed. Hzxssr~Bacu’s instrument (a) 
seems to have the preference ; with its spoon-shaped part we must endea- 
vour to find the seat of the bleeding, as when it is passed into the belly, the 
blood in that cavity escapes externally, which, however, is better done by 
introducing the forefinger. The spoon-like part is then to be placed on 
the wound of the vessel, the other broad part, on the front wall of the 
belly, and by means of a screw, the two parts are to be pressed together. 
A cold application assists the operation of this remedy. 


[Although it cannot be doubted that wounds of either the epigastric or obturator 
arteries are very dangerous accidents, yet it is very remarkable that with the frequent 
variety of their origin and in the great number of operations for strangulated rupture, 
such cases are exceedingly rare, the number collected by Lawrence being not more 
than twelve or fourteen. In one of these, “the epigastric artery had been completely 
divided at three quarters of an inch from its origin, and it did not appear that the 
smallest quantity of blood had escaped from the divided vessel ;” in another, in enlarg- 
ing the stricture, “the wound immediately filled with arterial blood, which rose again 
almost directly to the edges of the incision when removed with the sponge. * ** The 
patient lost about a pint of blood, fainted, and the bleeding ceased, nor did it come 
on again.” (p. 271.) In other cases, however, the patient died of the bleeding, either 

with or without the mischief having been discovered. 

_ If there be reasonable ground to suppose that either artery is wounded, the proper 
proceeding is to seek for and tie it, which was done by Mackay with success (6). 

It is also remarkable that the bleeding does not always come on immediately at the 

operation; but from the two following cases it appears that this may arise from other 


(a) Hessenpacu, F. K,, Beschreibung und Anhang und Beitrag zu den neuesten anatomisch 
Abbildung eines neuen Instrumentes zur sichern 


Entdeckung und Stillung einer bei dan mace pathologischen Untersuchungen iiber die Leisten 


; d Schenkelbriiche. Wiirzb 1816; wi 
schnitte entstandenen gefiihrlichen Blutung. Ein a copperinltn. : mine, Mie se 
. (6) A. Coormr, p. 4I. 
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arteries than either obturator or epigastric. LAWRENCE mentions a case of stran- 
gulated bubonocele in which “no blood was shed during the operation; haemorrhage 
however, took place on the same evening, but yielded to the application of cold cloths.” 
There was no further bleeding till “the morning of the eighth day, when a profuse 
hemorrhage took place from the wound ; it consisted of arterial blood, and did not 
cease till two pints at least had been lost. He survived this occurrence about a week.” 
The vessel which had been divided was “the arterial branch, which the epigastric 
sends to the spermatic cord; but its size did not seem adequate to the supply of so 
profuse a bleeding.” (pp. 278, 74.) EverarD Home (a) also relates a case of stran- 
gulated scrotal rupture, in which suppuration of the testicle having followed the opera- 
tion, “a hemorrhage took place in the evening (of the tenth day), which made the 
removal of the testicle necessary in order to secure the vessel. He lost a pound of 
blood ;” but ultimately recovered. (p. 109.)] 


III.—OF UMBILICAL RUPTURE. 


(Hernia umbilicalis, Exomphalas, Lat.; Nabelbruch, Germ.; Hernie ombilicale, 
Omphalocele, Fr.) 
Desavutt, Guvres Chirurgicales, vol. ii. p. 315. 
Coorrr Astiry, Anatomy and Surgical Treatment of Abdominal Hernia, part ii. 


p. 29. 
Oxen’s Preisschrift tiber die Entstehung und Heilung der Nabelbriiche. Lanshut, 


1810. 

SomMMERING, 8. T., Ueber die Ursache, Erkenntniss und Behandlung der Nabel- 
briiche. Frankfurt, 1811. 

Tuurn, Ueber die Ursachen der Nabelbriiche, bei Kindern und deren Heilung 
besonders durch Abbinden; in Von Srepoxp’s Chiron., vol. ii. part il. p. 3. 

Mixter, H., Inaug. Abhandl. uber den Nabelbriich, mit emem neuen Vorschlage zu 
seiner Behandlung. Enlangen, 1841. 

1229. The True Umbilical Rupture passes through the opening of the 
navel, and is thereby distinguished from the so-called false umbilical rup- 
ture, which is formed in the neighbourhood of the navel. Umbilical 
rupture, is either congenital, or arises accidentally after birth. 

1230. Congenital Umbilical Rupture is the consequence of an arrested 
development of the fetus, of a backward formation of the abdominal 
muscles, the fetus remaining in that earlier stage of development, in which 
the intestines have not yet entered into the cavity of the belly. This 
rupture is situated in the spongy cellular tissue which connects the vessels 
of the navel-string together. It is therefore on this account opaque, where 
covered by the integuments of the belly, but transparent over the rest of its 
extent where surrounded by the cellular tissue of the navel-string. Besides 
this cellular tissue, this rupture is also enveloped in a hernial sac, and lies 
in a triangular space, which is produced by the separation of the vessels 
of the navel-string from each other. The veins are always above, the two 
arteries below and on the sides. The size of this rupture varies accord- 
ing as it contains a larger or smaller quantity of intestines. Several 
portions of the small intestines are usually contained in the swelling ; fre- 
quently, also, the colon, omentum, stomach, liver, and spleen. 

_ [In tying the umbilical cord after birth, care should be taken to ascertain previously 
whether there be any protrusion of viscera into it, which sometimes having, from the 
small size of the rupture been overlooked, intestine has been included in the ligature, and 
wounded ; instances of which are mentioned by MAURICEAU (6), SABATIER (c), and others. 
3,F.S.] 

(a) Cases and Observations on Strangulated (b) Traité des Accouchemens, vol. i. p. 497. 
Hernia, in Trans. of a Society for the improve- (c) De la Médecine Opératoire. vol. i. p. 152. 
ment of Med. and Surg. Knowledge, vol. ii. 


“ 
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1231. Umbilical rupture after birth occurs, from the time of the sepa- 
ration of the navel-string to the third or fourth month. If circumstances, 
as violent screaming, restlessness of the child, and the like, then operate, 
which force the intestines violently against the walls of the belly, a portion 
of peritoneum, and of intestine, is easily thrust through the still open 
navel-ring, or the scar, not yet firm, gives way. 

As the navel, after the proper obliteration of the annulus umbilicalis, 
must be considered as the firmest part of the abdominal wall, it is probable 
that in the cases where true umbilical rupture has been observed in adults, 
it had already formed in childhood, but, on account of its small size, had 
been overlooked; or that the navel-ring is enlarged, as a consequence of 
ereat extension of the abdominal wall, in fat persons, or after frequent 
pregnancies. Umbilical rupture, in adults, is, therefore, more frequent in 
women, who have been often pregnant, after great extension of the belly 
from dropsy, and in very fat persons. ,Umbilical rupture occurring after 
pregnancy, has a round, sometimes cylindrical, sometimes conical form, 
and a circular base ; in large swelliling, the scar of the navel is more or 
less smoothed. The coverings of this rupture are:—1, the external skin ; 
2, the delicate aponeurosis, which spreads over the external surface of the 
abdominal muscles; 38, the peritoneum lengthened into the hernial sac. 
The latter is often very thin, and more often, adherent to the coverings 
and to the intestines, especially at the point of the swelling; it seems also 
deficient, and is sometimes torn. The neck of the sac is always very short, 
and connected internally with the aponeurotic navel-ring ; in old and large 
umbilical ruptures it is tough, and often cartilaginous. In such ruptures, 
very considerable adhesions exist between the protruded intestines, them- 
selves, and the hernial sac, so that they form an inseparable mass, and the 
contained intestines can only be returned with difficulty. Collections of 
stool may therefore occur in that part of the intestine between the rupture 
and the navel, vomiting, and the like. Actual strangulation is rare in 
umbilical ruptures; if, however, it occur, the symptoms are more severe 
than in other ruptures, and more rapid mortification is to be dreaded. 


[ Asriey Cooper mentions “an example of the sac having been either absorbed or 
burst, by which openings have been formed, and portions of omentum protruded through 
the sac of the larger one.” 

Sometimes an umbilical rupture forms two tumours, of which AsTLEY CooPER men- 
tions an instance operated on by the elder Ciine, who, “after returning the intestine 
from the hernial sac, on putting the finger into the abdomen, an opening could be felt 
about half an inch from that by which the finger passed, which led into another tumour 
by the side of the former.” (p. 31.) On dissection, in the tumour that was most inferior 
“TJ found,” says Cooper, “a small portion of the zleum, and part of the cecum. In the 
other tumour there was a portion of colon, and which adhered to the sac.” (p. 47.) 

I have had a case (No. XI. in the Table) somewhat similar, in which the rupture, about 
the size of a half-quartern loaf, had somewhat the shape of the figure 8, the head of 
which was rather smaller, and bent over to the left side. In the course of the operation 
a deep tough band of cellular tissue was found thrusting down the middle of the hernial 
sac, which retained the indentation after the cellular band had been cut through. The 
sac contained a large quantity of hard impacted omentum, and some inches of intestine. 
—J.F. 8. 

Umbilical Ruptures sometimes acquire “ enormous size in women, whose bellies are 
pendulous, from bearing a great number of children. In three such instances,” says 
Cooper, “J have seen the hernia extending so low from the navel as entirely to cover 
ix ue ;’ the largest he ever saw “ measured across twenty inches by seventeen.” 

p- ° 
1232. In congenital umbilical rupture, it depends on its size and on 


the condition of the walls of the belly, whether anything can be under- 
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taken for its cure. If that part of the intestine, external to the belly, be 
not large, and be reducible, its return must be carefully effected and re- 
protrusion prevented, by graduated compresses, which should be fastened 
with strips of sticking plaster and a body-belt. This practice is prefer- 
able to that followed by Hamiuron, who after returning the intestine, 
applied a stout bandage around the base of the swelling, and brought the 
edges of the abdominal coverings together, with two silver needles and stick- 
ing plaster, and the cure was effected ina few days (a). If the congenital 
rupture be considerable, and its return in a gentle manner not possible, 
the child usually dies soon after birth, in which case, the external covering 
of the swelling is thrown off and the intestines are laid bare. Experience, 
however, proves, that if the swelling be properly protected from all 
external pressure, granulations may be produced after separation of the 
external covering, and thus the whole part be gradually covered with firm 
skin and a tendinous expansion (0), 

1233. The treatment of umbilical rupture occurring after birth, is easy. 
The parts are returned without difficulty, and are kept up with a convex 
pad of wood, wax, or the like, applied close to the navel-ring, and properly 
fastened with sticking plaster, and a broad bandage. In changing the 
dressings, especial care must be taken that the protrusion of the intestine 
be prevented, by pressure of the finger on the navel-ring, till the pad be 
again properly applied. Usually, in children, a radical cure very soon takes 
place, on account of the natural tendency of the navel-ring to obliteration. 
In adults, elastic trusses, which yield to the motions of the abdominal 
muscles, are employed. Of the many, and some very complicated 
umbilical trusses, an elastic truss of a similar kind to that for inguinal 
rupture is preferable, of which the spring should be well fitted to the 
fulness of the belly, and its pad project directly from the spring; ora 
somewhat concave metallic plate, to which is attached a spring, with a pad, 
and kept in its proper place by an elastic bandage attached to both sides of 
the plate; or a plate of horn is applied, in the middle of which is screwed 
a pad, and fixed with a large, tight, sticking plaster, and a belly-band, by 
which the rupture can be most certainly kept up. If the rupture cannot 
be returned, a large hollow pad must be used, by which the increase of 
the rupture is prevented. 

Rorumunp (c) after completely replacing the contents of the hernial sac, presses the 
external coverings and the hernial sac through the mouth of the sac into the belly, and 
thrusts a round plate, corresponding in size to the extent of the aperture, into the pouch 
thereby formed. On this plate, which can be kept steady by a stem projecting 1n Its 
middle, a contrivance is to be attached, which can increase it from two to four 
lines at the greatest part of its periphery. By drawing the stem, the enlarged plate, 
which no longer can escape out of the mouth of the hernial sac, is firmly applied against 
the inner hinder wall of the latter. A somewhat larger plate, with an opening 1n Its 
middle, corresponding to the inner plate, is applied on the coverings of the belly, and 
theu the projecting stem of the first is to be passed through the opening of the second, 
and fastened by a contrivance attached to it. In this way the ensheathed hernial sac 
may be firmly compressed, at pleasure, at the whole hinder extent of the mouth, to the 
extent of some lines; and by this gradually increased pressure, after some days, adhesive 
inflammation is excited, by means of which the mouth of the hernial sac is closed, the 
compressed parts of the ensheathed sac at the hind surface of the navel-ring becoming 


adherent to it, and tothe umbilical canal. This compressor cannot generally be borne 
more than three, and at most, five days. If the ensheathed hernial sac look livid, the 


(a) CoopEr, above cited, p. 32. deten Nabelbriickes ; in Rust’s Magazin, vol. viii. 
(b) Risxe, Heilung eines in der ersten Bildun- pt.i.p 130. . 
und im Mangel der aiisseren Hantdecken begrung (c) MULLER, above cited, p. 53. 
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the compressor must at once be removed. The compressors are made of wood and 
Wr Tee peestace of the intestine and omentum in the tumour keeping the navel open, 
oppose,” says Drsavtt, “its continual tendency to close; a tendency, however, which 
sometimes becoming greater than the resistance of the escaped parts, compels their return 
into the belly, obliterates the aperture which has given them passage, closes, consoli- 
dates it, and hence spontaneous cures of infantile umbilical ruptures occur.” (p. 317.) 
He gives two instances of this fact. The one, a female child of two years of age, with a 
rupture the size of a large nut, which had occurred soon after birth, and for which nothing 
had been done. He proposed applying a ligature, but the parents would not permit it. 
In the following year he saw the child again, and the rupture had disappeared. Nothing 
had been done, but the tumour had gradually subsided. In the other case the rupture had 
existed from birth, and at five years of age it was determined on applying the ligature. It 
was however deferred, in consequence of an attack of small-pox. After the child’s recovery 
the swelling was found much diminished, and Drsavir, presuming itmight be cured by 
nature, leftitalone. He was right; at the end of eight months it had entirely disappeared. . 
SoEMMERING (b) and BRUNNINGHAUSEN (c) have mentioned several similar instances. | 

1234. If the operation be necessary in strangulated umbilical rupture, 
the opening must be carefully made into the swelling, because the covering, 
are often very thin, and the hernial sac adherent to the skin, or intestines, 
or torn. The cut through the coverings should be made perpendicu- 
larly. If after opening the sac, and the proper disentanglement of the 
intestines, and so on, reduction cannot be effected, a director must be 
introduced between the neck of the sac, and the navel-ring cut into 
downwards with the button-ended bistoury. If previous to the operation, 
the impossibility of returning the rupture, on account of the existing 
adhesions, should be perceived, if the parts of the rupture be not gan- 
grenous, a semilunar incision is to be made at the bottom of the swelling, 
on the right or left side, through the skin, the thin aponeurosis carefully 
divided, and a director attempted to be introduced at the upper or 
under part of the navel-ring, between it and the neck of the sac, and 
upon it the button-ended bistoury for cutting into the navel-ring; or 
if this be not possible, the point of the left forefinger, with the nail 
turned down, is to be placed between the neck of the hernial sac and 
the under edge of the navel-ring, and upon it a cut with a straight 
bistoury is to be carefully made from without inwards with a gentle 
motion of the hand. But if the parts in the rupture be gangrenous o7 
self-strangulated, the sac may be carefully opened at any convenient 
place. The further treatment is to be guided according to the ordinary 
rules. 

{Asrtey Coorrr mentions “one circumstance of danger which is peculiar to the 
umbilical hernia, which is, that when the skin has become very thin over the tumour, 
the pressure simply of the protruded parts, under strangulation, will sometimes very early 
destroy the life of that portion of the integument by stopping the circulation through it. 
It first turns green, the cuticle then separates from it, and that portion of the skin becomes 
dry and ofa brown colour ; and in the instances in which this circumstance came under 
my observation the patients have died.” * * *  Suppuration,” ‘he also observes, 
“now and then takes place in the omentum of an irreducible umbilical hernia.” (p. 35.) 

As pregnancy is not an unfrequent cause of umbilical rupture, it is rather curious that 
_ strangulation at this period so rarely occurs. If it cannot be overcome by the usual 
remedies, the operation may be resorted to without the patient’s condition rendering it 
less hopeful. Astiey Cooper mentions one case operated on successfully in the eighth 


month of pregnancy (d); Lawrence one in the seventh or eighth month (e); and 
CLEMENT another in the fourth month (f). ] 


(a) MULuER, pl. v. 
(e) Above quoted, p. 560. 


c) Loper’s Journal fur Chirurgie, vol. ii. p. 1. (f') Observations on Surgery and Pathology 
bea. 


(0 Above cited: 
ad) Above quoted, part ii, 347. 


RADICAL CURE OF UMBILICAL RUPTURE. 83 


1235. The radical cure of reducible umbilical rupture, in young 
persons, by the application of a ligature, after the reduction of the 
intestines, around the integument covering the rupture, by tying which 
tightly the parts taken hold of are destroyed, and a tough scar formed (1), 
is generally exceptionable ; because, firstly, umbilical rupture is very 
commonly cured in children by the mere powers of nature; secondly, 
because the cure can certainly be effected by continued moderate com- 
pression ; thirdly, because the operation is very painful, even dangerous, 
(as a small part of an intestine may be included in the ligature,) and 
after the scarring of the suppurating parts, compression is necessary for 
a much longer time; fourthly, because no decided radical cure can be 
effected, as a part of the neck of the hernial sac always still remains, and 
the scar produced is not sufficiently firm to prevent the dragging of the 
intestine. In female children, it must also be remembered that in 
pregnancy the scar may be torn (a). But in all the umbilical ruptures, 
which are several inches long, and purse-shaped, if the firm application 
of a truss be prevented by the great lengthening of the skin the ligature 
may be proper; and if it do not effect the closing of the navel-ring, the 
close application of a truss may be rendered possible (6). 


(1) In former time this was recommended and practised by Pautus AGINETA, 
Axpucasis, Part, and others; objected to by Guy pe CuHautiac and Dronis, and 
again recommended, especially by DEsAuLT (c), VON GRAEFE, and others. 

[Scarpa, AsTLEY Cooper, and others, are much opposed to the ligature. Brnepict of 
Breslau has also abandoned it on account of the serious, if not dangerous, symptoms 
resulting from its use. He says (d) :—‘‘ In all the cases, pain in the belly came on about 
the third day, with great tenderness to the touch, especially near the navel, and consi- 
derable fever, so that the presence of peritoneal inflammation could not be mistaken; in 
one instance there was also vomiting. All the patients recovered under antiphlogistic 
treatment ; but the symptoms were so formidable for two days, that a Surgeon would not 
be justified in employing this treatment unless all other measures had failed.” And its 
my opinion he would not be justified even then ; for itis asserted by RrcHERAND (e) than 
many of DesauLt’s cases, supposed to be cured, returned. A case is also mentioned (/') 
in which a child of seven and a half years old died in consequence of such treatment, 
the operation being thus performed; “ the patient was placed on her back, the contents 
of the hernia were returned, and the sac was raised and twisted to insure the reduction. 
A flat buckskin ligature, three-fourths of an inch wide, was applied close to the abdomen, 
not so firmly as to strangulate the parts, but sufficiently to retain the viscera and excite 
adhesive inflammation in the sac. A strong silk ligature was then applied with suflicient 
firmness to interrupt all circulation. When the mortified part was cut away, it was found 
that a portion of omentum had adhered to the sac, and of course had been included in the 
ligature. The patient died on the tenth day. The ring was perfectly closed by adhesion 
and granulation, which sprung from its tendinous margin ; the colon adhered to the inner 
surface of the granulations; no inflammation could be detected in any part,” (p. 368.) 
It must be admitted that in this case circumstances were not very favourable as to the 
success of the operation. “The mouth of the sac presented a diameter of three inches, 
and the enormous tumour extended to the knees. The swelling measured at the neck 
twelve inches in circumference ; six inches lower it was fifteen inches; it was seventeen 
inches in length ; and two extensive ulcers existed on it posterior surface” (g).—J. F.S. ] 


(a) Scarpa, above cited.—Girarp, Mémoire (c) Above cited, p. 224. 
sur la Hernie ombilicale chez des enfans; in (d) Rusr’s Magazin fiir die Gesammte Heilkunde 
Journal Général de Medecine,; vol. xli. July, vol, xliv. p. 176. 
1811. (e) Nosographie Chirurgicale, vol. ii. p. 453. 
(5) GurncourT; in Journal de Medecine par (f) American Journal of the Medical Sciences 
CorvisarT, &c., vol. xxi. 181].—WALTHER; in vol. xvii. 
Salzburg Med.-chirurg. Zeitung, vol. i. p. 426. (g) For the above quotations I am indebted to 
1814, Lawrence’s work on Hernia.—s.F. s. 
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IV.—OF VENTRAL RUPTURE. 
(Hernia ventralis, Lat. ; Bauchbruch, Germ.; Hernie ventrale, Fr.) 


Garencror, Sur plusieurs Hernies singulicres ; in Mémoires de lAcadémie de 
Chirurgie, vol. 1. p. 699. 

Prreter, Nouvelles Observations sur les Hernies de la Vessie et de l’Estomac; in the 
same, vol. iv. p. 188. 

La Cuauvsss, B. J., Dissert. de hernia ventrali. Argent., 1746. 

Kurnxoscn, Progr. quo divisionem herniarum novamque hernia ventralis speciem 
proponit. Prag., 1764. 

SoEMMERING, S. T., Ueber die Briiche am Bauche und Becken, ausser der Nabel-und 
Leistengegend. Frankfort, 1811. 

Cooper AsTLEY, above cited, part 11. p. 49. 


1236. A Ventral Rupture is that which protrudes through an unnatural 
opening on the front or side of the belly. This rupture is much more 
rare than either of those already mentioned. It takes place through 
openings in the abdominal muscles, and their aponeuroses ; most commonly 
in the space between the two m. rect, more rarely on the sides of the 
belly, from the hip-bone to the last rib, and in the lumbar region 
(Lumbar Rupture) (1). 

The causes of this rupture are the ordinary occasional causes of rupture, 
with existing relaxation of the abdominal walls, especially of the white 
line, after many pregnancies, in quick emaciation after previous stoutness ; 
or it is caused by tearing of the muscles and aponeuwroses, at the parts 
where scars have formed (2). Or the entire walls of the belly often spread 
into a sac which contains intestines (3). These ruptures are generally 
provided with a hernial sac, except when they are consequent on pre- 
vious wounding of the peritoneum. 


[(1) Of this very rare form of Ventral Rupture CLoQuET gives an instance in a man 
of seventy-five years, who, whilst lifting a heavy mattress, felt a violent pain, with a 
sense of tearing in his loins, which gradually subsided in course of six weeks. But 
about a fortnight after, whilst getting up in his bed, he had a fresh attack of pain at 
the same spot. When seen next day he was much agitated, had violent colic, some 
nausea and vomiting, and his bowels were costive. The skin in the right lumbar 
region, without being discoloured, was raised slightly by a rounded swelling about 
five inches from the spines of the vertebre. It was little tender, and when grasped, 
was found to be somewhat elastic, crackling, deeply situated, or at least separated from 
the skin by a layer of fat. It had a broad pedicle, increased in bulk, and dilated on 
coughing, sneezing, and making water. He had severe and constant pain deep in 
the right lumbar and iliac regions in the course of the cecum and ascending colon. 
The swelling was much larger when he stood up than when lying down, and when 
he turned on his face it disappeared, and left a hollow readily distinguishable by the 
touch. He was treated by putting a pad upon the seat of swelling, after its contents 
had been returned, and confining it with a circular bandage. (pp. 5, 6, note) 

(2) I have seen two or three cases in which, after pregnancy, the linea alba has been 
torn to the extent of several inches; and in one of them below the navel I well recollect 
I could, without difficulty, bury my whole hand in the cavity of the belly, thrusting in 
the skin as a large pouch before it. In neither of these cases, however, was the pro- 
trusion of the bowels very considerable. There did not seem to be anything remain- 
ing but the skin alone.—J. F. 8. 

_ Lawrence mentions a very interesting case of a woman who strained herself by 
lifting a heavy table, and died from inflammation of the chest. She had complained 
only of pain in the loins. But on examination both m. recta abdominis were torn through 
about one third of their thickness, and there was a small quantity of coagulated blood 
about the torn fibres; but the sheath was not ruptured. (p. 583.) Probably, had she 
lived, this would have become a ventral rupture. In reference to wounds of the belly, 
which are sometimes followed by ruptures, he mentions, as an example, that this does 
not always occur. The case of a boy who had been largely gored by the tusk of a 
boar, and had the greater part of the stomach distended by a hearty dinner recently 
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taken, the omentum, the transverse arch of the colon, and some small intestines pro- 
truded through the wound; they were returned with difficulty, and having heen 
retained by the uninterrupted suture the case did well, and no rupture followed. (p. 584.) 
(3) Of the latter kind, in whicha portion of the entire abdominal wall seems to yield, 
various instances are mentioned. RicHTeR describes a broad swelling, as large as a 
woman's breast, in each groin of the same person (a). And SIEBOLD describes one 
equal to a loaf of bread in size, between the cartilages of the ribs and navel (b).] 


1237. These ruptures may happen through the whole length of the 
white line (Hernie linee albe); but they are more commonly observed 
in that part above the navel, than in that below it. ‘They for the most 
part contain a portion of omentum; if they be below the navel there 
usually lies in them a small piece of intestine, frequently the bladder or the 
womb. ‘They often protrude so near the navel as to be easily mistaken 
for umbilical rupture. They have always an oval form, and have little 
prominence in comparison with their size; their neck is always oval, like 
the cleft through which they have passed; the neck of the sac is always 
very narrow in comparison to its size. If quite close to the navel-ring, 

_they are distinguishable from true umbilical rupture by the oval shape of 

the neck of the sac, and by the navel being seen on one or other side of 
the swelling. Ruptures in the white line happen most frequently in 
women; their coverings are the same as those of umbilical rupture. 
They are kept up by the same trusses as the latter ; but their radical cure 
is by far more rare than that of umbilical rupture. If there be stran- 
gulation, and the operation be necessary, it is the same as that for 
umbilical rupture; only the opening into the belly is best enlarged on 
one side or other. 

1238. From these ruptures of the white line must be distinguished, 
those swellings formed by a portion of fat which has penetrated through 
a cleft in the white line, and have great resemblance to the omental 
ruptures of the white line. These swellings feel hard, are insensible, 
irreducible, and produce no inconvenience. If such swelling be acci- 
dentally accompanied with colic, a mistake is very easy. (Compare 
par. 1208.) 

1239. At the upper part of the white line, and on the left side 
of the ensiform process, little ruptures not unfrequently arise, which, 
on account of the severe irritation of the stomach connected with 
them, may be called Stomach Ruptures, (Hernie ventriculi, G'astrocele,) 
but they usually contain a part of the transverse colon (c). They are often 
so small as to be scarcely perceptible, have usually the size of an olive, 
and are rarely larger. ‘They produce, without being strangulated, pain, 
dragging at the stomach, great tenderness of the pit of the stomach, 
vomiting, hiccough, nausea, especially after eating; and these symptoms 
diminish in the supine posture. The swelling is only felt when the patient 
stands up, or when the body is bent forward. ‘The cleft through which 
the rupture protrudes may be, perhaps, felt in coughing. For the 
purpose of keeping up this rupture, it is best to wear stays made of 
whalebone, which, at the part corresponding to the rupture, are 
furnished with a pad of sufficiently large size. 

1240. The treatment of the other Ventral Ruptures agrees, except in 
some slight modifications, with that for ruptures of the white line. If 


(a) Abhandlung von den Briichen. Second Edit., (6) La PeyRoniE ; in Mem. de l’Acad. de Chi- 
translated into French by RougEmount, p. 7. rurgie, vol. iv.—Litrre; in Mem, de l’Acad., des 
Bonn, 1788. 4to. Sciences. 1714. 


‘(c) In LopEr’s Journal, 1797, vol, i. p. 215. 
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strangulation render the operation necessary, the dilatation of the 
stricturing part must be made in such direction that no important 
vessel shall be injured, and as much as possible directly upwards. 


V.—OF ISCHIATIC RUPTURE. 
( Hernia ischiatica, dorsalis, iliaca posterior, Lat.; Hiiftbeinbruch, Germ.; Hernie 
ischiatique, Ischiocéle, Fr.) 

1241. Ischiatic, Dorsal Rupture, passes through the notch of the 
haunch-bone, above the sacro-ischiatic ligaments and pyriform muscle, 
below the gluteal muscle, and appears externally near the lower part of one 
of the lateral edges of the rump-bone, or coccyx; it attains often a con- 
siderable size, extending more either upwards and backwards, or outwards, 
towards the perineum. It contains, either merely intestines, urinary 
bladder, or both small and large intestines, the womb, and the like, 
together. It is undecided whether the male or female sex be more sub- 
ject to this rupture. It is more frequently noticed on the right than on 
the left side. It may be congenital, or may occur subsequently. 

The various cases of this rupture described are those of— 

Papen, C. H., Epistola ad illustr. virum ALB. pe Hatier de stupenda hernia 
dorsali. Gdétting., 1750; in Hatier’s Disput. Chirurg., vol. iii. p. 314. 

Verprer; in Mémoires de l’Académ. de Chirurgie, vol. ii. p. 2, note a. 

Camper, Demonstrationes anatomico-pathologice, lib. ii. p. 17. 

Rossz, Progr. de Enterocele ischiatica. Lips., 1792. 

Lassus, Pathologie Chirurgicale, vol. ii. p. 103. 

Cooper, ASTLEY, above cited, p. 66. 

Scurecer, Chirurgische Versuche, vol. ii. p. 156. 

BERZOLD; in SreBoLD’s Samml. chirurg. Beobact., vol. iii. p. 292, pl. iii. 

Monro, Anatomy of the Gullet, Stomach, and Intestines, Edinb., 1811, p. 380. 

Hacer, above cited, p. 275. 

Rousetrn, Annales cliniques de Montpellier, vol. vill. p. 354. 


1242. The diagnosis of this rupture is very difficult. Whilst it is small 
and covered by the great gluteal muscles, it cannot be discovered. In 
making the diagnosis, we must first remember the seat of the swelling ; 
the suspicion of a rupture is so much the greater when it is congenital, 
and has a form, namely, a globular form, which other swellings generally 
have not. It can only be determined when the intestine can be felt in 
the rupture, which may be returned, and again protrude. In small 
ruptures the convolutions cannot be at all felt; and even without adhe- 
sions, the return of this rupture may be impossible, on account of the small 
size of the aperture by which it has escaped. In large ruptures, an empti- 
ness of the belly is noticed. 

Congenital ischiatic rupture first begins with a broad base from the 
body, but in larger ones the neck.is narrower than the bottom. As the 
urinary bladder can alone lie in dorsal rupture, so must the symptoms of 
vesical rupture be remembered in the diagnosis. ‘The distinction of this 
rupture from a fatty or encysted swelling is difficult; it may be easily 
mistaken for an abscess when it proceeds to suppuration. Spina bifida is 
distinguished from this rupture by its seat in the middle of the rump-bone, 
by its fluctuation, and, in most cases, by its transparency. 

1243. As in this rupture the pelvic aponeurosis is ordinarily torn and 
not displaced with it, it is covered only by skin, and by the outspread, 
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or divided fibres of the m. levator ani. The sac of the rupture lies between 
the under inner edge of the great gluteal muscle and the side of the rectwm. 
On the inner side of the hip-bone, the neck of the sac is immediately 
surrounded by the obturator artery, both above and below. Upon the 
outer side of the hip-bone, the ischiatic nerve lies before and below, and 
the gluteal artery behind (A. CoorER) (@). 

1244. Small dorsal ruptures may be easily reduced; they return of 
themselves into their proper place. Large and more long-continued 
ruptures are capable of a slow reduction by a continued suitable position 
and external pressure. Reduction may be impossible on account of 
adhesion, or if the greater number of the abdominal organs be contained 
in the rupture, on account of the contraction of the walls of the belly. 
According to AstLEy Cooper, if ischiatic rupture render the operation 
necessary, and the extension of the mouth of the sac cannot be effected 
with a blunt hook, it must be divided forwards. Srr_eR considers it 
absolutely necessary in dividing the mouth of the sac, to cut layerwise 
from without inwards, and to tie the divided arteries immediately. 

Hacer (6) distinguishes an upper and lower ischiatie rupture; the one should 
descend above the m. pyriformis, the other between it and the ischiatic nerve and the 
upper of the m. gemini; the one has at its escape from the ischiatic hole the upper 
gluteal artery above and behind, and the nerve below it; the other has the lower 
gluteal artery, the pudic artery and vein, and the nerves below it. It is best not to 
open the hernial sac, and in the superior ischiatic rupture, to divide its mouth forwards 
and outwards, but in the inferior, forwards and upwards. 

Scarpa (c) considers this in women as enlarged pudic rupture, and in men as large 
perineal rupture, and therefore treats them as such. This opinion is perhaps right as 
regards some of the above-described cases, for instance, those of PAPEN and BosE; but 
it is contradicted by other cases in which there has been sufficient anatomical exami- 
nation. 


VI—OF THYROID RUPTURE. 


(Hernia Foraminis ovalis seu thyroidet, Lat.; Bruch des eirunden Loches, Germ. ; 
Hernie du Trou ovalaire, Fr.) 


GarENGEOT, above cited, vol. 1. p. 709. 


Hevermann, Abhhandlung der vornehmsten chirurg. Operationen. Copenhagen, 
1778, vol. i. p. 578. 


Escuennacn, C., Observata queedam anat.-chirurg. medica rariora. Rostoch., p. 265. 

Ginz, De herniis, p. 96. 

Vocst, B., Abhandlung aller Arten der Briiche. Glogau, 1769. 8vo. p. 204. 

Camper, Demonstrationes anat. pathol., vol. ii. p. 17. 

Croquet; in Journal de Médecine par CorvisaRT, etc., vol. xxv. Bulletin de la 
Faculté de Médecine, No. 8, 1812, p. 194. 

Buus, De hernia obturatoria. Hal., 1819. 

GApDERMANN, Ueber den Briich durch das Hiiftbeinloch, nebst einem seltenen Falle 
hieriiber. Lanshut, 1833, 8vo. 

Coorrr, ASTLEY, above cited, part ij. p. 61. 

Croquet, J., Pathologie chirurgicale. Paris, 1831. pl. v. 


1245. In Rupture of the Thyroid Hole, the intestines pass through the 
opening in the ligament by which the obturator nerve and vessels pass 
The share-bone is in front of the neck of the sac, and its under, inner, and 
outer part, is surrounded by the obturator ligament. The base of the 


(a) Above cited, pl. xxiii. f 
(6) Above cited, p.272. (c) Supplement, above cited, p. 150. 
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rupture is between the m. pectineus and adductor brevis, or between the: 
front heads of the adductor. The obturator vessels are upon its inner 
hinder part, and large branches of the obturator nerve are before it. 
Differences however may occur, especially if the obturator and epigastric 
arteries arise in common, of which a case was seen by GADERMANN 
where the artery passed first on the inner, and then on the front of the 
hernial sac. This rupture is at first very apparent, if a large quantity 
of intestine be protruded. It may have a different form, because it 
penetrates through different interspaces of the muscles. It occurs more 
commonly in females than in males, and may contain intestines, omentum, 
and even the urinary bladder; and not rarely does it occur at the same 
time on both sides. 


[Croquet says (a), that “ Ruptures of the subpubic (thyroid) hole are much more 
frequent than generally supposed, and that they are more commonly met with in women 
than in men. They have distinctive characters when they have attained a certain bulk; 
are capable of being operated on, especially in thin persons ; and that the bladder may 
displace itself, through the subpubic hole ” (p. 87.) Ina ease, however, which he has 
given an account of (6), the tumour produced no visible external swelling, although of 
the size of a small hen’s egg ;but it was covered by the m. pectineus and adductor longus. 
And in DuvERNEY’s case (c), in which there was rupture through both thyroid holes, 
although each of the swellings was as large as an egg, yet no external tumour was 
observed. Neither was there any swelling in Smrru’s, of Manchester, case (d). It must, 
therefore, be taken as a rule, that these ruptures are not usually discoverable, although 
in GARENGEOT’s patient it was; the tumour, which was distant about a finger’s breadth 
from the pudendum, descending six inches down on the inner and upper part of the 
thigh (e); it was.reduced. LawRence considers that “the m. pectineus, the long and 
middle heads of the m. triceps, and the m. gracilis, so completely close the space into 
which the sac protrudes, that they must by their pressure prevent it from increasing to 
any great bulk.” (p. 619.) 

Franvz relates (f) the case of a woman, forty years old, who, with many symptoms 
of strangulated rupture, had severe pain at the upper inner part of the left thigh, which 
came on suddenly, and recurred every ten minutes. No swelling was observable, but 
pressure high up between the m. triceps and the adductor muscles produced severe pain. 
There was neither tenderness nor pain in the belly. Three years previously she had 
had the same symptoms, but was suddenly relieved, whilst pressing on the part, when 
something seemed to go back with a noise into the belly. This had occurred more 
than once since, though less severely. When Frantz attended her, the symptoms were 
much more violent and less manageable; bleeding, purging, pressure, and other means 
were useless. Stercoraceous vomiting occurred on the ninth day, and the symptoms of 
strangulation increased up to the fourteenth, when she seemed dying, but a free dis- 
charge of stool then took place; and ultimately she recovered. 

The only two examples of this disease I know of, are one from a male subject in St. 
Thomas’s Museum, and another in the collection of the Royal College of Surgeons.— 
Jota 


1246. The diagnosis is founded on the seat of swelling at the upper 
inner part of the thigh, on its peculiarly elastic tension, on the mode of 
its origin, on the possibility of its reduction, on the sensation of gurgling, 
or of different kinds of contents in the swelling, and on the gastric 
symptoms which usually accompany ruptures. This rupture may be 
strangulated, and the strangulation is usually at the mouth of the sac, but 
is more rarely caused by the neck of the sac or by the muscles. 

1247. If the rupture be reducible, it must be returned to its proper 
place, and there retained by means of a graduated compress and an 
inguinal spica bandage, or with an inguinal truss, of which the neck is 

(a) Recherches Anatomiques. (d) Lancet, 1829-30, vol. ii. p. 735. 
(b) Journal de CorvisaRr, above quoted. (e) Mem. de l’Acad., just cited, p. 708. 


(c) Mem. de l’Acad. Roy. de Chirurgie, vol. i. ( f) Allgemeine Medicinische, Central Zeitung, 
p: 711. April, 1842, 


VAGINAL RUPTURE. 89 


more lengthened downwards, and the pad comes directly below the trans- 
verse branch of the share-bone, at the origin of the m. pectineus. If 
there be strangulation, if the remedies employed be ineffectual, and the 
operation be indicated, the enlargement of the stricture, when possible, 
must be effected in the bloodless way, with the blunt hook from within 
outwards, and downwards. The dilatation with the knife, if necessary, 
must, according to AstLEY Cooper, be made inwards. 


If the rupture be concealed beneath the muscles, the diagnosis is rarely so certain 
that the operation can be undertaken. According to GADERMANN (@), the cut must be 
made through the skin and femoral ligament, an inch below Poupart’s ligament, and 
as far from the pubic symphysis, and continued rather inwards, about four inches in 
length; the pubic muscles must be cut through obliquely, and also the long and short 
heads of the m. triceps. 


VII.—OF VAGINAL RUPTURE. 
(Hernia vaginalis, Lat.; Scheidenbruch, Germ.; Hernie vaginale, Fr.) 
GARENGEOT, above cited, p. 707. 
Hoty, above cited, p. 211. 


CuRIsTIaN, On a species of Vaginal Hernia occurring in Labour; in the Edinburgh 
Medical and Surgical Journal, vol. ix. p. 281. 


Srark, Dissert. de hernia vaginali et strictura uteri. Jena, 1796. 
Cooper AsTLEy, above cited, part il. p. 56. 


1248. In Vaginal Rupture the intestines pass down in the fold of the 
peritoneum between the womb and the rectum, or between the former and 
the bladder, in consequence of which a swelling takes place on the hinder 
or front wall of the vagina, but for the most part more on one than on 
the other side, which, as it enlarges, passes between the /abia, and attains 
considerable size. The rupture usually coutains the urinary bladder when 
it is on the front wall of the vagina, or the womb when it is on its back 
wall. There may be also a portion of the small intestine, more rarely of 
the colon or of theomentum. The swelling is elastic, and free from pain ; 
when pressed it recedes, but recurs on coughing, and so on ; it increases 
in the upright, and diminishes in the supine posture. The mouth of the 
womb is completely free. If the swelling occur at the hind wall of the 
vagina, it is generally deeper than in front; in the latter case it is also 
usually accompanied with great inconvenience, in consequence of dis- 
placement of the bladder. With a large rupture at the hinder wall of 
the vagina there is most commonly prolapse of the anus. If the rupture 
be caused hastily, by violent straining and the like, the patient feels as if 
something were torn in the vagina, and severe pain, which subsequently 
is converted into a remitting colicky pain. If the vaginal rupture 
contain the bladder, it causes great disposition to make water, itching in 
the urethra, retention of urine, tension and painful distension of the belly, 
sometimes agitation, restlessness, dragging at the stomach, and sundry 
disturbances of the nervous system. In the protruded part of the bladder 
a stone may be formed. 

1249. The predisposing causes of vaginal rupture are, relaxation of 
the vagina from previous delivery ; whites, improper use of coitus, warm 
bathing, fire-pans, relaxed state of the body, inclination of the pelvis 
backwards, so that the intestines sink more deeply into it, and also 
wide pelvis. This rupture generally occurs soon after delivery, from 
straining ; it rarely happens in unmarried women. 

(a) Above cited, p. 29. 
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1250. The replacement of vaginal rupture is usually easy. The patient 
being placed on her back, pressure is made with the fingers upon the 
swelling, and continued, if it return upwards with the fingers, even to the 
entrance of the womb. If the reduction be difficult it should be favoured 
by relaxing clysters, and by continuing the supine posture. ‘The repro- 
trusion of the rupture is best prevented by a cylindrical pessary, which 
can be fixed with a T bandage. The patient must avoid all straining, 
and if the rupture protrude in spite of the pessary, that instrument must 
be removed, and after the reduction of the rupture, replaced. A radical 
eure may perhaps in many cases be effected by the continued use of the 
pessary and of astringent injections into the vagina. If this rupture 
protrude during childbirth, it must be kept back by continued pressure, 
till the child’s head have descended, and then delivery is quickly com- 
pleted. Vaginal rupture may be strangulated (although rarely, on 
account of the yieldingness of the parts surrounding the rupture) by 
the enlarged womb during pregnancy, or by the collection of fecal 
matter. ‘The return is effected by the use of suitable means, at least no 
case is known in which the operation was necessary, which also is only 
possible when the rupture is low down in the vagina. 


The midwife RonDEL (a) recommends a ring-pessary of watch-spring and Indian 
rubber for keeping up this rupture. 


VIII—OF PERINZ AL RUPTURE. 
(Hernia Perinai, Lat. ; Mittefleischbruch, Germ.; Hernie du Périnée, Fr.) 


1251. Perineal Rupture occurs by the descent of the intestines 
between the rectum and vagina in women, and between the rectum and 
bladder in men. The external swelling in the perineum is different ; 
it presents itself in the male generally in the region of the neck of the 
bladder ; in women between the vagina and anus, usually on one or other 
side, and at the bottom of the labium. This rupture may contain a part of 
the intestinal canal, of the omentum or of the bladder. In women it 
must always be eomplicated with vaginal rupture (1). In men it causes. 
various urinary inconveniences. 

(1) Cuopart and Drsautt (6) believe that perineal rupture in women is not pos- 
sible, as a vaginal rupture is more easily formed. Its existence in women has, how- 
ever, been proved by the observations of Mery (c), CuRADE (d), SMELLIE (e), and 
ScurecEr (f); and many examples of it have been given by CHARDENON (gq), 
Prre.et (h), BROMFIELD (7), SCHNEIDER, Scarpa (f), Jacopson (/), and Scuotr (m) ; 
also A. CoOPER (7). 

1252. Perineal rupture is rare, and only possible in violent driving of 
the intestines downwards; in great resistance of the coverings of the 
belly, great relaxation of the peritoneal fold between the vagena and 
rectum, or between the rectum and bladder, and in slight inclination of the 
pelvis. Perineal rupture which contains the bladder, occurs especially 
in pregnancy, when the bladder is thrust downwards and outwards by the 


(a) Memoire sur la Cystocéle vaginale, et (h) Memoires de l’Acad. de Chirurgie, vol. iv. 
sur les meilleurs moyens d’y remédier. Paris, p. 182. 
1835. (i) Chirurgical Observations, p. 264. 
(6) Traite des Maladies Chirurgicales, p. 292. (k)Ouiivier’sTranslation,Memoire sur la Hernie 
(c) Memoires de l’Acad, de Chirurgie, vol. ii. du Perinée ; at the end of his Supplement, p. 118. 
poe ee (2) In von Grakre und WaLtaer’s Journal, 
a Memoires de ]’Acad. des Sciences, 1713. vol, ix. pt. iii, 
e) Sammlung besonderer Falle in der Hebam- (m) Nosologisch therapeut. Betrachtung dreier 
menkunst, vol. ii. pp. 147, 148. interessanter Krankheitsfalle, above cited, p. 59. 
CF) 1b, p. 181, Frankfurt, 1827. 8vo. 


(g) Horn, above cited, p. 135, (n) Above cited, p. 59. 
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distended womb (a). In men, perineal rupture has a round or pear-shaped 
form ; the swelling is in the perineum, on one side of the anus, so that 
the raphe is pressed somewhat aside. In women, so long as the rupture 
remains in the perineum, the swelling is roundish, and bluntly conical- 
pointed ; as it extends into the dabiwm it becomes oblong, egg-shaped. 
Generally perineal rupture is small, or up to the size of a hen’s egg ;_ but 
it may attain considerable bulk. 

1253. The return of this rupture is usually easy, and it may be kept 
back by a bandage, consisting of a spring surrounding the pelvis, from the 
hinder part of which a curved spring descends, and attached to its extremity 
a conical pad, which being-applied directly upon the seat of the rupture, 
the latter is kept up by the strength of the spring and by an elastic band- 
age around the thigh. If this rupture be strangulated, and its reduction 
by suitable remedies impossible, the operation is neither difficult nor 
dangerous, as the opening of the hernial sac is almost always external to 
the bottom of the pelvis. After opening the sac, a button-ended bistoury 
is to be introduced between the intestine and the tough edge of the hernial 
sac, and the strangulation may be relieved by a slight cut from below 
upwards, obliquely towards the side (ScaRPa.) 

The opinion, that by pressing back the external swelling, the rupture cannot be com- 
pletely reduced, is disproved by Scarpa’s observations. 

The Pudendal Hernia of Asttey Cooper (b), the posterior labial rupture of SrrLEr, 
is to be considered merely as a variety of the perineal rupture in women. The intes- 
tines descend along the vagina, between it and the m. levator ani, and form a swelling on 
the under half of the labium. It is distinguished from inguinal rupture, by the upper 
part of the Jabiwm and the abdominal ring being quite free. It is felt on introducing 
the finger into the vagina, pressing on the side of that passage, high up. 

See Scarpa, above cited, p. 139. 

Croquet, J.; in Nouv. Journ. de Médecine, vol. i. p. 427. 

Bomparp; in Dictionnaire des Sciences Médicales de Bruxelles, vol. vii. p. 448. 


IX.—OF RECTAL RUPTURE. 
(Hernia Intestini recti, Lat.; Mastdarmbruch, Germ. ; Hedrocéle, Archoccle, Hernie du 
Rectum, Fr.) 
ScurEGER, above cited, p. 136. 


1254. In Rectal Rupture there is a prolapse of the rectum, which contains 
the portion of protruded intestine. The predisposition to this rupture 
seems to be slight inclination of the pelvis, slight projection of the pro-— 
montory, and slight curving of the rump-bone. 

1255. A rectal rupture may perhaps be inferred, firstly, from the long 
continuance of the prolapse and its size; secondly, especially if the 
position of the body show slight inclination of the pelvis; thirdly, if 
the flatness of the upper part of the belly indicate an unnatural deepness 
of the small intestines; and fourthly, if the swelling of the prolapse be 
upon the one side of greater size, and at the same time, firmer, more elastic 
and fuller, than on the other. ‘The diagnosis is determinable only by 
examination ; the attempt to return the prolapse gives opportunity for 
seeing whether there be any motion of the contents, whether, in coughing 
and so on, the swelling reprotrude; whether the patient experience any 
colic in the prolapse. These experiments may be without satisfactory 
result, if there be adhesions in the rupture. An old prolapse of the rectum, 


a) Koscu, Dissert. de Cystocele perinzali. Regiomont, 1826. 
yi 8 
(b) Above cited, p. 52. 
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in which there is thickening, enlargement, and so on, has great resem- 
blance to such adherent rupture. Rectal rupture may inflame; there may 
be even strangulation, by the contraction of the sphincter muscle. 

1256. The treatment consists in the return of the rupture, and when 
this is done, in preventing its reprolapse, as will be mentioned in speaking 
of the rectal prolapse. If the replacement be impossible, the case must be 
treated as a prolapse of the rectwm. 


X.—OF PHRENIC RUPTURE. 
(Hernia phrenica, Lat.; Zwerchfellbruch, Germ. ; Hernie diaphragmatique, Fr.) 


Protrusions through the diaphragm occur in different ways. 

First, Through the natural apertures by which the aorta, vena cava 
inferior, esophagus and intercostal nerves pass. These are very rare, and 
AstLey Cooper says he has never seen an instance. MorGAGni mentions 
one, in which the omentum, the duodenum, and jejunum, with part of the - 
ileum, ascended by the side of the esophagus, and compressed the heart and 
lungs into a very small compass (a); also another, in which part of the 
colon, a large portion of the omentum and the pancreas passed through the 
hole for the intercostal nerve. FanrTonr also mentions a case, in which the 
stomach and part of the omentum had entered the chest by the side of the 
esophagus (6). 

Second, From malformation of the diaphragm, which is more frequent, 
and isimore common on the left than on the right side, and in the muscular 
than in the tendinous portion of the muscle (1). Macaunay mentions 
one case, in which the stomach and greatest part of the pancreas had passed 
into the cavity of the left pleura ; and another, in which the whole liver 
had entered the right pleura (ec). If the protrusion and the aperture be 
considerable, the child dies soon after birth. But if the aperture be small, 
the patient may live for some years ; and in the case mentioned by AsTLEY 
Coorer (d), the following symptoms were observed. Oppression in breath- 
ing from childhood ; and as she increased in years the least hurry in exercise, 
or exertion of strength, produced pain in the left side, a frequent cough, 
and very laborious respiration. After great exertion an attack of pain in 
the upper part of the abdomen, with vomiting, and a sensation of something 
dragging to the right side, and always referred to the stomach. The ces- 
sation of these symptoms was as sudden as their accession ; after suffering 
severely for a short time all pain and sickness ceased. These symptoms 
were of longer continuance as she became older. At twenty-eight years she 
died, having had symptoms of strangulated rupture for some days before. 
On examination, eleven inches of the great arch of the colon was found to 
have passed through a hole, two inches in diameter, in the left side of the 
diaphragm into the chest, together with a considerable portion of omen- 
tum (2). ‘These cases generally are unprovided with any hernial sac, the 
peritoneum and pleura both seeming to terminate at the margin of the 
hole. Coorrr, however, relates a case, in which there wasa sac consider- 
ably larger than a tennis-ball in the right side of the chest, consisting of the 
pleura and peritoneum united, with its orifice at a small distance from the 
right side of the ensiform cartilage, where there appeared a deficiency of 


(a) Epist. liv. art. xiii. (c) Medical Observations and Enquiries, vol. i. 
(6) De Observ. Med. et Anat, Epist. 1714. Epist.  p. 25 


+ On ‘ 
xxiii. (d) Medical Records and Researches. 
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fibres in the large muscle of the diaphragm. The sac contained the right 
extremity of the stomach and beginning of the duodenum, the arch of the 
colon, and part of the omentum (3). 

Third, From wounds or laceration of the muscle, which remain during 
life. This may happen from penetrating wounds with the sword, or by 
broken ribs being thrust through the diaphragm. Sometimes even a blow 
on the belly, received in a fall, will rupture the tendon of the diaphragm. 
The patient lived five days, and on examination the stomach and part of 
the duodenum were found protruded into the left plewra (4). (A. CoorEr.) 


(1) In St. Thomas’s Museum there are two specimens of Phrenic Rupture through 
the left side of the muscular part of the diaphragm; in the one small intestines, and in 
the other part of the stomach has passed into the chest. 

(2) This preparation is in the Museum at St. Thomas’s. Two other cases are men- 
tioned; one by Cxiark (a), and the other by the younger Monro (6). 

(3) An instance of protrusion of half the pyloric extremity of the stomach, the whole 
arch of the colon and the omentum, through a hole, two inches in diameter, in the left mus- 
cular portion of the diaphragm, near the vertebre, is mentioned by Leacock (c), in aman 
of forty-nine, who had severe pain of the belly, especially at the pit of the stomach ; con- 
stant vomiting, with rigors and disposition to syncope on the slightest movement. He 
died within thirty hours of the symptoms coming on. 

(4) A case of aperture through the tendon of the diaphragm, by which the stomach, 
transverse arch of the colon, and omentum passed into the left side of the chest, is related 
by MacFapYEN (d). 


-XIL—OF MESENTERIC AND MESOCOLIC RUPTURES. 
(Hernia mesenterica et mesocolica, Lat.) 


It might at first sight appear incorrect to describe these as ruptures, 
because they do not leave the cavity of the belly ; but they are as truly 
ruptures as if they did, inasmuch as they escape from their proper cavity, 
the reflected peritoneum, and are found on its external surface. 

The mesentery and mesocolon, each consisting of two layers of perzto- 
neum, may have either of these layers naturally deficient, or torn by vio- 
lence, and thus an opening may be formed, through which the intestines 
entering, separate the peritoneal layers and form a hernial pouch between 
them. AstTLEy Cooper says (e) that he is unable to determine which of 
these is the cause of the disease, but is disposed to believe its source is in 
an originally defective structure. Whether these cases ever present 
symptoms of strangulation may be questionable. Of the two cases men- 
tioned by A. CoorEr, nothing was known, and his presumption of what 
the symptoms might have been is of little consequence. In the mesenteric 
rupture, all the small intestines, except the duodenum, had passed between 
the mesentery by a small aperture in its hinder layer. In the mesocolic 
rupture, the aperture was in the front layer of the mesocolon on the right 
side, and it contained all the small intestines, except the dwodenwm, a small 
part of the jejunum, and the termination of the ilewm. LAwRENCE says (f’) 
he has seen an instance of mesocolic rupture in that portion of the meso- 
colon belonging to the sigmoid flexure of the colon; and also refers to 
Jopert’s case (g), in which the intestine having passed through Wuns- 
Low’s hole had become strangulated in an opening of the mesocolon. 


(a) Transactions of a Society for the improve- (d) Edinb, Med, and Surg. Journ.vol. xix. p. 382. 
ment of Medical and Surgical Knowlege, vol. ii. (e) Above cited, part ii. p. Yi 
~ 118. (f) Above cited, p. 630. 


b) Treatise on Crural Hernia. (g) Trait des Maladies Chirurgicales, vol. i. 
‘3 A. CoorEr, above cited, p. 72. p- 522. 


94 STRANGULATION WITHIN THE PERITONEUM. 


It may also be here noticed that LAawRENcE has seen the broad ligament 
of the wound separated and forming a sac similar to those just mentioned, 

. 680. 
ae NM disease is necessarily fatal, it has been proposed to open the belly 
near the presumed seat of the obstruction, and if possible ascertain it. This 
was done, though without success, by DuruyTReEn ; but his failure is attri- 
buted to his own wishes in the conduct of the operation having been 
overruled. The examination after death proved however that his proposal 


was the correct one (a). 


XII.—STRANGULATION OF INTESTINE WITHIN THE PERITONEAL 
CAVITY. : 

The bowels may become strangulated within the peritoneal cavity, 
according to ASTLEY CooPeERr (0), by passing through apertures in both 
layers of the omentum, mesentery or mesocolon ; by adhesions consequent 
on inflammation leaving an aperture in which a portion of intestine becomes 
confined ; and by a membranous band forming at the mouth of the hernial 
sac, lengthening by the repeated protrusion and return of the intestine, 
and at last accidentally entangling and confining it. To these may also be 
added the adhesion of the ementum to the bottom of the hernial sac, which 
sometimes becoming tense, presses the bowel passing behind between itself 
and the hind wall of the belly, and preventing the passage of its contents, 
produces strangulation. Of the two latter forms notice has already been 
taken (par. 1171 and 1177, note 1) as being connected with the ordinary 
descent of ruptures. 

LAwRrENnCE observes (ce), “ the violence of the symptoms and their rate 
of progress vary very much in different instances. They sometimes come 
on gradually, and advance very slowly, the case appearing to be one of 
mechanical obstruction, and being attended with an almost indolent 
enlargement of the abdomen. In other instances the close pressure of the 
stricture excites active peritonitis and enteritis; the inflammatory symp-- 
toms are strongly marked, and the case proceeds rapidly to a fatal termi- 
nation. As the exciting cause of the mischief is not indicated in these 
cases by any characteristic symptoms, they are considered and treated as 
examples of ordinary peritonitis and enteritis. The real nature of the ma- 
lady is not suspected until it has lasted for some time, and more especially 
from the combination of obstinate constipation with feecal vomiting. * * * 
The disease if left to itself is inevitably fatal,” (p. 630). 

The subject of Internal Strangulation has occupied the attention of Rokrransky of 
Vienna, and he has divided it (d) into three species. First. The narrowing or complete 
obliteration of the canal of a piece of intestine, resulting from the pressure exerted on it 
at one or more spots, by a’smaller or larger portion of intestine or its mesentery, so as to 
compress it against the opposite side of the abdomen. Second. The rotatory species, 
which consists of the rotation of one part round an axis formed by some other part; it 
includes three subspecies ; a, the rotation of a portion of intestine round its own axis; 
6, round an axis formed of the mesentery; c, wherea portion of intestine forms the axis 
round which another larger portion with its mesentery turns, so as to touch the peri- 
phery of the axis at every point. Third. This is caused by some peculiar arrangement 
of parts, the result of original malformation, or of previous disease. These strangulations 
of the intestine occur in circular or fissured spaces formed, a, by fibres or bands of cellular 
membrane running from one organ to another; 6, by adhesion of the free end of the 
vermiform appendix to some spot of the walls of the abdomen, or toa portion of intestine 

(a) Jopert, p. 581. (d) Medicinische Jahrbiicher des Oesterv. St.,vol. 


(6) Above cited, p. 75. xix. 1436.—Also in British and Foreign Medical 
(c) Above cited, Review, vol. iii. p. 495. 1837. 
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or mesentery ; c, by adherent diverticula ; d, by the adhesion of two convolutions at a single 
point; e, by perforations in the mesentery, or by fissures in an omentum altered by disease 

The conclusions which Rok1iTaNsKy draws from the numerous cases with which his 
paper is illustrated are, First, That though no age precludes the possible occurrence of 
internal strangulations of the intestines, yet they are most frequent in the middle and 
advanced periods of life. Second, That for a longer or shorter period before the fatal 
termination, the patient is attacked by symptoms indicating a strangulation of the intes- 
tine. These generally commencing with a sudden cutting pain in the bowels (in some 
cases proceeding from a determinate point) followed by more or less rapid visible dis- 
tension of the belly, tympany, constriction of the chest, anxiety, nausea, and vomiting, 
according to the violence and duration of the strangulation, sluggish bowels and long 
continued costiveness occur, with or without the previous symptoms. Rest, gentle 
aperients, and favourable positions of the body, mitigate or dissipate these symptoms, 
but they recur from the original cause, and terminate fatally. Third. The course of 
the affection is not generally very rapid ; it seldom destroys the patient before the second 
day, and frequently runs on for six, eight, or ten days; rarely extends to the third week, 
and is then interrupted by remissions and seeming improvements. Fourth. The disease 
may be distinguished mostly by the appearance of the patient ; by the succeeding attacks ; 
their origin from a determinate cause, and their course ; by the intervals of ease between 
the attacks; by their suddenness and progressive increase after a certain period; and 
finally, by insurmountable costiveness. RokrTansky rejects all medicine, especially 
purgatives, and proposes the knife as the only means of relief.—J. F. 8. ] 


Il.—Or Rurrures OF THE CHEST. 


CHaAvssIER; in Journal de Médecine, par Leroux. March, 1814. 

VERGNE, sur les Hernies des Poumons. Paris, 1825. 

1257. Ruptures of the Chest are very rare, and no other part than the 
lungs can easily be contained in them (Hernia Pulmonum, Lat.; Lung- 
enbruch, Germ.; Hernie des Poumons, Fr.) They are either congenital, 
and resulting from imperfect development of the walls of the chest, or 
they occur subsequently, by destruction of the walls of the chest, without 
wound of the general covering ; for instance, by extensive fractures of the 
ribs, by tearing of the intercostal muscles, by severe cough (1), by destruc- 
tion of the ribs, and so on. After such injuries, the lungs, on account of 
great extent and mobility, more frequently form ruptures, if they are not 
adherent to the surrounding parts (2). 

[(1) GrarEtup (a) describes a protrusion of the lung between the sixth and seventh 
rib on the left side, which occurred during coughing. The swelling was soft and 
elastic, an inch and a half long, and three quarters of an inch wide, and was painful at 
every inspiration. GraTELUP returned it, and applied a pad with a bandage, after 
which the patient had no more inconvenience, and recovered. 

(2) Ricwrer says, that “ SapaTrer told him of a soldier who at the battle of Rosbach 
was wounded in the chest. The corresponding portions of two ribs which had been 
shattered by the ball were lost. The opening however closed, but the broad soft scar 
soon yielded after the cure, and formed a bag which at every breathing alternately 
sunk and rose again.” (p. 4, 5.)] 

1258. If a pulmonary rupture occur after any of the just-mentioned 
occasional causes, a soft elastic swelling is produced, which gradually 
enlarges, often brings on a painful dragging, which ceases when the 
swelling is returned, Its enlargement corresponds with the movements of 
the chest in respiration. 

1259. Such rupture may be easily kept back, by means of pressure, but 
no radical cure is to be hoped for, because the disease is grounded in a 
solution of continuity of the ribs or intercostal muscles, which cannot be 


restored. 
(a) Ricuver’s Abhandlung von Bruchen, Edition 1785. 
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[As the lungs are occasionally found out of their proper cavity in consequence of 
deficient formation of the chest and other causes, so is also the heart; and this condi- 
tion, whether it be simply unnatural position within the chest itself, or actual removal 
from it in a greater or less degree, is called displacement of the heart( Ectopia Cordis, Lat.). 
When the congenital displacement is within the chest, the heart may be situated either, 
a, horizontally, which is very rare; 6, vertically in the centre of the chest, as quoted 
by Brescuer (a); ¢, vertically with its apex upwards and between the lungs, and its 
base with the large vessels as low as. the navel, as in De Torres’ case (6); or d, the 
heart may be more or less to the right side, and its apex pointed in the same direction, 
or it may be placed completely on the right side, with or without transposition of the 
viscera of the belly, as in BrescHet’s four cases (c). Similar examples have also been 
noticed by other writers. ; 

When the heart is congenitally displaced without the chest, it may be either on the 
surface of the body, or beneath the skin. Of the former kind BrescHeT speaks of 
cases “ connected with deficiency in the diaphragm and abdominal muscles, in which the 
heart, liver, and stomach, sometimes also the lungs and all the abdominal viscera are 
contained in a sac, sometimes covered only by peritoneum, sometimes by an extension 
of the common integuments, and sometimes occupying the sheath of the umbilical 
cord, forming a variety of umbilical rupture.” (p. 25.) O’Bryen has also given an 
account (d) of partial displacement of the heart, consequent on absence of the ensiform 
cartilage, and part of the rectt muscles and diaphragm, in which a portion of pert- 
cardium, containing the tip of the left ventricle, preternaturally lengthened, protruded, 
together with part of the arch of the colon immediately beneath the integument. The 
child lived three months, and the heart appeared to be insensible to the touch. Or the 
protrusion may depend on fissure, or deficiency in the ribs or breast-bone. Of the 
latter kind of displacement Ramen (e) mentions a case in a girl of ten years, in whom 
the heart was placed below the diaphragm in the situation of the stomach. Des- 
CHAMPS (f ) relates the case of an old soldier, in whom the heart was found in place of 
the left kidney. BrescuHeT gives an account of three cases in which the heart was 
found in the neck. 

Displacement of the heart after birth may occur at any period, most commonly by 
various kinds of diseases; but Strokes has related (g) a “case of probable dislocation 
of the heart from external violence,” in which the person having been crushed between 
a water-wheel and the embankment supporting it, had two of the lower ribs on the 
left side, the fifth, sixth, and seventh on the right side, and the right clavicle and 
humerus broken. For the first three hours he was completely insensible. He after- 
wards felt great pain in the right side of the chest, with a sensation as if a foreign 
body preventing respiration had been introduced into the right lung; the pain was 
accompanied with violent throbbing and heaving, and it was soon discovered that his 
heart was pulsating at the right side of the sternum. The person himself is quite 
positive that before the accident his heart beat on the left side, and was the first to 
notice its altered position. He recovered, and was subsequently able to follow his 
usual habits of hunting and shooting. 

Actual protrusion of the heart (Hernia Cordis, Lat. ; Herzbruch, Germ. ; Hernie du 
Ceur, ou Cardiocéle, Fr.) is very rare, even congenitally. CHAUSSIER gives the account 
of one case, a female infant in whom there was a soft roundish swelling about an inch 
high, and two and a quarter inches broad at the upper and fore-part of the belly, in 
which, on the slightest inspection, the form and various movements of the heart and 
the dilatation and contraction of its ventricles were observed. Its size varied according 
to the different states of respiration ; when the child inspired, the heart rose and seemed 
partially retracted into the chest, but when she expired the heart was driven forwards 
and downwards and the motions of the ventricles were very manifest. The swelling 
gradually increased in bulk, and enlarged when the child cried, especially when 
she was held upright; but it became softer and smaller when she was quiet and laid 
down. Gentle pressure also diminished the size of the swelling. As far as could 
be ascertained there was a large opening on the left side of the chest, below the edge of 

the fourth rib; some of the ribs below were deficient at the aperture. The child was 
well and healthy. CHaypssrer ‘also mentions the case of a soldier, twenty-seven years 
old, in whom all the breast-bone was deficient below the first pair of ribs. The five 


_(@) Sur I'Ectopie du Coeur; in Repert. Genér. (d) Transact. of Province. Med. and Surg. Assoc., 
d’Anatomie et de Physiologie Pathologiques, &c., vol. vi. p. 374. 
vol. i-, p.9. Paris, 1826. 4to. (e) Journal de Médecine, vol. xlix., p. 423. 
6) Philos. Trans., vol. xli. p. 776, 1741 (f ) Journal Génér.de Méd., vol. xxvi. p. 275. 


c) Mémoire sur l’Ectopie du Coeur; in Reper- Edi ical Surgi 
toire Général d’Anatomie, : ia irae ee pry ats Sige ita es 
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following pairs of ribs had no cartilages, but the seventh pair had cartilages, and united 
with each other at the mesial line. The interspace thus left on the front of the chest 
was large oblong, and seemed covered only by skin, and all the movements of the 
heart could be perceived through it: but there was not any protrusion. The man was 
perfectly healthy, had served several years, and sustained the ordinary fatigues of a 
soldier’s life (a). | 


IJJ.—Or Rurrvures oF THE BRAIN. 


Corvinus, Dissert. de hernia cerebri. Argent., 1749. 

SIEBOLD, C., Collectio observationum medico-chirurgicarum. Fasc. i. art.i. De 
hernia cerebri. Wiirzeb., 1769. 

Frrranp, Mémoire sur l’Encephalocele ; in Mémoires de l’ Académie de Chirurgie, 
vol. ii. p. 61. 


OrumeE, Dissert. de morbis recens natorum chirurgicis. Lips., 1773. 

HELD, Dissert. de hernia cerebri. Giess., 1777. 4to. 

SALLNEUVE, Dissert. de hernia cerebri. Gdtting., 1792. 8vo. 

Niemeyr, De hernia congenité. Hale, 1833. 

Turemie, Dissert. de hernia cerebri. Gotting., 1792. 8vo. 

Ear.e, Henry, in Med.-Chir. Trans., vol. vii. p. 427. 

Lipscuitz, Encephaloceles acquisita cum abscessu cerebri observ. Regimontii, 
1828. 

Orro, A. W., Lehrbuch der pathologischen Anatomie, vol. i. Berlin, 1830. 


Beck; in Buscu, voN GRAEFE und snp. Encyclopidisches Worterbuch, vol. xvi. 
p- 169, 1837, Article Hernia Cerebri (6). 


1260. Cerebral Rupture (Hernia Cerebri, Lat.; Hirnbruch, Germ. ; 
Hernie du Cerveau, Encephalocele, Fr.) is a swelling, depending on the 
protrusion: of the brain through an opening in the bones of the skull, and 
overspread by the external coverings. It is either congenital, or may arise 
accidentally after birth; in the former case, the brain protrudes through 
some place corresponding to the sutures; in the latter, through an opening 
caused by loss of substance. 


[The definition just given of this ailment, which is the true one, shows that the term 
hernia cerebri, as used by English Surgeons, is most improperly employed, inasmuch as 
the disease which they so name has no.resemblance to a rupture or protrusion of the 
brain from its proper cavity and enveloped in its natural coverings, but is consequent 
on a tearing through of its investing membranes, and a luxuriant granulating process 
of the brain itself, for the repair of a direct injury, resulting from external violence, by 
which that organ has been wounded ; or to fill up the deficiency which the ulceration 
excited by irritation and subsequent suppuration, consequent on inflammation and 
ulceration of the dura mater, set up by necrosis of the neighbouring skull-bone, has 
produced. The hernia cerebri of British Surgeons, upon which the best paper is that 
of STANLEY (c), is, in fact, no brain-rupture at all; it is merely a luxuriant, or so- 
called “ fungous” growth of a brain-ulcer to fill up its cavity, and is nothing more than 
a neglected active healing ulcer, of which the attempts for its self-cure being too 
vigorous, assume effectually an unnatural condition, and thus prevent the reparation of 
the injury they were intended to cure. This state of the brain has been already noticed 
(par. 450, vol. i. p. 425); and it must not be confused with that now under considera- 
tion, of which a very excellent account has been given by Brcx (d); nor with the 
blood-swellings of the heads of newly-born children, which will be noticed hereafter.— 
J. F.S.] 


(a) I have extracted these cases from HUFELAND (b) I have freely availed myself of this excellent 
und Harues’ Neues Journal der praktischen Arz- _ article, which is the best I have met with on a 
neikunde, &c., who quote them froma paperof subject little attended to in this country.—J.F.S. 
CuaussiEr’s in Lreroux’s Journal de Medecine, (¢) Cases of Hernia Cerebri, with Observations ; 
March, 1814; but I cannot find it there, or in the in Med.-Chir. Trans., vol. viii. p. 12. 
neighbouring volumes.—J. F.S. (d) Above cited. 
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1261. Congenital Cerebral Rupture is the consequence of an incomplete 
or retarded formation of the skull-bones, the interspace being filled only 
by fibrous membrane, through which the brain, when in a diseased state 
of expansion, as in hydrocephalus, protrudes (1). It occurs most commonly 
in the middle of the occipital bone, in the region of the great occipital 
hole, or at the posterior fontanel ; it may be, however, at any other 
part of the skull, where the bones are still separate. It is characterized - 
by a swelling of various size, covered by the integuments of the skull, 
which are thinned on the top of the swelling and deprived of hair. The 
aperture, by which the brain protrudes, is irregular, and the swelling, 
usually fluctuating, can rarely be much diminished by pressure, and recurs 
when left alone; the edge of the bone is felt at its base, and the swelling 
has usually some pulsation. The symptoms vary according to the size of 
the rupture; if it be small, there is generally no particular disturbance, 
when the swelling is properly-protected from external violence. In large 
cerebral ruptures, there arises from the weight of the swelling, tearing of 
the brain, and so on, pain which the child shows by slight moans and 
sighs, and which may be relieved by proper support and covering of the 
tumour. Children, with large cerebral ruptures, commonly die early, and 
pass their short life in continual stupefaction; are often sick, badly 
nourished, and are frequently convulsed. The swelling may inflame and 
burst, and the patient then soon dies. Several cerebral ruptures may 
exist at once. Those affected with cerebral rupture often live long, and 
frequently, without any disturbance of the bodily or mental powers being 
thereby caused. 

Hetp (a) saw acerebral rupture, in a girl of twenty years; GuyENoT (b), in a man of 
thirty ; Ricurer (ce), in aman of sixty; LALLEMAND (d), in an imbecile girl of twenty- 
three years; WrDEMEIER (e,) in a young man of eighteen, who was small, imbecile, 
and almost speechless. 

On examination of congenital cerebral rupture, the galea aponeurotica and dura mater, 
are found tolerably united together beneath the external skin. In the sac formed by them 
is a large or small portion of brain, covered by the tunica arachnoidea and pia mater ; 
the entire surface is moistened with serous vapour; and frequently there is a consider- 
able quantity of serous fluid. No adhesions have been hitherto observed in this rupture. 
The condition of the displaced brain is similar to that within the skull, but surrounded 
at its base with a groove. <A part of the ventricle, expanded with water, may be contained 
in the rupture. Not unfrequently is cerebral rupture accompanied with spina bifida. 

[(1) Orro observes (f) on this point, that it (Watery Rupture of the Brain ; Hirnwas- 
serbruch, Germ. ; Hydrocephalocéle, Fr.) “ seems to depend rather on a diseased partial 
enlargement of the brain, which, if not in all, certainly in the greater number of 
instances, depends on hydrocephalus, rather than on deficient development of the skull- 
bones, which seems only to be consequent on that condition.” (p. 409.) And “although 
in some cases, perhaps, a simple hypertrophy of the brain may cause cerebral rupture, 
yet hydrocephalus is usually its cause; therefore almost all the well-observed cases of 
cerebral rupture have distinctly shown this; and I have also noticed it in the cases 
which I have observed. In Prnapa’s case (g) much water constantly trickled from 
the cerebral rupture; and in Earix’s case (h) the water again collected after having 
been drawn off. Baron (7) has related an instance of a female child who was born 
with a remarkably large head, which at the end of a month measured twenty-nine 
inches in circumference. “ The circumference did not further enlarge, but a swelling 
began on the top of the head, over the posterior fontanelle, which, in the space of. 


(a) Above cited. 


(5) Ferranp, above cited. (g) Saggio d’ Osservazionie Memorie, vol.i. p. 15. 


(ec) Comment. Soc. Goetting, vol. xv. p. 21. Padova, 1793. 8vo. 
(d) PanEBs fraite des Maladies Chirurgicales, (h) Medic. Chir. Trans., vol. vii. p. 427. 

vol. v. p. 201. (i) History of a case of Rupture of the Brain, 
(e) Von GRAEFE und von WALTHER’s Jour- and its Membranes, arising from the accumulation 


nal, vol. ix. p. 126. 


CP) wabove cited of fluid in a case of Hydrocephalus Internus; in 


Med.-Chir. Trans., vol. viii. p. 51. 
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another week acquired the magnitude of a goose’s egg. At this period of the disease 
the mother, on going one morning to take up the child, was very much surprised to 
find that the swelling had become much smaller, and perfectly soft. She observed 
likewise a constant dribbling of water from the urinary passages, and that the bed 
was soaked with the discharge. It continued incessantly for three days and three 
nights. By this time the swelling had entirely disappeared, the head was considerably 
smaller, and the integuments which before were very much distended, now fell in 
large wrinkles over the child’s forehead, so as actually to cover the eyes.” (pp. 51, 2.) 
After two months the discharge by the urinary organs diminished, the head acquired 
greater size than before, “ having on this occasion extended itself over the whole of the 
head and face. * * * A watery discharge, tinged with blood, was seen to ooze from 
the nostrils and mouth. It continued without ceasing for three days, when the swell- 
ing on the top of the head had vanished, and the head itself was much smaller. The 
fluid never again accumulated in the sack on the outside of the head, nor did the head 
ever gain its former magnitude, because the discharge from the nostrils was kept up, 
with slight intermission, till the time of its death,” (p. 52, 3,) which occurred about 
eleven months after. Baron observes in explanation, that “ the expansion of the 
brain, its membranes, and of the cranium, seems to have gone on till the parts would 
stretch no longer, when the rupture took place which caused the first swelling and 
meesy a free and large communication between it and the interior of the brain.” 
p- 55. 

In very rare cases the fluid is contained between the brain and its membranes, and 

protruding, the latter forms its only contents as in TrxTor’s (a) and THompson’s (6) 
cases. 
_ Sometimes a portion of the cerebrum, sometimes a part of the cerebellum is contained 
in these ruptures, and an instance is given in which the whole cerebellum was found in 
a rupture through the occipital bone (c). There is also usually fluid, on which account the 
disease has been named hydroencephalocele. 

Congenital cerebral rupture is considered by Mrecxet (d) to arise either from collection 
of fluid in the brain, or on its surface, in which case a portion of the brain and its mem- 
branes are protruded. And as to its more frequent occurrence on the occipital bone than 
elsewhere, OrTo says, that this happens because “the occipital bone consists of several 
pieces of bone, which only at a more advanced period unite, and that the water collected 
in the posterior horn of the ventricle can act more powerfully upon the four pits formed 
by the dura mater in the occipital bone than upon the other parts, which rather form an 
inclined plane.” (p. 412.) And he says, that in this case “the brain penetrates 
through the enlarged occipital hole, and the cleft upper vertebre of the neck, or through 
special holes in the shell of the occipital bone, or at its upper angle.” (p. 410.) Among 
the more rare positions of this rupture must be mentioned the cases mentioned by 
Moreau (e) and RicuTer (/) in which the swelling appeared at the root of the nose 
and still more rarely where it protrudes into the orbit, the nostril, and the sphenoidal 
sinus. 

These swellings sometimes are much larger than the head itself, of which a case has 
been recently mentioned by ForcEMot (g); in this instance the cireumference of the 
head above the ears was only 26 centimetres, whilst that of the tumour was 30 cen- 
timeétres. 

Congenital cerebral rupture sometimes appears to be double, either in consequence of 
the little yielding of the falciform process of the dura mater, and of the longitudinal 
sinus ; or by a tendino s band dividing it into two halves, as in WEPFER’S case (h), which 
lived till six years old. These, however, must not be confounded with the actual 
duplicity of the hernial tumour, “twice noticed” by Orro “ at its commencement in 
one case, and perfectly formed in the other, where the one was again divided into two 
halves. And in Brrzarp’s case (7) the scar above the hernial rupture appeared to 
have been a second rupture.” 

The cure of these ruptures has been denied, but OrTo cites two instances, BILLARN’s, 
just noticed, and one of Mrcket’s (j), in which it occurred ; “ scarred spots being 


(a) Neue Chiron., vol. i. p. 469. (f) Comment. Soc. Gitting, vol. xv. p.29. 1804 


ey London Medical Repository, vol. ii. p. 353. 
4 

(c) Korsmawnn in Sreponp’s Journal fir die 
Geburtshulfe, vol. iv. p. 150. 1823. 

(d) Handbuch der Pathologischen Anatomie, 
vol. i. p. 301. Leipzig, 1812. 8vo. 

(e) Dictionnaire de Médecine, vol. viii. p. 51. 


p. 1024. 


(q) Bulletin de PAcad: Roy. de Medecine, vol. x. 
1845. 

(h) Obs. de Affect.Capit., p. 46. Scaphusii, 1717. 

(i) Traité des Maladies des Enfans nouveaux— 
nés, &c. Paris, 1828. 8vo. 

(j) Descript. monstrorum nonnullorum, p. D7. 


Lips., 1826. 
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found where in the fwtus the water had escaped, and the brain seemed to have fallen 
together.” (p. 412.)] 


1262. In Accidental Cerebral Rupture, the brain protrudes gradually, 
by means of its alternating pressure, at the spot where a previous injury 
of the skull has formed an opening, which is only closed by a cellulo- 
fibrous substance. As the scar has not the extensibility of the coverings 
in congenital rupture, so accidental rupture never acquires its size. The 
swelling always pulsates, increases somewhat during expiration, and lessens 
somewhat during inspiration. If the swelling can be returned, the edg 
of the opening in the bone may be felt. | 


[The acquired cerebral rupture is,” says Beck, “so rarely observed that nothing 
decided can be mentioned as to its progress. If the case mentioned by Lipsius be 
considered as hernia cerebri acquisita, it may be concluded from it, in reference to 
other cases, that the danger of this condition depends on the disposition of the brain 
to ulcerative destruction, formation of abscess, and secondary fungus.” (p. 176g) 

This, truly, is not saying much, and indeed CHELIUS’s observations are not more to 
the purpose. I do not know of any instance where, after the filling up of the opening 
in the skull which has been consequent on the loss of bone, either by the violence 
itself which has broken it, by the surgical operation which has removed it to relieve 
the brain from pressure, or by exfoliation, the result of direct injury or constitutional 
disease locally affecting the skull bone, the protusion of the brain with its cellulo- 
fibrous covering has taken place. Indeed, when from either of these causes an aperture 
has been formed in the skull, and the corresponding wound of the soft parts around it 
has scarred by its edges inosculating, if the term may be permitted, with the exposed 
dura mater, of which the surface first granulating, either itself becomes converted into a 
thin skin, or is covered with skin shooting from the surrounding scalp ; in such cases, 
instead of any protrusion of the brain and its covering membranes, there is a seeming 
depression, which, however, is really only correspondent to the thickness of the bone 
lost, and not an actual dropping into the cavity of the skull of the cellulo-fibrous sub- 
stance, which fills up the hole left by the deficient bone. The edge of the bony 
aperture in these cases is almost invariably thin, scaly, and sharp, as if there had been 
an unsuccessful attempt to convert the cellulo-fibrous substance into bone. The pulsa- 
tions of the brain are, when the patient is unexcited, sometimes, though not always, 
distinctly perceptible through this substance for some little time after the scarring has 
been perfected; but sometimes, even whilst the dura mater is granulating, little or no 
beating of the brain is observable. As, however, the scar becomes older and tougher 
the pulsation becomes less and less perceptible, and at last entirely ceases. But though 
such is the case under ordinary circumstances, yet if, from any cause, the patient be 
agitated and the circulation quickened, the throbbing of the brain against the cellulo- 
fibrous scar is distinctly visible, and subsides only as the agitation passes off. This I 
have frequently observed, as every one must, who has seen large apertures in the skull, 
from whatever cause resulting, scarred over. 

The cellulo-fibrous scar has a very smooth and highly polished surface, at first of a 
reddish colour, but subsequently as white or whiter than the surrounding skin; and 
more or less small blood-vessels are seen meandering upon it, which often remain after 
the general vascularity of the scar has diminished, and it has become white. Like 
all other newly-formed parts, its vitality is not great, and consequently, it not unfre- 
quently ulcerates superficially, heals up slowly, and again and again ulcerates and 
heals up in like manner. Although tough and resisting, it is not sufficiently stout to 
protect that part of the brain it covers from pressure; and therefore, if the fingers be 
applied on it sufficiently firmly, the brain being pressed, its functions are disturbed, and 
convulsions, with the other ordinary symptoms of compression, are produced, On the 
other hand, a sudden and large impulse of blood may so increase the bulk of the 
brain as to drive it against the cellulo-fibrous scar with sufficient force to burst 
through it. A very refiarkable instance of this kind is mentioned by JAMIESON (@) in 
a girl of thirteen years, who, having fallen from the roof of a house, “ broke and 
shattered her cranium at the place where the sagittal and coronal sutures meet, making 
a depression of the bone of about four inches in diameter ;” for which she was tre- 
panned, and “ the depressed pieces of bone being all found separated from the neighbour- 


_(a@) The Brain forced, by coughing, through the Essays and Observations, published by a Society in 
cicatrice of a wound of the head, &c.; in Medical Edinburgh, vol. ii. p. 217. 
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ing sound bone, were all brought away, and so left a terrible chasm in the cranium.” 
(p. 217.) In three months the integuments were cicatrized, but she continued to wear 
a plate of lead which had been applied over all the dressings on the fifth day after the 
accident, for five months, “ but then, thinking herself secure, she laid it aside, and con- 
tinued well seven months more, when the kink-cough, (whooping cough,) then 
epidemic in the place, seized her, and was so violent one night when she was in bed, 
that the cicatriz in her head was lacerated, and the brain was pushed out at the tegu- 
ments. Being instantly called for, I found above two ounces of the brain lying on the 
scalp.” (p. 218.) Entire paralysis of the limbs ensued, but she had still the use of 
her reason and tongue; was much inclined to sleep, had a low depressed pulse, 
anxtetas cordis, and involuntary discharge of urine. After continuing in this state for 
five days, she died; but unfortunately no examination of her body was permitted.— 


J. F.S.] 

1268. Accidental cerebral rupture is distinguished from the so-called 
fungus of the dura mater, by its origin; further, by its usually only occur- 
ring in more advanced age, and is preceded by pain, stupor, and the like. 

The congenital cerebral rupture may be distinguished from the blood- 
swellings of new-born infants, especially by the latter, in general, being 
seated on the sides of the head, and being unaccompanied with any 
symptoms of disturbed cerebral functions; whilst congenital cerebral 
rupture always arises on the region of the suture. Both cerebrum and 
cerebellum may be protruded (a), and the greater part of the brain con- 
tained in the swelling (0). 

Trew (ec), Le Dran (d), and others, have described cases of cerebral 
rupture occupying the right parietal bone, but they are the less to be relied 
on, as in neither case was there any anatomical examination. ‘The occur- 
rence, however, of cerebral rupture in other parts than the sutures, is 
proved by anatomical examination (e). 

Cerebral rupture is distinguished from watery cysts on the head of 
newly-born children, with which it agrees in reference to its seat, and by 
pressure on it causing cerebral symptoms, by its pulsation and great firm- 
ness ; the diagnosis, however, is difficult when, as frequently, a collection 
of water occurs with cerebral rupture (/). 

1264. The treatment of congenital and accidental cerebral rupture, 
consists in returning and retaining the swelling within the skull, for which 
purpose a sufficient degree of compression is employed by bandages 
dipped in astringent fluids, or by apparatus of leather, or less suitably, of 
metal, to such extent, as not to produce any symptoms. Small congenital 
cerebral ruptures may thus be radically cured, which is not to be expected 
with those arising from accident (g). If the cerebral rupture be large, 
and the reduction impossible, the swelling must be supported and protected 
from external pressure. In such cases the puncture of the swelling has 
been proposed in order to discharge the fluid and lessen the bulk of the 
swelling. This practice is always very dangerous, although it has been 
practised with success. ‘The puncture should be made with a fine needle 
or lancet, and after emptying, the aperture is to be closed to prevent the 
entrance of air. 


(e) Observations de Chirurgie. 
vol. i. obs, i. 


(a) Lattemanp and Barros; in RICHERAND, 


Paris, 1771, 
Nosographie Chirurgicale. Fourth Edition, vol. ii. 


p. 313.—BoveEnr, above cited. ‘ 
(b) IsENFLAMM; in Archives Generales de Me- 
decine, vol. iv p. 229.—Gaz. Méd., 1334, p. 667. 
(c) Sanson; in SaparieR, Medecine Operatoire, 
vol. iii. p. 409. 
(d) Commerc. lit. Noric., an 1738, p. 412. 


(f) Horriine, Zwei Falle von Hirnbruch; in 
Casper’s Wochenschrift, 1835. No. 23.—Compare 
also NAEGELE, Ueber den angebornen Hirnbruch 
und die Kopfblutgeschwiilste Neugeborner in 
diagnostischer Hinsicht ; in HurreLanp’s Journal, 
1822, May, p. l. 


(g) SALLNEUVE, above cited. — Marrini; in FRorIEP’s Notizen, vol. xi. p. 222. 
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Punctures have been made very frequently with successful result(@) (1). 

Tying the swelling (ScHNEIDER) (0), and incision with the view of extirpation, 
under incorrect diagnosis (LALLEMAND) (c), and the removal of part of the protruded 
brain (Stannxy) (d} (2), have had fatal results. Opening the swelling has sometimes 
first discovered the incorrectness of the diagnosis, and a dry dressing, with slight pres- 
sure, has been employed till the brain has returned, and complete scarring of the hole 
in the skull (e) has taken place. 

[(1) Henry Earte mentions (f) the case of a female child born with a transparent 
globular tumour at the back of the head, which in eight days had increased to the size 
of a billiard-ball; it “appeared to be in its nature similar to the disease termed 
spina bifida, and to consist of an expansion of dura mater, containing serum, in conse- 
quence of a deficiency of bony or other support at this part.” He made three punctures 
with a common needle, and let out three drachms of fluid. The punctures had not 
healed two days after, and pressure again discharged the same quantity of fluid. Two 
days after, the punctures had healed, and the sac was again full; it was then pricked 
with a very fine trocar-made needle and canula, and an ounce of serum drawn off. 
Five times after, at intervals of from to two four days the puncture was repeated, and at 
the last little fluid was evacuated, and the sac, having collapsed, thickened. For six- 
teen days the case went on well, but then the sac inflamed, patches of skin came away, 
and a thin ichor discharged from the whole surface. ‘Three days after, the tumour 
was as large as ever, but opaque and very vascular; it was then punctured with a lancet, 
and half an ounce only of fluid discharged. Twice afterwards, the tumour was again 
emptied with the lancet ; but two days after the last puncture, the surface of the swell- 
ing inflamed, and on the day following, the flap of the last opening began to ulcerate, and 
in two days more extended down to the cavity of the sac by a small aperture, through 
which the serum continued to ooze. Three days after she died, without any symptoms 
of inflammation or effusion on the brain. ADAMs mentions a case which was punc- 
tured seven times, the skin gradually thickened, the secretion of fluid diminished, 
but protrusion, probably a small portion of the cerebellum, remained. The child 
recovered. 

Puncture is not, however, free from danger. Corvinus mentions a case (g) in 
which the large swelling was opened by Frrep, and death ensued. SErLER (/) per- 
formed this operation, and the child died comatose on the third day. Von GRAEFE (7) 
punctured with a trochar and canula, and left in the latter to allow the escape of the 
fluid; but the swelling becoming painful, and assuming a dusky colour, it was with- 
drawn, convulsions ensued, and the child died. 

Prrscuart (f) relates two cases of suppurating protrusions in children, in which 
some of the brain oozed out, and which were cured by the application twice a day of 
linen spread with honey, with large compresses dipped in decoction of oak bark; and 
the internal exhibition of acorn coffee and cooling diet. The children’s intellect was 
uninjured, 

(2) Sranuey’s cases are improperly introduced here; they were all fungous growths 
of the brain, soon after the removal of portions of the skull which had been depressed. 
T'wo of the boys died and one lived.—J. F. 8.] 


C.—Or PROLAPSES. 


1265. A Prolapse (Prolapsus, Procidentia, Lat.; Vorfall, Germ. ; 
Chute, Fr.) is the partial or complete protrusion of an organ out of its 
cavity, so that it comes into immediate contact with the external air; in 
which consists the difference between prolapse and rupture. 


(a) Frortep’s Notizen, vol. xxxvi. p. 346.— (f) Above cited. 
Compare Gazette Médicale, vol. iv. p. 299. (g) Above cited, p. 336. 
(6) Ricurer’s chirurg. Bibliothek., vol. viii. (A) Rusv’s Chirurgie, vol. viii. p. 411. 
p- 269. 1 (i) von GrarFE und von WALTHER’s Journal, 
(c) Boyer, above cited. vol. xix. p. 162. 
Se Above cited, p. 24. (k) Hurevanp und Osawn’s Journal fiir prak- 
e) Ricuter’s chirurg, Bibliothek., vol. iv. p. tischer Heilk. 1832, Oct., p. 56. 


566; and STANLEY, above cited. 
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1266. The common causes of prolapse, are tearing or relaxation of the 
natural attachments, or of the openings, and diseased changes of the organ 
itself. 

1267. As the prolapse of the brain, lungs, and bowels have been 
already considered with their respective wounds, there remains only to be 
here considered, prolapsus of the vagina, of the womb, and of the rectum. 


I.—OF PROLAPSE OF THE WOMB. 


(Prolapsus Uteri, Hysteroptosis, Lat.; Vorfall der Gebirmutter, Germ.; Chute de 
la Matrice, Fr.) 


_Cuopart, Dissert. de uteri prolapsu. Paris, 1722. 
Srurm, Dissert. de procidentia uteri. Erf., 1744. 
Sapatrer, Sur les Déplacements de la Matrice et du Vagin; in Mém. de l’Acad. de 
Chirurg., vol. iii. p. 361. 
Kurnce, Commentatio de uteri procidentiad usuque pessariorum in hoc morbo. 
Gotting., 1790. 
Four, Dissert. de procidentia uteri. Stuttg., 1793. 
Bacumann, Dissert. de prolapsu uteri. Duisb., 1794. 


Meissner, Die dislocationen der Gebarmutter und der Mutterscheide von Seiten ihrer 
Entstehung, ihrer Einflusses, und ihrer Behandlung dargestellt. Leipz., 1821, vol. 1. 


CroverLurer, J., M.D., Anatomie Pathologique. Paris, 1828. fol. 


Cuarkg, Sir C. M., Bart., Observations on those Diseases of Females which are 
attended by Discharges. Part I. Third Edit., 1831. Large 8vo. 


Borvin, Madame, et Ducs’s, Maladies de Uterus. Paris, 1833; 2 vols. 8vo., and 
translated by G. O. Hemmine, M.D., as On the Diseases of the Uterus; with Notes. 
2 vols. 8vo. London, 1834. 


Ramsgpotuam, F. H., M.D., Lectures on the Morbid Affections of the Puerperal and 
Pregnant States, the Organic Diseases of the Uterine System, &c.; in London Medical 
Gazette, vol. xvi. p. 529. 1834-5. 


BuLuNDELL, James, M.D., Observations on some of the more important Diseases of 
Women. Edited by Casriz, T., M.D. London, 1837. 8vo. 


Wyeranp Henprixst, Descriptio historica atque critica variarum uteri prolapsum 
curandi methodum. Berol., 1838; with three copper-plates. 


Ricuter, A. G., Chirurgische Bibliothek, vol. iti. 


Unsamer, M.D.; in Buscu, von GraEFre und anv. Encyclopaedisches Worterbuch. 
Article, Gebarmutter dislocationen, vol. xili., p. 557. 


Besides the works on Diseases of Women by E. v. SIEBOLD, JORG, and others. 


1268. Prolapse of the Womb designates that displacement of the womb 
in which it descends more deeply into the vagina. According to its 
greater or less considerable descent, is it called complete or incomplete 
prolapse. It may also be accompanied with inversion of the womb. 


[« The descent of the womb,” says SABATIER, “has three different stages, to which 
have been given the names relaxation, descent, and fall or precipitation. When it is 
only in its first, or even in its second stage, the womb descends more or less in the 
vagina; a pear-shaped tumour is felt, around which it is easy to carry the point of the 
finger, and which is pierced at its extremity by a transverse aperture. This tumour 
is situated higher in relaxation, and lower in descent of the womb. — When, on the con- 
trary, the disease has arrived at its third and last stage, the womb is precipitated com- 
pletely out. It carries with it then the vagina, doubled upon itself, and a part of the 
bladder which is very adherent. Many even of the floating bowels of the lower belly 
sometimes sink into the kind of cul-de-sac formed by the vagina, and render the tumour 
monstrously large.’ (p. 362.) Sm 

To the same effect are BLUNDELL’s observations. “ There are three varieties,” says 
he, “of this complaint, relaxation, prolapsus, and procidentia. When the womb protrudes 
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beyond the os externum, the disease is called procidentia ; when it remains at the outlet, 
prolapsus ; when it scarcely subsides below the brim, it then constitutes what is denomi- 
nated relaxation.” (p. 33.) It will be readily perceived that BLUNDELL’s procidentia is 
our Author’s Complete Prolapse, and that his prolapsus and relaxation are included 
under Incomplete Prolapse. ] 

1269. In Incomplete Prolapse of the Womb, (Prolapsus Uteri incom- 
pletus,) that organ descends more or less into the vagina, and forms a 
pear-shaped swelling, which protruding only whilst the patient stands, can, 
on examination, be swept round by the finger, and at its lower part a 
transverse cleft, the mouth of the womb, is felt (1). Or the womb, with its 
neck, descends between the external generative organs, in which case the 
vagina is at the same time inverted, and descends with it (2). 

The symptoms presented by incomplete prolapse are, dull but constant 
pain in the rump, loins, and flanks, a weight and pressure in the vagina, 
frequent need of going to stool, often violent urgency, and difficulty in dis- 
charging the urine (3). All these symptoms increase if the patient standing 
long, have exerted herself; and diminish or disappear entirely if she 
continue for a long time in the horizontal posture. If the neck of the 
womb have descended between the external generative parts, the move- 
ments of the body are hindered, and all great exertion rendered impossible. 
The irritation which under these circumstances affects the womb, and the 
other organs of the pelvic cavity, may be participated in by the bowels ; 
and the functions of the alimentary canal are often disturbed (4). At the 
time of menstruation all these inconveniences increase; it becomes irre- 
gular; considerable flooding frequently occurs, and is accompanied with 
a copious discharge of the whites. 


[(1) “ Of the descents of the wterus, the most common, perhaps the most obscure and 
the most troublesome, is,” says BLUNDELL, “ that variety in which the uterus descends 
but a little way, an inch or two into the pelvis, technically called relaxation of the 
uterus.” The symptoms attending this condition, he observes, often lead the woman, 
if married, to suppose herself pregnant. Ifthe medical attendant have any doubt of the 
case, “ that doubt is to be set at rest by making a careful examination. If the disease 
exist, you will observe the upper part of the vagina to be very relaxed, and the womb 
to protrude; and were you to introduce a catheter, you would find there is a tendency 
to an obstruction and distortion of the urethra.” (pp. 39, 40.) 

(2) The more advanced form of incomplete prolapse BLUNDELL speaks of as “a more 
frequent disease than procidentia, (complete prolapse, ) and therefore still more important 
to be known; in which the womb comes down to the external parts, but not beyond 
them, and called prolapsus uteri.” The symptoms, he observes, ‘‘ are worse at night, 
because the womb comes down in the evening, the patient having been about all day ;” 
this observation may indeed be also applied to relaxation. “On the whole, I should 
say,” he continues, “that there are few diseases which are better characterized than pro- 
lapsus uteri” by its symptoms. If examinations be thought necessary, they “are better 
made in the evening than in the morning, for in the morning the womb is almost always 
in its place, whereas, in the evening, it is considerably descended, so that the displace- 
ment is easily recognised. To this character may be added, first, the laxity of the 
vagina, which, in its upper half, is much more capacious, so that, perhaps you might 
put a pullett’s egg into it there, though the lower part of it may be tenser ; secondly, a 
bearing on the rectum, producing irritation; and, thirdly, if you introduce a catheter 
into the bladder, you will find the passage more or less distorted, the instrument moving 

Geka ae Aas turning round completely by being thrown out of the ordinary 
ine.” (p. 37-9. 

(3) The disposition to frequent voidance of the urine may arise either simply from 
the irritation produced by the displaced womb pressing against the neck of the bladder, 
or from the pressure preventing the complete emptying of that organ, or from the womb 
dragging it down and bending the urethra upon itself backwards and downwards to a 
greater or less extent. Upon this point RamssporHamM observes :—“ The more vehement 
the woman’s efforts to accomplish the relief of the bladder, the more perfect does the 
obstruction appear. Nor is this difficult of explanation ; because, under these forcible 
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endeavours, the diaphragm and abdominal muscles both being called into strong action, 
propel the uterus even lower ; and in this manner the pressure before existing is in- 
creased.” (p. 530.) 

(4) The irritation of the rectum is in either of the two stages now under considera- 
tion merely attributable to the pressure of the womb, and not to any dragging. 


1270. In Complete Prolapse, or Falling out of the Womb, (Prolapsus 
Uieri completus,) the organ projects entirely out of the external parts of 
generation; the vagina is thereby drawn after it and doubled ; the organs 
connected with the womb are entirely dragged out of their place ; 
the intestines sink into the sac produced by the inversion of the 
vagina, and therefore a void is always noticed in the lower part of the 
belly (1). All the symptoms mentioned in in complete prolapse here exist 
in a greater degree ; voidance of the urine is specially attended with 
considerable difficulty, and often entirely prevented (2); qualmishness, 
sickness, spasm in the belly, sometimes fainting, severe febrile symptoms 
often occur, especially when the prolapse has taken place suddenly. 
The swelling formed by prolapsed. womb has an oblong, nearly cylin- 
drical form (3), terminates below in a narrower part, on which is found a 
transverse opening, (the mouth of the womb,) from whence during 
menstruation blood flows, and into which a probe may be introduced not 
more deeply than two inches (4). The base of the swelling is attached 
to the inner skin of the labia, by which the introduction of the fingers, 
near the swelling, is prevented. ‘The tumour has at first a reddish colour, 
and is sensible; but by contact with the air, friction, and the moisture 
of the urine, and so on, it becomes inflamed ; a copious secretion of 
mucus takes place on its surface, and it becomes gradually insensible, 
and overspread with a thick skin, like other parts (5). The inflammation 
may be severe, and run on to ulceration, and even to mortification (q@). 
(1) In reference to the size of the prolapsed womb and vagina and the contents of the 
sac formed by the latter, BLUNDELL observes :—‘‘ I have seen several cases in which 
the vagina has been forming a large tumour lying forth between the limbs; this cyst 
containing not merely the womb, but in part the bladder, the small intestines, the ovaries, 
and perhaps the rectum ; for where you have procidentia, it very rarely happens that the 
womb only descends, generally the other viscera come with it, in a larger or smaller 
mass. A case of this kind, if you are incompetent, you may mistake for polypus, in- 
versio uteri, not to mention a large descent of the bladder only; but when you examine 
the tumour with care, you will frequently discover, first, that on the surface of the 
tumour, the ruge of the vagina are more or less conspicuous; secondly, that you can 
sntroduce a catheter into the tumour, provided the bladder be come down ; thirdly, that 
on passing a finger into the rectwm, it may perhaps descend into the back of the cyst ; 
lastly and above all, that at the lower part of the cyst, the os utert may be found. Some- 
times the os uteri is so conspicuous that you can see it at the first glance; but at other 
times it appears under the form of a very minute aperture, the usual tubercle being 
wanting.” (pp. 33, 4.) ‘ ‘eu i Dae f 
CruvETLHIER says he has seen one case of prolapse in the living subject in which the 
bowels descended into the inverted vagina, but has never met with it after death. He 
also observes that in consequence of the peritoneal doubling or pouch between the vagina 
and bladder being much shallower than that between the vagina and rectum, the vagina 
may be completely inverted in front, whilst it is scarcely ever so behind ; and that, con- 
sequently, the vertical extent of the swelling is greater before than behind. [This 
observation seems to me the very contrary of what might be expected.—J. F.s.] For 
the same reason, he says also, that the front pouch is too slight generally to receive 
intestines into it, whilst the hind one may receive a large quantity, and that under such 
circumstances the prolapse may become as large as a man’s head (b). (This does not 
appear to me a more satisfactory statement than the former, for did the hinder pouch 
still remain, the protruded swelling would have the form of a double sac, separated by 
(a) Hausmann, Dissert. de Uteri Procidentia. Viteb. 1728.—Saviaxp, Observ. chirurg. Paris, 1784, 


p. 58.—SaBATIER, above cited, p. 362. Frorrer’s chirurgische Kupfertafeln, Pl. lxi. 
(b) Livr. xxvi. p. 3. 


¢ 
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a cleft, the front one formed by the womb itself, and the hind one by the peritoneal sac 
containing intestines, and thus in fact becoming a vaginal rupture. But this is not the 
case, at least in the few cases I have seen (as they generally fall to the lot of the man- 
midwife, rather than the Surgeon); for in them the prolapsed part was smooth and 
regular, the whole circumference of the vagina having been included in the protrusion, 
and thus forming a common funnel into which the bowels descend.—g. F. S. - 

‘‘ Many months, or even years, may elapse,”’ says CLarkE, “ whilst the uterus is 
making this descent; for when the uterus has descended so far that it can rest upon 
the perineum, there it not unfrequently remains, resting upon it as upon a shelf, the 
violence of the symptoms abating, the parts which suspend the uterus above, although 
much lengthened, being no longer put upon the stretch. From this circumstance it 
should appear that the greater number of the imeconveniences attending this complaint 
depend less upon the pressure of the uterus in the vagina, than upon the dragging of the 
parts above.” (p. 68.) : ‘yi : ; 

(2) Although difficulty in voiding the urine and frequently even retention are conse- 
quent on prolapse of the womb, yet CruVEILHIER has given (a) instances in which 
incontinence has ensued. And in the case above mentioned, in which the rectum was dis- 
placed, he states that there was involuntary discharge of the stools. 

(3) CLARKE says that “ after some time the breadth of the tumour increases, so that 
it becomes of a globular form.’”’ (p. 71.) And further that “the vagina, when 
dragged down by the uterus, sometimes undergoes such a degree of distension that its 
diameter will be greater than that of the pelvis itself. In the case of WaTKIns, who 
died in Kensington workhouse, the tumour measured more than fifteen inches in 
circumference, and its length was six inches and a half.” (p. 125.) 

(4) CRUVEILHIER confirms BLUNDELL’s observation in reference to the altered form 
of the mouth of the womb, its front lip being sometimes effaced whilst the hind one is 
very prominent. Its direction also is sometimes changed, the long axis of its aperture 
being from before backwards, instead of from side to side; and occasionally it is so small 
as to seem scarcely large enough to permit the escape of the menstrual fluid (6). 

CRUVEILHIER states (c) that he has invariably observed in prolapse of the womb an elon- 
gation of that organ, accompanied with great contraction and narrowing, which occurs 
principally at the junction of the body with the neck. “CLoquer also gives (d) an 
instance of the same kind. CruvEILHIEr further notices (e) that sometimes this elon- 
gation and at other times the descent of the womb is greatest. In some instances he 
found the lengthening so great that when seen within the pelvis, the womb appeared to 
occupy its proper position ; and under these circumstances he considers that the disease 
commenced with the inversion of the vagina. “The lengthening of the womb,” he 
observes, “ can only be effected by previous softening, in consequence of which the 
organ becomes in some degree ductile; this softening may be perhaps, purely and 
simply the result of the slight pull upon the womb” (/). 

(5) Ramsporuam observes :—“ It is worthy of remark, however, that although the local 
inconvenience is much more distressing when the womb protrudes without the labia 
than when it is still retained within the pelvis, yet the system in the former case does 
not suffer so much ; and the reason is obvious. While the vaginal membrane is pro- 
tected from the external air, its secretion is kept up, and sometimes in an extensive 
degree ; but when exposed to the atmospheric influence it ceases to secrete, and a pro- 
portionate quantity of power is therefore saved.” (p. 531.) 

“It seldom happens,” remarks CuarKe, “ that the vagina remains long exposed to 
the action of the air without ulceration taking place upon its surface. This ulceration 
does not attack the whole of the exposed surface at once; small spots or patches inflame ~ 
and ulcerate, and these sometimes run into each other, but the whole surface is seldom 
covered by them. The ulcerations are generally not deep, and they have the appear- 
ance of healthy sores, which readily heal upon the replacement of the prolapsed parts. 
Whenever ulcerations are met with, the os uteri seldom escapes being attacked by one 
of them.” (p. 83.) 

Sometimes it happens after displacement of the bladder consequent on prolapse 
of the womb, that stones form either in the Sundus, of which CLoquEet mentions (9) two 
instances, and CRUVEILHTER, one; but the latter pathologist has found a stone in that 
part of the bladder which had not been dragged down (h). 

Although the rectum is less likely to be pulled from its place than the bladder, 


(a) Livr. xxvi. p. 3. 


b) Ibid (ey Liver. xxvi. 9.9. 
id. 


c) Livr. xvi. p. 2 oh partion Chi ical 
. XVi. p. 2. athologie Chirurgicale, 
(d) Pathologie Chirurgicale. ch) Livr, xxvi. Psa, F 
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yet this has also happened. CRUVEILHIER relates (a) an instance in which the rectum, 
dilated and filled with stool, was drawn forwards a little above its extremity, and formed 
a funnel-like lengthening. And Cxoquer figures (0) a case in which, with great en- 
largement of the rectum, a considerable finger-like process descended into the cavity of 
the inverted vagina. | 


1271. The Causes of prolapse of the womb are predisposing and 
occasional. The former consist in relaxation of the natural attachments 
of the womb by copious, long-continued flow of mucus, by frequent 
deliveries, specially if they be very quick, or difficult, and require 
artificial aid (1). The occasional causes are severe exertion, by which 
the abdominal muscles are violently contracted, raising heavy weights, 
violent pressure in going to stool, long-continued standing, and so on. 
They cause the prolapse the sooner they operate after delivery; and 
therefore the disease occurs most commonly in women of the lower 
classes who have often borne children (2). In those who have not borne 
children it is but rarely observed, and then severe violence must always 
operate, or the attachments of the womb be relaxed by great previous flow 
of mucus (8). During pregnancy the womb cannot easily protrude, and a 
considerable prolapse is itself removed by the ascent of the womb. Cases are 
mentioned (c) in which prolapse has occurred during pregnancy, and even 
during delivery (4); in such, violent straining must have operated, and 
the diameter of the pelvis have been of great size. Any diseased change of 
the womb which increases its weight, for instance, polyps and so on, or 
swellings which press upon it, may favour its prolapse (5). 


[(1) Among the causes of prolapse of the womb, BLunDELL notices especially, a large 
pelvis ; and he observes, that “this descent of the wterus, to which all females may be 
subjected, when the parts are relaxed, occurs certainly most frequently where the pelvis 
r capacious, and not only in the earlier but sometimes in the later periods of gestation.” 

p- 116. 

(2) Deon observes, that “in the higher circles, indeed, these (last) causes do 
not obtain ; and in them, therefore, we more often find it consequent on miscarriage or 
accompanying a broken state of health. All women are aware of the necessity of con- 
finement after delivery of a mature fetus, and consequently, if they have it in their 
power, they willingly follow the course prescribed for them. But when they have 
passed an ovum of only two or three months’ age, as they have suffered but little pain 
and less discharge, and as they had scarcely been sensible of any enlargement in their 
person before the miscarriage commenced, they consider the occurrence of little import ; 
they think confinement to the horizontal posture for two or three days quite sufficient, 
and feel a longer restraint irksome, and in spite of advice and remonstrances will busy 
themselves about their domestic affairs, while still the uterus is much too bulky and 
heavy to be sustained by its natural supporters.” (p. 530.) 

He also states that “a violent fit of coughing occurring soon after labour or abortion, 
or an attack of sneezing, although the woman may still retain the recumbent posture, is 
likely to produce prolapsus ; and it may be occasioned by a rupture of the back part of 
the vagina and perineum.” (p. 530.) ; 

(3) A remarkable instance of prolapse of the womb in a young woman (a virgin) was 
under ELLioTson’s care in St. Thomas’s Hospital, in 1828 (d). She stated that “ whilst 
lifting a person out of a coach, she suddenly felt intense pain in her back, and the uterus 
descended and protruded beyond the os externum ; its descent was accompanied by pro- 
fuse hemorrhage. She was immediately placed in bed and a Surgeon sent for, who 
replaced the womb. Ina month afterwards, feeling herself quite well, she married, 
and ever since (five months) that period has suffered exceedingly from pain in her back, 
and from repeated descents of the uterus, accompanied with hemorrhage.” (pp. 733, 34). 


.66.—Ducreuxand Porta; in SABATIER, above 


(a) Livr. xvi. p. 3. Pp. : in Sa rv 
(b) Pathologie Chirurgicale, cited, p. 368.—Journal de Medecine, vol. xliii. 
(c) Harvey, Exercitationes de Partu, p. 518.— p- 366, vol. xlv. p. 232. — Muriner, Wahrneb- 


Fasricivs, Progr. de foettis vivi extractione, utero mung einer sammt dem Kinde ausgefallenen 
prolapso. Helmst., 1748.—HaviEr’s Disput. Gebirmutter. Niinberg, 1771. 
chir. sel., vol. iii. p. 434. —SAVIARD, above cited, (d) Lancet, 1827-28, vol. ii. 
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SamuEt Cooper states (a) that he has seen two instances of prolapsed womb in maidens, 
in the course of seven or eight years. RamMsBorHam has known it twice in unmarried 
girls about twenty years of age. And other cases are related by MauricEau, SAvIARD, 
Monro, and CRUVEILHIER. 

(4) Utisamer (5) mentions, that he had observed “prolapse of the womb to be in 
one village, as it were, endemic, in almost all the women who had borne one or two 
children; and when its cause was subsequently ascertained, it was found that the mid- 
wife of the place, who had never been instructed, put all the women, as soon as they 
had the slightest labour pain, into the labour-chair, which was her only mode of 
assistance, and let them go on and strain, till either the birth were effected or the woman 
could go on no longer.” (p. 561.) This cause of prolapse is not likely to occur in this 
country, our women being put in the recumbent posture instead of on the labour-chair ; 
but the fact is worth observation. 

(5) Degeneration, accompanied with increased size of the neighbouring organs within 
he belly may, although rarely, cause prolapse of the womb, as dropsy, or hardening of 
he ovaries, of which an interesting example is mentioned by Kuun (c). 

CLARKE observes that “ procidentia utert and separation between the bones of the 
pelvis may exist together in the same patient,” and mentions an instance of a young 
lady who, after her second confinement, was thus affected. “ During and after this 
labour there was a considerable discharge of blood, but in other respects she was well. 
At the end of a fortnight she found herself incapable of standing, and all the symptoms 
returned, as after her former labour,” (pain in the back and groins, uneasiness in the 
region of the stomach, and impaired digestion, hysteria, and mucous discharge from 
the vagina, which were diminished by the use of a pessary, astringent injections, sea 
bathing, and tonic medicines.) By the use of the means above mentioned, the fresh 
water bath being used of necessity instead of the sea bath, the symptoms all left her, 
excepting the pain in the back, and the incapability of standing for half a minute unless 
supported on each side. Whenever she made the attempt to stand, she placed her 
hands upon the sides of her hips. This led the author to make a firm pressure there 
with his own hands; and as long as this was firmly applied the patient could stand, 
but as soon as this support was withdrawn she was in danger of falling.” (p. 78-80.) 
She was cured by wearing for sometime a leathern belt, an inch and a half wide, applied 
as tightly as she could bear it without pain. CLARKE states that he has met with 
many similar cases, which recovered, but that the “ progress of such cases towards 
health is always exceedingly slow.” | 


1272. The prognosis of prolapse of the womb depends on its degree 
and causes; it is, however, always doubtful in reference to a radical cure. 
The symptoms may be very dangerous, especially if the prolapse have 
occurred quickly. 

1273. The treatment consists in the return of the prolapsed womb, and 
in the prevention of tts reprolapse. 

1274. In incomplete prolapse the return is unaccompanied with difficulty ; 
the womb usually returns of itself, when the patient is in the recumbent 
posture. But if this do not take place, the womb, after emptying the 
bladder and rectum, must be pushed back with the fingers, which are to 
be placed upon it, in the axis of the pelvis. In complete prolapse the 
reduction is generally more difficult, especially in fat persons, and may be 
impossible if the womb be considerably swollen and inflamed (1). In these 
cases the attempts at replacement must be made in the horizontal position, 
with the rump raised ; warm bathing, bleeding, relaxing applications, and 
the use of cooling remedies, having been previously resorted to; and the 
reduction must always be carefully made, so as not to increase the symptoms. 
If the womb prolapse during pregnancy, it must be returned as quickly as 
possible (2.) I?fthis cannot be done without efforts which may be dangerous 
to mother and child, it is to be feared that in the increasing size of the 
womb its circulation may be so prevented as to cause gangrene ; in which 


(a) Surgical Dictionary, Seventh Edition, p. 1838. (c) Allgem. Medic. Annalen, part ii. p. 841. 
(b) Cited at head of this article. Altenburg, 1812. 
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case nothing remains but to diminish the size of the womb by breaking 
the membranes, and drawing off the waters ; or the womb remains lying in 
front of the external genitals till the completion of the delivery, which in 
many instances (which happens also in those prolapses occurring during 
delivery) is effected merely by the natural powers, in some by artificial 
assistance, and even by cutting into the mouth of the womb (a). After 
delivery the bulk of the womb diminishes, and the reduction is easy. 


(1) “ Ruyscu forbids the reduction of the prolapsed womb when it is ulcerated ; 
but,” observes SABATIER, “ as this complication is only accidental, as it is only caused 
by the continual rubbing to which the tumour is exposed, and by the acridity of the 
urine with which it is bedewed, no danger is to be feared from this practice. We 
perceive, on the contrary, that as that which causes and sets up the ulcers with which 
the vagina and womb are affected ceases by its reduction, the ulcers will heal of 
themselves, when the womb is in its natural place ; and experience supports the truth 
. of this reasoning.” (p. 365.) 

(2) “ When prolapse occurs during the course of pregnancy,” SABATIER says that 
“its reduction must be attempted, which is sometimes tolerably easy, the pregnancy 
being but little advanced, if the reduction be made at once, and care have been taken 
previously to empty the bladder and rectum by the catheter and by clysters, and by 
putting the patient in a proper position. If, on the contrary, pregnancy be far 
advanced, or if the prolapse have existed some time, the reduction becomes very difficult 
and in this case it is more prudent to leave the part hanging out rather than to weary 
the mother and child by unavailing efforts. The womb, however, must not be left to 
itself; it must be supported by proper bandages, and the patient even kept in bed to 
the ordinary termination of pregnancy. If the prolapse happen at the time of 
delivery, reduction becomes useless, and even dangerous. We must then occupy our- 
selves with the delivery of the child by gradually dilating the womb, which must be 
- carefully supported during the operation, which, though troublesome, presents no 
greater difficulty than when the womb is in its natural position. The extraction of the 
placenta requires much care. It is easy to perceive this must not be left to nature, and 
still less that the cord should be pulled in the usual way. ‘The hand being introduced 
into the womb, the placenta must be detached according to Levret’s method. After 
which the womb gradually contracts, and the reduction is tolerably easy.” 


(pp. 369, 370.)] 

1275. When the prolapse has been returned, the ailment is only of slight 
extent ; and if it have not long existed, the patient requires to be kept several 
weeks on her back ; in passing her motions, she should avoid all straining 
and sitting up, and she should use local and general strengthening remedies, 
as volatile frictures of the belly, astringent injections into the vagina, 
strengthening baths, especially tan baths, and so on (1). In this lesser 
degree of the disease, sponges moistened with astringent remedies may 
be introduced into the vagina (2). In complete prolapse the womb must, 
after proper reduction, be retained in its place by a mechanical contrivance, 
the so-called pessary. 


(1) Crarke says that “in procidentia utert, cold water ought to be applied to the 
female parts, to the belly, and to the back, by means of a sponge, three or four times a 
day ; and the water for this purpose should be used as soon as it has been drawn from 
the spring. The water may be rendered still colder by the addition of some matter 
which is passing from a solid to a fluid state, as ice or salt. Cold water may also be 
thrown into the vagina by means of a syringe, or a piece of ice may be introduced into 
the vagina and suffered to dissolve there. In very slight cases of the disease, when the 
symptoms are just beginning, and when they are known to proceed from the causes 
which have been mentioned, they will be removed by attendance to these rules, assisted 
by the horizontal posture.” (p. 95.) 

“ In procidentia of the uterus,’ CLARKE further observes, “ astringent applications to 
the vagina become very serviceable, by diminishing its diameter, and thus rendering it 
less disposed to receive the displaced uterus ; and also by restraining the mucous dis- 
charge.” (p. 98.) “ A mixture of alum and sulphate of zinc, in such proportions as the 


(a) Ephémérid. Natur. Curios., dec. 11, an iii. p. 375. — JaLouser; in Journal de Médecine, vol. Ixiii 
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nature of the case may seem to require, will sometimes fulfil the intentions of the prac- 
titioner better than either employed alone; and so of all the other mineral astringents 
which have been in use.” p. 101. Of the vegetable astringents, “ cortex quercts, cortex 
granati galle, possess a great degree of astringency. They give out their astringent 
properties to water more readily by boiling than by infusion, and therefore the decoctions 
of them are to be preferred ; they may be used alone, or some of the mineral astringents 
may be dissolved in them. By these means are procured astringent fluids of such strength, 
that the vagina may be so much contracted as even to render the introduction of the pipe 
of the female syringe difficult. Astringent injections should be thrown into the parts 
twice or thrice a day, or oftener, and they should be used cold.” (p. 103.) 

Upon the subject of injection, CLARKE states, that “whenever it is found necessary to 
inject fluids into the vagina, and important that they should remain there for any time, 
the operation should be performed when the woman is in a recumbent position ; and if 
a pillow is previously placed under the hips, in order to raise them a little, the fluid 
will be less likely to escape. The syringe to be employed should be capable of holding 
as much fluid as will fill the vagina.” He objects to the mode in which the holes are 
generally made in the syringe, by which either the fluid passes out too quickly, or little 
or none reaches the upper part of the vagina, “but if the holes are all placed at the 
extremity of the pipe, the injection will be thrown to the upper part of the vagina, and 
will be sure of return by the sides.” (p. 95-7.) 

“ When ulceration has attacked the vagina, in consequence of exposure to air and 
pressure,” CLARKE recommends that “a small quantity of some warm ointment be ap- 
plied to the parts affected by it, such as the following :—B bals. Peruv. 3Sij., ung. cetacet 
3). M.” (p. 103.) ‘ ‘ 

(2) CLARKE objects to the use of sponge, as “ the worst material which can be em- 
ployed for pessaries ; it is porous, and will very quickly imbibe the moisture of the 
parts. The piece of sponge must be large, compared with the size of the vagina, or it 
will be useless ; and if it is large, the vagina (the dilated state of which was one of the 
causes of the disease) will be still further dilated; and although whilst the sponge is 
warm, the uterus will rest upon it, and the symptoms may be relieved, yet when it is 
removed the disease will return in an increased degree.” (p. 112.)] 


1276. Pessaries, (Mutterkrinze, Germ. ; Pessaire, Fr.,) in reference to 
their form and substance, are very various ; they are oval, round, globular, 
cylindrical, furnished with a stem, and so on; they are made of wood, or 
cork, caoutchoue, and covered with wax or varnish (a). 

1277. The oval pessary, made of cork overspread with wax, and pro- 
vided in the middle with an opening not too large, is the most serviceable. 
It keeps its place whilst the two ends of the oval thrust against the sides of 
the vagina and pelvis. It is to be applied in the following way. The 
patient, her rectum and bladder having been previously emptied, lies on 
her back, with her rump raised, her thighs apart, and bent towards the 
belly, the labca are to be separated with two fingers of the left hand, and 
with the right hand the pessary, held flat, is to be thrust so high into the 
vagina, that the mouth of the womb may meet its aperture when it is 
brought horizontal, and its two ends jut on both sides against the pelvic 
bones. The patient must remain in the horizontal posture some hours 
after the introduction of the pessary to ascertain if it still keep its proper 
place. A larger pessary must be chosen if the womb again prolapse; and 
a smaller one, if that introduced cause too much presure. At the same 
time the strengthening remedies, already mentioned, (par. 1275,) must be 
used. If pregnancy occur, the pessary should be removed about the third 
or fourth month. The patient must then keep herself quiet, avoid all 
exertion, and, in delivery, all pressure and excitement of labour-pains. 


(a) Hunoun, Dissert de Pessaires. Marb., 1779, rungen und Mittheilungen bewahrter Aérzte und 
—-BERNSTEIN, Systematische Darstellung des chi- Wundaérzte neurer Zeit iiber Prolapsus und Car- 
rurgischen Verbandes, p. 352 —Merssnur, above cinoma Uteri nebst einer griindlichen Beleuchtung 
cited.—HERREZ DE CHEGoIN; in Mémoires de der Pessarien. Leipzig, 1834. fol. No. 148. 


PAcadémie de Medecine, vol. ii. p, 319.—Mad, —Gemeimsame Zeitschrift fiir die Geburtskinde, 
Ronpet, Memoire sur l'emploi des Pessaires de vol. vi. pt. i. ii. 


caoutchouc. Paris, 1833..—ZimMERMawn, Erfih- 
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[When the prolapse is so great that the globular pessary, which Crarxe thinks is the 
best, will not be retained, neither can be kept in the vagina by any common bandage, he 
recommends “a pessary to be chosen of the size which the case requires, and a small 
slip of brass to be attached to it by its two ends, leaving a space between the instrument 
and the centre of this piece of brass; a belt of leather, long enough to go round the 
patient’s body, is also to be prepared; to the centre of which behind, a brass wire, as thick 
as a common quill, is to be attached by ascrew. This wire is now to be properly bent, 
and the pessary being introduced into the vagina, the wire is to be passed between the 
- pessary and the piece of brass attached to it; and being brought up between the thighs, 
it is to be attached to the fore part of the circular strap. The reduced parts are by this 
means supported by a pessary, and this is kept in its place by the unyielding piece of 
metal.” (p. 127.)] 


1278. The use of the pessary is frequently accompanied with much 
inconvenience, as it causes pain, inflammation, stinking discharge, suppu- 
ration, and even degeneration of the generative organs; in many cases 
it cannot be worn, and in many the prolapse cannot be kept up for any 
time (1). Insuch cases the only help consists in an organic narrowing of 
the vagina with or without excision of its walls, by means of the suture, 
Elythroraphy, (Hauu, Bkérarv,) Colpodesmoraphy, (BELiint,) or by 
junction of the labia by means of the suture, Episioraphy, (FRICKE,) or 
by the introduction of a ring (2). 


[(1) The use of pessaries has of late years gone much out of fashion, on account of 
the many inconveniences which they cause; and in their stead many of our leading 
accoucheurs prefer the use of a modified J bandage upon the belly and perineum. 
Among these, Dr. Hut1’s utero-abdominal supporter is perhaps the most known and 
commonly used in this country ; and I have seen it employed very successfully several 
times in my own hospital patients, for whom it has been prescribed by our obstetric 
physicians. It does not appear certain that Huxu was the real inventor of this bandage ; 
at least, one very similar to it had been long previously made by SHELDRAKE of Lei- 
cester Square, and another and more simple had been invented many years before by 
Kina. a Surgeon at Clifton. I am not aware, however, that any good explanation of 
the way in which such bandages act had been given, till Hoty brought out his appa- 
ratus. He considers “ Prolapsus Uteri, not as a displacement of the womb merely, but 
as a loss of that perfect equilibrium between the upper and lower portions of the 
abdomen which is essential to the preservation of the relative situations of the viscera 
it contains, and also a dislocation of the wéerus and bladder ; and in some cases, as 
especially dependent upon a pouch-like relaxation of the whole perineal region. His 
method of cure consists in giving the weakened and relaxed portions of the muscular 
walls of the abdomen adequate mechanical support, which directly replaces the viscera, 
and gives back to the weakened walls their lost tone” (a). 

The apparatus consists of a broad soft elastic pad, covering the whole hypogastric 
region, upon the middle of which the front end of a spring, like that of a common truss, 
acts, and from the hind end a strap passes round the opposite side of the body, and 
fastens on the pad. “The effect of this pad is to give the weakened lower portion of 
the abdominal muscles a congenial support, which, at the same time that it diminishes 
their labour, stimulates them by the well-known power of mechanical pressure upon 
muscular tissue, to a permanent renewal of their vigour. It reduces the distended hypo- 
gastrium, aids the upward forces of the belly, and by its direction, upwards and back- 
- ‘wards, directly relieves the pelvic viscera from the unnatural pressure of the downward 
forces.” That portion of the apparatus above described, is not always “ competent to 
the entire relief of all cases of this species of uterine displacement ; the perineum some- 
times losing so much of its muscular and organic contractility, as not to resume its 
natural dimensions and situation, even when the downward forces are stayed by the 
hypogastric pad. In cases of this character, although the abdominal support of the 
apparatus does certainly relieve many of the distressing sensations of the patient, yet 
the distended floor of the pelvis remains a cul-de-sac for the reception of the viscera, 


(a) This extract I have taken from “ A brief the Strand, who is agent for these bandages. The 
Account of the application and uses of the Utero- original pamphlet, published in America about 
Abdominal Supporter, for relief and cure of Pro- ten years ago, I have in vain endeavoured to pro- 
cidentia and Prolapsus Uteri, patented by ASG: cure.—J.F.S. 

Hutt, M.D.” London. Published by WEIss, of 
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whenever that apparatus is removed for a length of time. To obviate this liability, as 
also to give tone to the vagina by the stimulus of mechanical pressure, thereby to 
diminish its calibre, and restore it to its natural situation, the doctor applies against the 
perineum, externally, a prism-shaped pad or cushion, made of sponge, firmly encased in 
cloth, which is held in its place by a strap passing between the thighs, and over the 
perineal region, in the manner of a T bandage. ‘This perineal cushion, with its rismg 
and sinking in perfect accordance with the respiratory motions of the diaphragm and. 
abdominal walls, keeps up an equal, firm, and, to the patient, agreeable pressure up- 
wards, is a good substitute for the intervaginal pessaries.” 

SHELDRAKE’S bandage is very similar to Huu1’s, but without the spring. 

Krne’s bandage is very simple, and I am informed very efficient; it is, in fact, a T 
bandage, of which the circular part is in two pieces, one passing round the back of the 
pelvis from below, the upper front spine of one hip-bone to the other, and its ends con- 
nected in front by an elastic strap, rather wide in the middle, to which is attached a 
perineal strap, also elastic, and padded more or less thickly in the perineum, according 
to circumstances. 

(2) Purities (a), ina case of prolapsed womb, for the relief of which the patient could 
not bear the use of any pessary, attempted to produce a scar of the vagina by destroying 
its mucous surface with caustic, for the purpose of causing such contraction of the pass- 
age as would prevent the descent of the womb. Having introduced a three-pronged 
speculum vagine and freely expanded it, he liberally applied lunar caustic upon two of 
the exposed surfaces, and afterwards washed out the vagina with warm water. The 
application gave very little pain, but its effect did not extend beyond the epithelium, and 
when this peeled off there was not any appearance of granulating surface. Six weeks 
after he “used the fuming nitric acid, brushing it over a larger surface by means of a 
camel’s-hair pencil. The pain it occasioned was greater than that which followed the 
use of the nitrate of silver, but still it was not severe nor long-continued. The inflam- 
matory action was much more decided, the whole thickness of the mucous tissue sloughed, 
and a fair granulating surface, yielding a considerable purulent secretion, was esta- 
blished.” (p. 495.) The descent of the womb did not at first appear to be much checked, 
and it was thought of bringing the sides of the vagina together with suture, to which 
however the patient would not assent. Gradually the descent of the womb diminished, 
and for eight months had entirely ceased, the capacity of the vagina having diminished 
to that of a woman who had never borne children. 

If pessaries be used, they should be occasionally removed to cleanse them of any acrid 
or gritty substance which may have become attached and be likely to excite inflamma- 
tion and ulceration. CLARKE also remarks, that “instances too have occurred, where 
parts of the instrument have been destroyed by a spontaneous change taking place in it, 
and angular portions of it having been left, which have produced similar bad effects ;” 
of which he gives an instance. And he also mentions a remarkable case, in which 
‘“‘ a supposed schirrous tumour surrounding the os uteri was found to be a cork pessary, 
introduced many years before, and rendered very rough by calculous matter deposited on 
its surface. It was withdrawn, and all the symptoms subsided in the course of a week.” 
(pp. 216,217. Fj 


1279. According to Hau (6), after the womb has been forced down 
by the patient’s efforts as much as possible, two parallel cuts should 
be made along the whole length of the vagina, from the neck of the womb 
to its entrance, through the mucous membrane, which is to be separated, 
so that an interspace of two and a half inches is laid bare between ,the 
two incisions. A stitch is then to be put in through both edges of the 
wound near the neck of the womb, the womb itself to be returned, and 
the threads tied firmly together. Several ligatures may in the same way 
be gradually applied (1). 

IRELAND (c) has suceessfully practised Hatx’s method, which he has only modified 
with the view of avoiding more certainly the bladder and rectum, by making the 


incisions on the sides nearly parallel, but converging at their extremities, by removing 
the flaps above and below, and applying all the sutures before returning the womb. 


pba eae Medical Gazette, New Series, 1838- (b) London Medical Gazette, vol. ix. p. 269. 
, VOl, 11. 30.” 


(c) Dublin Journal, vol. vi. p. 485. 1835. 
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VELPEAU and BerarpD have performed IreLANp’s modified operation, but they also 
removed a third slip from the front of the vagina (a). 

[It has been a dispute with whom this operation originated. VELPEAU, in his Clinical 
Lecture just cited, says, that “the first idea of this operation is due to GArarpin, who 
described it in a memoir which he presented to the Société de Médecine de Metz ou de 
Nancy, which however was never published. He proposed to contract the vagina, and 
if necessary even to obliterate it, in women in whom the catamenia had ceased. He 
found many opponents to his ideas, which were rejected.” (p. 276.) VELPEAv does not 
mention in what manner it was proposed to effect the contraction of the vagina, neither 
does GEéRARDIN himself in his letter to the Académie (6), in which he says, that 
“before 1823 he had proved that the pessary might be replaced by and the cure of pro- 
lapsed womb radically effected by a surgical operation.” It is therefore just possible, 
though not very probable, that MarsHaLu Haut might have been aware of GéRarDIN’s 
suggestion before he proposed and had his operation performed by Hemmine (c) in the 
autumn of 1831.—J. F. s. 

(1) Drerrensacu (d) made use of the actual cautery for the cure of prolapsed womb : 
but not being satisfied with it, has laid it aside. Lawrie of Glasgow, however, men- 
tions (e) the case of a girl of eighteen, who had prolapsed womb suddenly produced 
by carrying a heavy tub; nitrate of silver was freely applied, astringent injections and 
other remedies used, and strips of the mucous membrane dissected off the sides and 
back of the vagina, but without benefit. He then, having dilated with WEIss’s speculum, 
applied the actual cautery on either side of the vagina, nearly as high as the womb. 
The operation was very painful, the external parts became cedematous, she had retention 
of urine, some pain in the belly, and hysterical symptoms, which readily yielded to 
mild treatment. She was kept in the recumbent posture for six weeks; and left the 
hospital nine weeks after the operation, without the least tendency to the renewal of 
prolapse ; but having a circular contraction of the vagina, just below the womb. Nine 
months after, the protrusion recurred, after long standing and unwonted exercise. The 
actual cautery was again applied, the same symptoms produced, but subsided, after one 
bleeding, aperients, fomentations, &e. She was kept in bed for nine months; then 
allowed to get up, wearing a compress in the perineum, and a T bandage, and was 
perfectly cured. 

Ker (f) mentions a case of prolapsed womb, which would not yield to the usual means 
for its return, but was treated effectually with ergot of rye. The woman had had external 
prolapse for three years, which returned when she lay down; but at last a complete 
prolapse of the uterus took place, which could not be returned. “Sixteen hours after, 
the uterus was considerably enlarged, little, if at all, below the size of the foetal head; 
indeed, in a condition decidedly cedematous.” Attempts at reduction, mild aperients, 
warm fomentations and injection, all failed; and after having been persisted in for 
twenty-four hours, it was determined to give the Secale cornutum in scruple doses every 
three hours. After taking the first dose she;complained of a great deal of grasping 
grinding pain in that which was down, very much resembling labour, and these pains 
increased on each succeeding dose. On examination, a material diminution in the size 
of the prolapsed womb was found to have occurred, so much so that the rug@ of, the 
vagina were perfectly manifest, and without any great effort the reduction was effected. | 


1280. Bevuini (g), with a pair of hook forceps, grasps the upper 
segment of the externally-protruded vagina, draws it down, and, giving 
the forceps to an assistant, begins at the outer edge of the vaginal com- 
missure, upon the left side of the swelling, with a flat curved needle armed 
with two threads, to unround it, and with the thread form a half-circle, 
in the form of a horse-shoe, or an (¥, and thrusting the thread in and 
out at intervals of two lines. ‘To prevent injury to the rectum, the 
forefinger of the left hand must be introduced, for the careful direction of 
the needle, which should be passed no deeper than the walls of the vagina, 
and with every stitch only one line of it is to be taken hold of. When 
the upper part of the swelling is reached, it must be surrounded with 


(a) Archives Générales, vol. viii. p. 515, Second  ——(f) Efficacy of the Secale cornutum in a case of 
Series.—Journal Hebdom., vol. iii. p. 275. 1835. Irreducible Prolapsus Uteri; in London Medical 

(6) Gazette Medicale, vol. iii. p. 538. Gazette, vol. xiv. p. 604. 18384. : 

to London Medical Gazette, 1835, vol. i. p. 266. (g) Bulletino delle Scienze Medica. Nov., 

(d) Medicinische Vereinszeitung, 1836, No. 13. Dec., 1835. 


(e) Medical Gazette, vol. xxviii. p. 757. 1841. 
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four stitches, and the needle carried in the same way downwards, to com- 
plete the horse-shoe. The ends of the threads are now to be drawn 
together, so as to fold up the prolapse, and then fastened with a loop 
knot. The after-treatment consists in rest, blood-letting, cold fomentation, 
and diet. After two or three days, the threads may be drawn tighter. A 
portion of the mucous membrane of the vagina separates after ten days, a 
sear forms in the vagina, and prolapse never recurs. 

1281. Episioraphy is performed, according to Fricke (a), in the follow- 
ing manner :—After the patient has been properly placed, the Surgeon 
takes hold of one labiwm with one hand, thrusts in a pointed bistoury 
about two fingers from the upper commissure, and a full finger’s breadth 
from the edge of the Jabiwm, and carries it down to the frenulum, where 
he brings it out again in a small curve, so that a portion of the labium of 
a finger’s breadth width is separated, and then the upper still attached part 
of this portion of skin is to be completely cut through in an oblique direc- 
tion. The same proceeding is to be adopted with the other side, and so 
carried on to the frenulum that a part of the latter is removed, and both 
cuts brought together at an angle, at a finger’s breadth from the frenulum. 
After the bleeding from the spouting arteries has been stopped by torsion, 
and from the little vessels by cold water, both edges of the wound are to 
be brought together with from ten to twelve stitches. It should be pre- 
viously considered whether the prolapse can be kept up merely by quiet 
position or not; and in the latter case, previous to putting in the stitches, 
a piece of oiled sponge, upon which a thread is attached, should be intro- 
duced into the vagina. The patient, after the operation, is to be laid on 
her side, with the rump somewhat raised, and the knees tied together. 
Applications of cold water or lead wash should be made to the wound, 
and the urine drawn off by the catheter, for the first few days. Though, | 
however, no perfect union ensue, yet usually the prolapse is partially kept 
up. The vaginal mucus and the menstrual blood escape, and coitus can be 
effected by the opening remaining at the upper part. Should pregnancy 
ensue, the adhesion may be divided, or cuts on the sides made at the time 
of delivery (1). 

(1) Koex (6) uses the quill-stitch in epistoraphy. 

Pras (c) gives the account of a birth after eprsioraphy. A bridge still existed ; in 
delivery the lower opening dilated, and was still further enlarged by three cuts on the 
sides. The result was completely satisfactory. 

[Gepprncs of Maryland (d) has performed successfully the operation of episioraphy 
four times in the following manner. The patient being placed in the ordinary position 
for lithotomy, and the prolapsus reduced, one labium was put on the stretch by an 
assistant, and an incision was commenced, with a common scalpel, about a finger’s 
breadth from the upper commissure, and the same distance from the edge of the labium. 
The incision was carried downwards with a bold sweep, and terminated by a slight 
curve inwards, and at a little distance behind the fourchette. A slip of the labium, of 
a finger’s breadth in thickness, was thus severed from the external parts, taking care 
not to cut through the mucous membrane of the vagina. Making traction on this slip 
downwards and inwards, the mucous membrane of the lateral portion of the vagina was 
then dissected up to the extent of an inch and a half, and detached with the excised 
labium. The same was repeated on the opposite side, the incision being so directed as 
to intersect the first cutat an acute angle, and remove the fourchette with the other 
parts. After the slight hemorrhage had ceased, an oiled sponge was introduced into 
the vagina, and the two raw surfaces brought into apposition by the quilled suture of 


(a)Annalen der chirurg. Abtheilung des Krank- (c) Hamburger Zeitschrift, vol. ii. pt. il. 
enhauses zu Hamburg, vol. ii. p. 142. (d) American Journal of Medical Science, vol. 
(b) von GraxrFE und von WaLTHER’s Journal, ii. p. 183 also BrairHwalte’s Retrospect, vol. 


vol. xxv. p. 667. iii. p.151. 1841. Second Edition. 
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five stitches. A compress of lint, and a T bandage were applied, and the parts kept 
cool with cold water. The sponge which had been introduced to keep up the womb 
till adhesion had taken place, was generally removed about the fifth or sixth day; and 
the sutures were taken out, as the parts seemed to have united. ] 

1282. For the purpose of holding the /abia together, and thereby pre- 
venting prolapse, a hinge ring, about the size of a large earring, should 
be used ; it is to be drawn through the lower part of both labia and closed, 
so that it may lie in the region of the frenulum (a). 

1283. An old prolapse oftentimes cannot be returned without causing 
anxiety, pain in the belly, costiveness, and other symptoms (6). In this 
case, the womb must be supported with a bandage, and care must be taken 
for the proper emptying of the bladder and rectum (1). If the completely 
prolapsed womb be so changed by disease, as for example, by schirrus, 
that its removal is indicated, this must be effected by the ligature (2) or 
by incision; the latter at least has been done successfully, by LANGEN- 
BECK (c) (8). 

[(1) When, in consequence of the altered position of the bladder often attending pro- 
lapse of the womb, the urine cannot be voided, and it becomes necessary to introduce 
a catheter, the altered direction of the wrethra must not be forgotten ; and according to 
the directions of CRUVEILHIER, the instrument must be directed downwards and 
backwards with its concavity downwards, and thus it “first enters the displaced 
part of the bladder and is afterwards raised by a lever-like movement into that portion 
of it still remaining in its natural situation” (d). 

(2) The removal of a prolapsed schirrous womb was effected with the ligature by 
RecaMreR and MaRJoxin ; but the woman died from some cause independent of the 
operation. CRUVELHIER, who mentions this case (e), objects to the treatment as being 
accompanied with great risk of including a portion of the bladder in the ligature. He 
recommends, in preference, cutting through the back of the vagina, into the doubling of 
peritoneum between it and the rectum, then drawing the womb through the aperture an 
detaching it from its cellular connexions with the bladder. 

(3) In LANGENBECK’s operation, the womb, after cutting across the vagina, was drawn 
down, separated from the peritoneum without opening its cavity, and cut off, excepting 
a small portion of its fundus, which being healthy, was left undisturbed. | 


II1.—OF PROLAPSE OF THE WOMB WITH INVERSION. 
(Prolapsus Uteri cum inversione, Lat.; Vorfalle der Gebirmutter mit Umstulpung, 
Germ. ; Chute et Renversement de la Matrice, Fr.) 
SABATIER, above cited, p. 375. 
Friss, C. F., Abhandlung von der Umkehrung oder eigentlichen, in version der’ 
Gebarmutter. Miinster, 1804. 
Herzoe, E. B., Dissert. de inversione uteri. Wirceb., 1817. 
Newnuam, W., An Essay on the Symptoms, Causes, and Treatment of Inversio 


Uteri; with a history of a successful extirpation of that organ during the chronic stage 
of the disease. London, 1818. 


Crosse, JOHN GREEN, An Essay, literary and practical, on Inversio Uteri ; in Trans. 
of the Prov. Med. and Surg. Assoc., New Series, vol. i. p. 285. 1845. 8vo. 


1284. Under the term Prolapse of the Womb with Inversion is under- 
stood the dropping down of the fundus of the womb into its cavity, and 
the sinking down of the fundus and body into the mouth of the womb, 
into the vagina, and even its protrusion at the external generative parts. 


(a) Kraus; in Medicinischen Correspondenz (6) Ricurer’s Chirurg. Biblioth. vol. iii. p.141. 
blatt des Wirtemb. drztl. Vereines., July, 1843, (c) Neue Biblioth. fir die Chirurg. und Oph- 
Nov. 20.—Heryre._peEr, Das chirurg. und Augen-  thalm., vol. i. p. 531. 
kranken Clinicum der Univers. Erlangen, 1843, (d) Livr. xxvi. p. 2. 

p. 45. (e) Livy. xvi. p. 4. 


eee’ 


116 PROLAPSE WITH INVERSION 


It is, therefore, distinguished as incomplete and complete inversion ; in the 
former case the fundus of the womb protrudes more or less through its 
mouth, and forms a semicircular swelling, which is encompassed by the 
mouth of the womb; in the latter the whole womb is protruded, from its 
fundus to its neck, through its mouth, and lies in front of the external 
generative parts in shape of a pear-formed swelling. 


[Crosse observes :—“ Inversion of the wterus is either partial or total; the latter 
can exist only in one degree, and admits of no subdivisions. Partial inversion, on the 
contrary, comprises very many degrees ; and there are both physiological and practical 
reasons for noticing and describing three, by way of classification; namely, depression, 
introversion, and perversion. | rant ; d 

Depression, the first division and slightest degree of partial inversion, is present 
when any portion of the entire thickness of the walls of the uterus becomes convex 
towards its cavity or interior, without going to the extent of being invaginated, or 
brought within the grasp of the rest of the uterus, supposing it to contract by the action 
of its muscular coats. ‘The interior convexity is answered by a concavity of the same 
extent on the exterior surface of the womb. The posterior, lateral, or even perhaps 
the anterior part of the body of the organ, may be thus displaced after parturition ; 
put usually the fundus is the part affected. * * * The palpable evidence of this degree. 
of inversion is obtained by examination through the parietes of the abdomen, or by the 
hand in utero meeting with a convexity of more or less firmness according to the 
atonic or contracted state of the part, and giving the idea of a placenta still remaining, 
after the entire placenta has been removed. If the placenta be still adherent, its 
attachment is to the inverted portion, and any attempt to remove it by traction will 
increase the inversion. 

Introversion is when so great a part of the fundus is displaced, as that it comes within 
the grasp of the portion of the uterus, into which it is received. The greatest degree 
of this displacement consists in the fundus and continuous part of the body of the 
uterus being received into the remainder of its body and cerviz, the convexity of the 

fundus being palpable at the os tince. The inverted portion is ina situation to be 
resisted, supported, compressed, and otherwise acted upon, by the uninverted, by which 
it is always surrounded. In proportion to the degree of introversion is the depth and 
extent of the peritoneal pouch opening towards the abdomen. ‘The uterine ligaments are in 
part drawn into this pouch, and the ovaria approximate, the marginal circle corresponding 
to the angle of inflexion. On examining above the pubes, the circular margin of the 
uterus can be felt forming the boundary of the inversion, and the uterus and part of the 
body of the organ are wanting; in a thin patient, and where the abdominal parvetes are 
relaxed and yielding, the fingers of the accoucheur may even enter the orifice of the 
peritoneal pouch, pressing those parietes before them. If the placenta be still attached, 
it is felt at the os ¢ince, or in the cavity of the uterus, and judged to be of unusual size; 
if partially detached it allows of great hemorrhage, which may cease on its removal, 
if the inverted fundus contract, and be felt firm to the touch; but haemorrhage con- 
tinues if the inverted mass be soft, indicating that it is still in a state of inertia. 

Perversion is when more or less of the inverted portion of the uterus projects through the 
os tince ; in its greatest degree the whole body of the uterus as well as the fundus, passes 
inverted through the os, the cervix only remaining in situ, encircling the contiguous 
or highest part of the inverted portion, all the rest being uncompressed and unsupported 
by the uterus. The peritoneal pouch is lengthened, and the proper uterine cavity nearly 
obliterated. Where “ the inverted part is surrounded by the cervix, it may constrict it, 
producing congestion and even strangulation in all the rest of the inverted organ below. 
The angle of inflexion (so first named by Raprorp of Manchester) is always below 
the middle of the body of the uterus. 

In considering the successive steps of the inverting process, we trace the descent of 

_ the fundus through the uterine cavity until it projects at the os, fills the vagina, and 
reaches the external labia ; and the process may go on in the same direction to its com- 
pletion, the inverted fwydus and even body of the wterus prolapsing externally, until the 
encircling cervix descends, under expulsive efforts, to a level with the labia, and becomes 
apparent under ocular examination. But if the labia resist sufficiently the further 
descent of the fundus, and part of the body of the uterus remains still uninverted, may 
not the process be carried to its completion by ascent of the cervix ? No author has 
hinted at this view of the subject, and yet its correctness must be admitted, in order to 
explain the well-established fact, that where the inverted fundus and body of the uterus 
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are still in the vagina, the cervix is felt high above the pubes, even near to the navel, 
sometimes taking the situation the fundus would normally occupy, the vagina being 
proportionately stretched and carried upwards,—changes which can only be explained 
by supposing that, at a certain stage, the inversion ceased to progress by descent of the 
fundus, and was continued and completed by ascent of the cervix. If the placenta be 
still adhering, it precedes the fundus, is felt in the vagina, or observed at the external 
labia, giving the attendant an impression of its being firmer than usual, and of greater 
size. * * * If the placenta be already away, a convex tumour occupies the vagina, of 
a greater or less size, according to the proportion of the body of the organ inverted, 
having a soft, slightly nodulated surface, bleeding easily under the touch, its highest 
part encircled by the cervix. If the cervix only remain uninverted, the fundus and 
body of the wterus may be so large as to fill the bony pelvis, distend the vagina and 
render it difficult, if not impracticable for the accoucheur to reach the cervix ; but as 
often as the inverted mass prolapses at the vulva, the encircling cervix can be felt. * * * 
Examination above the pubes may enable the accoucheur to detect the orifice leading 
to the peritoneal pouch, formed by the inverted fundus and body of the uterus, or in the 
case of external prolapse at the vulva, to convince himself of the absence of the organ 
from the abdomen. (p. 283-99.) 

“In all degrees of inversion,” says Crossk, “there is a concavity or pouch lined 
with peritoneum, and open toward the general peritoneal cavity. In simple depres- 
sion the intestines rest in the concavity; and as the pouch or cul-de-sac increases, the 
intestines may, if the opening into it be large, occupy ‘this pouch, so that in total 
inversion, with prolapse, they may actually descend beyond the external /abia, still 
resting in the peritoneal bag, which the inversion has occasioned.” (p. 308.) | 


1285. The inversion of the womb occurs either suddenly or gradually ; 
the former is possible only during delivery, when it quickly follows if the 
woman be in the upright posture, and strain very violently at the moment 
when the child is forced out; or it may occur from pulling at the navel- 
string, from too short or coiled up navel-string, and so much the more as 
the pelvis is wide(1). The inversion may be produced gradually by 
polypous growths at the fundus of the womb (2), by a slight in bending of 
the fundus, which remains after previous delivery, and gradually increases ; 
in which case there is generally only imperfect inversion (3). 

(1) According to Hacumann (a), there may be spontaneous inversion dependent on 
spasm, probably from deficient contraction of the womb, analogous to partial contraction, 


which is observed in stricture of the womb, in which case, for instance, the relaxed and 
toneless fundus, sinks inwards, is grasped by the contracting body, and descends com- 


pletely down to the mouth of the womb. 


((2) On this point CrarKr observes :—“TItis said that inversion may be produced 
by the weight of a polypus attached to the fundus of the uterus. This cause may, of 
course, render unmarried women the subjects of this disease; but it will be rarely 
met with, first, because polypus itself is infrequent; secondly, because the polypus 
must be very large and heavy, that it may, have the power of drawing down the uterus ; 
thirdly, because an unimpregnated uterus is unyielding and firm ; and fourthly, because 
the polypus, to produce that effect, must be attached to the fundus of the uterus.” (p. 150.) 

Grossz, however, says :—‘ Next to pregnancy, the most frequent cause of enlargement 
of the uterus isa polypous tumour, which, when attached, as often happens, to the 
internal fundus of the organ, may occasion its inversion in all the different degrees that 
have been referred to. Any of the various tumours that progress towards the uterine 
cavity, and take the polypoid form, may induce inversion ; but the vesicular polypus, 
being softer and of less density than others, and having usually a narrow neck, is less 
likely, in the progress of its growth and of its expulsion, to cause uterine Inversion, 
whilst the polypus of great density, and with a broad basis, and particularly the fibrous, 
is not unfrequently followed in its later stages by the displacement in question.” 
(p. 321.) Inversion of the womb from polypus is as various as from any other cause. 
«At first so partial,” says CrossE, “ that the polypus is still situated in the 
uterus, and next it descends into the vagina, bringing the inverted fundus to the os ; 
then the polypus protrudes at the labia, the displacement being carried to the greatest 
degree of partial inversion, and filling the vagina, whilst the cervix alone continues 


(a) Einige Falle von krankhafter Lageverainderung des Uterus; in Hamb. Magazin der Ausland 
Literatur. Nov., Dec., 1834, p. 02. 
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in situ, or is itself inverted, with part of the vagina. A further stage remains, in which 
the uterine inversion is total, and prolapses externally, bringing with it the vagina, 
also inverted. (p. 331.) If the polypus be attached to any part of the fundus, at the 
terminating opening of either of the Fallopian tubes, or in the interspace between those 
openings, it may determine a partial and limited inversion, whilst still remaining 
wholly or chiefly within the uterus. The symptoms are the same as a polypus pro- 
duces, without inversion, and cannot be considered characteristic, although generally 
more severe, such as uneasiness in the uterine region, forcing pains, leucorrhea, and 
menorrhagia.” (p. 324.) 

(3) “In addition to what has been already stated, we may,” says CrossE, “ enume- 
rate coagulated blood accumulated in the uterus, and an hydatidous growth, or mole, 
occupying its cavity, each of which has been known to cause uterine inversion.” 
(p. 338.) Of the majority of the cases referred to the former cause, Crosse has consider- 
able doubt. “Some,” he says, “are unsatisfactory, others evidently stated in error, 
the epoch of the inversion having manifested itself to the unsuspecting or uninstructed 
observer, (perhaps some seven or ten days after delivery,) not being the commencement 
of the displacement, which was coincident with the termination of the labour. With 
more correctness may we regard distension of the uterus from blood as a cause of the 
relapse of inversion.” (p. 339.) As to the cases uncomplicated with pregnancy, 
“ where blood was the primary cause of enlargement of the uterine cavity,” he says, 
“I cannot quote any so objectionable as the case related by Mr. WaTKINSON (@), 
in which a woman of fifty years of age had inversion take place under protracted and 
very severe menorrhagia, in which, as WATKINSON supposed, in a relaxed state of the 
os utert, and perhaps of the uterus itself, owing to protracted hemorrhage, the organ 
became inverted on the expulsion of coagula. At the expiration of four or five years 
the inverted womb hung half way down towards the knees, with a neck formed by the 
inverted vagina, about the size of one’s wrist. The patient was reduced to imminent 
danger of life by sloughing and abscess, when the uterus was removed by incision below 
a ligature placed on the vagina with a fatal result. Of inversion following the expul- 
sion of hydatidous masses, he mentions the case recited by Dr. TaatcHeEr, of Edin- 
burgh, in his lectures, in which the woman acknowledged that she had pulled away a 
protruding mass, which consisted of an immense accumulation of hydatids, firmly 
cemented by nearly cartilaginous bands, and had thus produced the same result as from 
injudiciously pulling the umbilical cord for the extraction of the placenta after deli- 
very. There was “every diagnostic mark of the inverted wterus, with the os uteri clear 
and defined, surrounding its upper base.” Attempts to return it were fruitless, and 
“at midnight the uterus was close down on the os externum. Next morning it was 
found fully protruded at the vulva, in shape and size like the largest caoutchouc bottle 
for injection.” It could not be returned, and therefore, on the third day “ a ligature of 
silver wire was applied close to the os uteri, with the double canulaas for polypus. The 
ordinary means for supporting strength and preserving cleanliness were used. On the 
third day from the application of the ligature separation was nearly effected, and the 
slightly remanent portion was divided with the scalpel.” (p. 340-42.)] 


1286. The quick-formed inversion of the womb is commonly accom- 
panied with severe pain, bleeding, inflammation, and swelling of the 
prolapsed part, and if it be complete, with sickness, fainting (1), convul- 
sions, depressed powers, small and scarcely distinguishable pulse, and with 
danger of mortification and death ; in a complete inversion, however, all 
the symptoms may be absent (Hacumann.): ‘The slowly forming inversion 
of the womb prevents the discharge of the urine and stools, causes irregular 
menstruation, bleeding, inflammation of the womb and neighbouring parts, 
pain in the belly, hemorrhoidal inconveniences, whites, hardening, exco- 
riation and ulcers of the womb (2), bad nourishment, dropsical swellings, 
hectic fever, and so on. 


[(1) Upon these symptoms Dariurez (6) makes the following interesting observa- 
tion :—‘‘ A loop of intestine may follow the fundus of the womb, insinuate itself into the 
cavity, of which the entrance is at first very large, become strangulated, as has been 
observed after bursting of the womb, and give rise to new symptoms, which have 


(a) London Medical and Physical Journal, vol. vii. p. 435. (b) Thése. 
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hitherto been merely regarded as sympathetic. The intestinal pains, the swelling 
of the belly, the sickness, vomitings, hiccough, so frequently attributed to reversion of 
the womb, may actually depend in some women only on this strangulation.” (p. 80.) 
(2) “Whilst the inverted wterus remains in the vagina, the discharge (excepting at 
the periods of menstruation) will be of a mucous kind,” observes CrarKkE; “but if 
the uterus falls lower, so as to protrude beyond the external parts, the exposure of that 
surface, which, in a natural state, lined the cavity, to air, as well as to occasional 
injuries, may induce inflammation and ulceration over a part, or the whole of its surface ; 
and the mucous discharge may be changed to one of a purulent kind, so considerable in 


quantity as to debilitate the constitution, and to cause all the common symptoms of 
weakness. If there are any ulcerations upon the surface of the upper part of the tumour, 
formed by the inversion of the vagina, they will be circumscribed, and rarely cover its 
whole surface.” (p. 155.)] 


1287. Inversion is distinguished from prolapse of the womb by the 
pear-shaped swelling, broad below, on which no opening is found (par. 
1269.) The distinction from a polyp of the womb is always difficult, 
and depends on the following circumstances ; in the complete inversion, 
the form of the swelling resembles indeed that of the polyp, but it is 
enclosed at the upper part by a fold, and neither the finger nor a probe 
can be passed up between the swelling and this fold, as it can in polyp ; 
the completely inverted womb has also at its upper part, from being 
hollow, a soft and yielding character. But this distinction is especially 
difficult in an incomplete and slowly produced inversion. When the 
inverted womb still lies in the vagina, it is broader above than below, but 
the polyp has the directly contrary form; the swelling of the prolapsed 
womb has a more definite feel than the polyp, which last is more movable 
and its surface smoother than that of the prolapsed womb. ‘The simple 
inbending of the womb may in some degree be felt through the skin of the 
belly. The diagnosis is considerably assisted by the origin of the ailment 
after previous delivery. But all these circumstances may, in certain cases, 
lead to no definite results; for the form of polyps as well as their sensi- 
bility and mobility varies ; both swellings may present a smooth or uneven 
surface; the polyp may appear soon after birth; the examination of the 
belly in stout persons gives no result. It seems to deserve particular 
attention that the polyp, when it has once penetrated the mouth of the 
womb, grows remarkably quick. 

1288. The first indication, in inverted womb, is to return it to its place 
as soon as possible, because otherwise by the quickly ensuing inflammation 
and swelling, its replacement is difficult and impossible. If the inversion 
be incomplete and recent, it is sufficient to thrust up the bottom of the 
womb gently through its mouth, with the fingers of the right or left hand 
collected in a conical form. If the inversion be complete, if it have 
continued some hours or days, the fundus must be grasped with the whole 
hand, and whilst gently compressed, should be pushed up in the axis of the 
pelvis. In difficult cases the object may perhaps be attained, if two fingers 
be passed by the side of the protruded fundus of the womb into its mouth, 
enlarging it and then first returning that part next the mouth and after- 
wards the bottom of the womb. After the reduction is completed, the 
hand is to be kept in the womb till, by simultaneous rubbing and sprinkling 
the belly with cold water, it have perfectly contracted, and the after-birth 
if still retained, have been thrown off (1). Quiet in the supine posture with 
the rump raised, and the avoidance of all exertion, are favourable to 
keeping the returned womb in place(2). Ifthe replacement be impossible, 
from the inflammation and swelling, or if on account of the increase of 
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dangerous symptoms, especially of convulsions, it cannot be undertaken, 
then, after the womb has been gently thrust into the vagina, it must be 
attempted-to diminish the swelling by suitable antiphlogistic treatment, and 
by simultaneous emptying of the bladder and rectum, before proceeding to 
its return (3). Attempts at replacement must not be continued too long, nor 
too violently, because thereby the most dangerous symptoms arise ; but 
should be repeated after a suitable pause. In one such case the womb has 
been seen to return by the ensuing contraction (a). 


(1) If the placenta remain still attached to the prolapsed womb, its separation must 
be first effected, before any attempt at replacement, because the reduction together with 
that of the placenta is considered impossible; but as this is contradicted by experience, 
the removal of the placenta renders the reduction doubtful, and dangerous bleeding may 
be easily produced ; so the greater number of modern accoucheurs agree to attempt its 
reduction, together with that of the placenta, and only to remove it when it adheres 
very slightly. : : 

(2) In chronic inversion, it becomes more difficult to preserve the womb in its place, 
because it has lost its power of contractility. To effect this, some have recommended 
the introduction of pessaries, (RoussEeT,) of several pieces of sponge, (Jore,) of 
a caoutchouc bottle, (FRres,) and of peculiar supports for the womb, (LOEFFLER, 
SIEBOLD. ) 

[“ In a case where the uterus has been long inverted, and lies in the vagina, (the 
latter cavity having undergone no change, except from distension,) it will not be advis- 
able,” says CLARKE, “to recommend any other remedy than the injection of some very 
mild astringent fiuid three or four times a day, into the vagina. Some restraint will thus 
be placed upon the quantity of the discharge, and the parts will be kept ¢lean by it. 
Pessaries are useless; the vagina being already so completely filled that nothing more 
can be retained in it.” (p. 156.) 

(3) In the treatment of recent inversion, CLARKE lays down, that “the uterus is to be 
first returned to its usual state and natural situation ; and the case then becoming simply 
one of a retained placenta, is to be treated as such; but if, neglecting this order of 
proceeding, the placenta should be first removed, a number of bleeding vessels will be 
exposed before the uterus can contract, so as to restrain the hemorrhage ; and the chance 
is, that the patient may die from its effects.” (p. 152.) 

Inversion of the womb “is occasionally met with in the chronic state,” says CLARKE, 
attended by a mucous discharge. The symptoms of the chronic state resemble those of 
procidentia uteri ; and, an examination being made, a tumour is found either in the vagina 
or hanging out of the external parts. Such a tumour may be mistaken for polypus ; but 
in the latter disease, the os uteri encircles the tumour; in inversion of the uterus, the 
os utert forms a part of the tumour itself. Moreover, the inverted wterus is sensible ; 
polypt of the uterus, on the contrary, are void of feeling.” (p. 153.)] 


1289. If the return of an inverted womb be impossible, dangerous 
symptoms must be prevented by properly emptying the bladder and rectum, 
by the avoidance of all effort and so on, and by the introduction of a 
pessary to prevent, if possible, the further descent of thewomb. But if the 
inversion be accompanied with threatening symptoms, if the replacement 
be in nowise possible, if the womb be ina state of cancerous or other 
kind of degeneration, then may the cases related (6) of successful removal 
of the womb, determine us to its removal with the knife, after previously 
applying a ligature; or with the ligature, in which it is best to apply two 


(a) Saxtorpn’s gesammelte Schriften geburts- 
hilflichen Inhaltes; translated into German by 
ScHEEL. Copenhagen, 1803, p. 305. 

(6) Brereneari Carri, Comment. ad MunpiIn1 
Anatom., p. 225.—Dierricn, C. M., Rede von 
einem Vorfalle und gliicklich unternommener 
Absetzung der Mutter. Niirnb., 1745. 4to.— 
Fatvre ; in Journal de Médecine, vol.iv.—Wrais- 
BERG, Commentatio de Uteri mox post partum 
naturalem resectione non lethali. G6tting. 1787. 
—RicuHTER’s chirurg. Bibliothek, vol. viii. p. 671. 
—NeEwnuHAM, above cited.—Winpsor, J., Some 


Observations on Inversions of the Uterus, with a 
case of successful extirpation of that organ; in 
Med.-Chir. Trans., vol. x. p. 358.—von SIEBOLD’s 
Journal fir Geburtshilfe, u.s. w., vol. v. pt. ii. 
p. 406.—BorreEeR, in von GRAEFE und WAL- 
THER’s Journal,vol. xxiii. pt. ii.mKETTLER, in Oes- 
ter. Medicinischen Jahrbiichern, vol. xi. pt. iii. 
—Coox, J. C., Case of Loss of the Uterus and its 
appendages soon after delivery ; with remarks on 
the propriety of removing that organ in cases of 
Inversion or Scirrhus. London, 1836. 
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ligatures with a single needle and to tie them on each side to prevent 
slipping ; it must, however, be borne in mind that the intestines may have 
descended in the place of the inverted womb. 


[When the inverted womb falls out of the body, drawing with it the vagina, and 
increasing weakness is produced by the quantity of the discharge, “if this case is left to 
itself, the woman,” observes CLARKE, “either drags on a miserable existence for a number 
of years, or her life is cut short by the constant drain. Cases of this kind can receive 
very little benefit from external applications ; and it is obvious that not much is to be 
expected from internal medicines. Powdered chalk or lapis calaminaris, sprinkled 
upon the part, may check the discharge a little ; the oxide of zinc may in some measure 
abate its quantity ; but it will not remove it altogether; and the same observation will 
apply to astringent applications generally. The following application may have a 
beneficial effect:—R lig. calcis Ziv., mucil. sem. cydon. 3vj. M. ¢ *)*) * oIt maybe 
considered more prudent, if the discharge diminishes in consequence of such applications, 
‘to persevere with them, rather than to risk any danger which may arise from an operation. 
In those cases of inversion of the uterus, where the woman has passed the menstruating 
agé, where her comfort is destroyed by the disease. and where the profuseness of the 
discharge threatens her with death from the debility which it produces, it may be ad- 
visable to recommend the performance of an operation, which has been in many instances 
attended with success, and from which the author has known a patient recover after she 
has attained the age of sixty ; this operation is the removal of the inverted wterus itself. 
Although it is not expedient to subject a patient labouring under a chronic inversion of 
the uterus during the menstruating portion of her life, under ordinary circumstances, 
to the danger of the removal of the organ, the system of a woman may be so drained by 
the excessive discharge as to warrant the performance of the operation.” (pp. 157, 58.) 

It does not appear that the removal of the inverted womb by ligature is dangerous ; 
the cases treated by CLARKE himself, as well as those he quotes, did well; so also 
BLUNDELL’s case, and he observes:—“ Indeed, I have not heard even of any cases in 
which the operation has been followed by fatal consequences ; though such cases must, 
I presume, occasionally occur.” (p. 145.) In one of Ciarke’s cases, “a strong silken 
ligature was used, and although nearly three weeks elapsed before the uterus was 
separated, during which symptoms of inflammatory action presented themselves in full 
force, with vomiting and diarrhea, the result was most successful, and perfect health 
was restored. (p.159.) In another, in which the operation was performed by CHEVALIER, 
‘a ligature was applied round the contracted part of the tumour, that is, where the 
uterus terminated, and the vagina began. It was tightened daily, until about the eleventh 
or twelfth day, when the parts included in the ligature were absorbed, and the wterus fell 
off. During this time the patient complained of very little pain.” (p. 163.) BLUNDELL 
«applied the ligature with Hunrer’s needle, asin the case of polypus, and in eleven days 
the uterus came away; it sloughed, and softened down, so as not to separate bodily, in 
the form of uterus, and the recovery of the patient was complete.” (p. 144.) In Dr. 
Josrru CLARKE’s case (a), “ the pressure by ligature, which the partially inverted uterus 
bore for many days, not only with impunity, but with decided benefit to the future health, 
constitutes the leading feature of thiscase. When the uterus became completely inverted, 
its amputation became an easy operation, and the patient’s previous good health suffered 
no diminution.” (p. 161.) 

Dr. Symonps of Oxford (b) applied a ligature in a case of inverted womb in a young 
woman, eighteen years of age, two years and a half after the delivery of a living child. 
The placenta had been long retained. and was brought away with great violence. The 
ligature was tightened every other day, and the patient did not suffer much pain till 
this had been several times repeated. The tumour separated on the fifteenth day ; three 
or four days after, dangerous symptoms appeared ; and on the sixth day after, she died. 
On examination, about a quart of pus was found in the peritoneal cavity; the‘ bladder 
and omentum were adherent; and there was a free and open passage between the vagina 
and the abdominal cavity, of a circular form, capable of admitting the finger, and con- 
sisting of the ring of the os uteri, and about three lines of the cervix, close upon it were 
the ovaries, of natural appearance, and the remains of the Fallopian tubes. 


(a) Edinburgh Medical Annals, vol. ii. p. 419, (b) North of England Medical and Surgical 
and also quoted as above by ChaRKE, Journal, vol. i. p. 149. 
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II]—PROLAPSE OF THE VAGINA. 
(Prolapsus Vagine, Lat.; Vorfall der Mutterscheide, Germ.; Chute du Vagin, Fr.) 


ScHRAGER, Dissert. de prolapsu vagine uteri. Lips., 1725. 

SrrocuLin, J. G., Dissert. de relaxatione vagine, prolapsu et inversione uteri. Argent., 
1749. 

SABATIER, above cited, p. 390. 

Lover, J. C., Prog. i—ili. de vagine uteri procidentia. Jen., 1781. 

MEISNER, above cited, p. 212. 

CLARKE, CHARLES, above cited, part 1. p. 142. 


1290. When the canal of skin which forms the vagina protrudes wholly 
or entirely from the labia, it is called Prolapse of the Vagina. It may 
consist either of the internal membrane alone, or of all the membranes of 
this canal; in the former case only is it possible for the womb not to 
descend at the same time. The prolapse is either complete or tncomplete ; 
in the former, the whole of the vagina descends; in the latter, only a part 
at one or other side, and usually on the front. 

[The prolapse which CHeExius treats of more especially, must be considered as the 
anterior prolapse of the vagina, and differs decidedly from the form deseribed by 
CuaRrKE, who says, “the term procidentia vagine is here meant to imply a relaxation 
of the posterior part of the vagina, so that this part is lower than the natural defined edge 
of the perineum.” (p. 142.) From this description, it may be fairly distinguished as 
the posterior prolapse of the vagina. 

Joun Burns (a) says, that “the rectum, in every degree, is more or less drawn down, 
and brought forward, sometimes so much so as to form a kind of pouch in the protruded 
vagina.” (p. 78.)] 

1291. The Complete Prolapse is at first characterized by a soft bluish 
red, slightly wrinkled or smooth ring which, by its gradual lengthening, 
acquires a cylindrical form, and, at its lower end, has an aperture into 
which the finger may be introduced, and the mouth of the womb felt. 
The prolapse is increased by standing, and generally returns in the hori- 
zontal posture. If it have existed for some time, the condition of the 
skin is changed, it becomes dry, and similar to the common tegument ; 
it may inflame, pass on to ulceration, and soon. Inconveniences are con- 
nected with prolapse of the vagina similar to those accompanying prolapse 
of the womb, only in a slighter degree; the patient feels, especially if the 
prolapse have occurred suddenly, a pressure in the vagina, a constant 
disposition to void the urine and stools; she is subject to a copious flow 
of whites, the menstruation becomes irregular, and on every violent 
exertion prolapse of the womb is to be feared. Jmperfect Prolapse forms 
a blind sac, at the under end of which there is not any opening, and 
at the side of which the finger may be passed into the canal of the vagina. 


The prolapse which depends on vaginal rupture, has been already mentioned (par. 
1248.) The diagnosis between prolapse of the vagina and that of the womb is easily 
determined by the symptoms mentioned, by the excrescences in the vagina, and by 
examination. 

[Very few symptoms attend this complaint,’ says CLARKE; “some pain in the 
back is present, but this is not considerable; some transparent mucus comes away from 
the vagina, and the woman complains of a relaxation in the parts, and of something 
projecting from them.” (p. 145.) “ In the earlier stage,” BLUNDELL (0) observes, “ the 
tumour is very small, perhaps not larger than the ball of the apex of the forefinger, 
forming at the back or front of the vagina, or laterally, or in all the three pusitions at 


(a) Principles of Midwifery. Ninth Edition. (b) Above cited. 
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once, protrusions by no means uncommon. These protrusions, if small in size, may be 
looked upon as natural to the part; but_they often show a disposition to increase, and 
then begin to attract attention.” (p. 29.)] 


1292. The following circumstances predispose to prolapse of the 
vagina ; relaxation, and slight cohesion of the vagina, and its surround- 
ing cellular tissue in cachectic subjects after a violent flow of whites, 
after frequent deliveries, especially if the perineum be torn, after too 
frequent coitus, onanism, and the like. The occasional causes are, 
violent exertions in lifting heavy weights, in violent vomiting, shrieking, 
and the like; violent efforts in delivery, especially in improper postures, 
in going to stool, and so on; also pressure from the parts surrounding the 
vagina, for instance, from large stones in the urinary bladder, from reten- 
tion of urine, dropsy of the belly, and so on, may produce prolapse. ahs 
arises in general suddenly or slowly. 


[CrarKe’s form of prolapsed vagina is considered by him to arise from the habitual 
constipation of the bowels, to which women subject themselves, in consequence of which 
“the lower part of the intestinal canal becomes so distended sometimes as to make the 
posterior part of the vagina approach near to the anterior part of the pelvis, and in this 
way the diameter of the vagina may be much diminished. This extreme distension of 
the gut at length diminishes, or takes off the power of contraction upon its contents, and 
the strength of the sphincter muscle is increased by its frequent resistance to the con- 
traction of the intestines and abdominal muscles; at length, when, by the operation of 
purgative medicine, or by the natural strong efforts of the intestines, or by manual 
assistance, (which is sometimes required,) the lower bowel is emptied of its contents, 
the pouch formed by it, and the posterior part of the vagina continues, so as to form 
procidentia vagine. If the forefinger of the Surgeon is passed into the anus, under 
such circumstances, and carried forwards, it will be directed into the pouch so formed. 
This disease appears sometimes to be produced by piles, acting in the same manner as 
habitual costiveness. * * * The complaint may also be produced by cysts belonging to 
diseased ovaries, falling down into the hollow between the rectum and the posterior part 
of the vagina. In one case where this happened in labour, it was only “terminated by 
opening the child’s head, by means of which operation the life of the woman was saved. 
After the labour, the cyst went up again into the cavity of the abdomen; and the vagina 
being no longer pressed down, regained its natural situation.” (pp. 143, 44.) CLARKE 
further observes, that “‘ when the patient is in the horizontal posture, the tumour made 
by the prolapsed vagina is somewhat smaller than when she is erect; but it never goes 
away altogether. Its size is sometimes as large as a hen’s egg. Very few symptoms 
attend the complaint.” (p. 145.) | 


1293. A small and recent prolapse of the vagina is easily returned if 
the patient being put in the horizontal posture, on her back, with the rump 
raised, the protrusion be pressed back with the finger well oiled, and 
the skin of the vagina also pressed every where on the sides. If the 
replacement be prevented by inflammation and swelling, or the prolapse 
be of long standing, luke-warm baths, softening applications, a longer 
continued supine posture, and attention to the free voidance of the urine 
and stools must be employed. 


[For curing the posterior prolapse, CLARKE says :—“ The practitioner is to direct proper 
means to keep the rectum empty, and thus to remove one of its causes; afterwards he is 
to endeavour to restore the tone of the gut. Without attending to the first of these objects, 
the second cannot be accomplished ; and unless the tone of the bowel is restored, the mere 
emptying of it will be useless. Purgatives given by the mouth, and clysters thrown 
into the rectum, are the means by which the first of these objects is to be attained. If 
piles are present, the class of resinous purgatives is to be avoided. * * * As in some 
instances, the gut is so much distended as entirely to have lost its power of action ; 
neither clysters nor purgatives will be of any avail; the clyster-pipe, as it passes into 
the rectum, will be blocked up by feces ; and purgatives will only bring a large quantity 
of feces down, which will add to the bulk, already too great. Nothing remains in this 
case but to empty the rectum by manual operation, * * * The patient being placed on 
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her left side on a bed, her knees being drawn upwards, the forefinger of the right hand 
of the Surgeon, covered with oil, is to be introduced into the vagina ; a marrow-spoon, or 
the small end of a common table-spoon, covered with oil, and warmed, is then to be 
introduced into the rectum ; and by means of it, assisted by the finger in the vagina, the 
Jeces are to bescooped away. A large clyster is then to be thrown up; and if any feeculent 
matter should be lying in the sigmoid flexure of the colon, it will be brought down into 
the rectum, where it may be easily removed. For the purpose of giving tone to the 
rectum, the same means are to be employed as are calculated to produce similar effects 
in other parts of the body. Bandages are not applicable to this case. The object is to 
give support to the posterior part of the vagina and to the weakened rectum. A glo- 
bular pessary answers both of these purposes very well, and it should be carefully adapted 
to the size of the vagina. * 


* * * Costiveness in future is to be carefully prevented.” 
(p. 146-48.)] 

1294. To prevent the reprolapse of the vagina, the introduction of 
pads filled with astringent substances, and steeped in red wine, or sponges 
cut in conical form, moistened with astringent fluids, should be used 
previous to employing the pessary. The patient must for a long time 
observe rest and a horizontal posture; and employ the remedies advised 
(par. 1275) for strengthening the relaxed parts. In old prolapses, which 
cannot in any way be kept up, the operation already mentioned in prolapse 
of the womb, (par. 1278,) by narrowing or closing the vagina, can alone 
get rid of the evil. 


*TII.—OF PROLAPSE OF THE BLADDER. 


(Prolapsus Vesice, Lat.; Harnblasenvorfall, Germ. ; Chute de la Vessie, Fr.) 
CLARKE C. M., above cited, part i. p. 130. 
BiunpDE.tL James, M.D., above cited, p. 31. 


[Prolapse of the Bladder may be easily mistaken for prolapse of the 
vagina, and has been confused, though with less cause, with that of the 
womb, although some of the symptoms are common to both. The pro- 
lapsed bladder falls back, just behind its neck, carrying with it, into the 
cavity of the vagina, the front of that passage, and the two together descend 
less or more completely, and appear at the os externum in form of a convex 
or hemispherical swelling, which fills up the orifice, and sometimes pro- 
trudes between the labia, the transverse folds of the vagina being less or 
more distinct upon it, according as the bladder is full or empty. 

The sensation of bearing down is less great than in prolapsed womb ; 
but it is in some women greatest in the horizontal posture; in the night, 
therefore, the patient is much annoyed with this sensation, which is 
frequently accompanied with a perpetual desire to make water: The dis- 
comfort and protrusion is greatest when the bladder is full; but it rarely 
happens that that organ can be completely emptied, the muscular fibres 
forming the pouch or tumour not appearing to have the power of con- 
tracting completely. The peculiar symptom of prolapse of the bladder is 
a pain referred to the navel, witha sense of tightness there; the pain greatest 
when the bladder contains the largest quantity of urine, diminishing as the 
water is voided, and ceasing when the bladder is nearly or entirely emptied. 
This symptom is especially noted by Cuarxke, who thinks it may be 
accounted for, perhaps, by a stretched state of the umbilical ligament, (the 
remains of the umbilical arteries,) or by the dragging upon the navel itself. 
The pressure of the back of the bladder on the front of the vagina 
lengthens the cellular tissue, connecting it with the front of the cervix 
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uteri; but, as it does not yield readily, it drags down with it the anterior 
lip of the os uteri, and lengthens it very much. Hence, “ the os uteri,” 
says CLARKE, “ instead of being found in the centre of the pelvis, opens 
directly backwards, and lies in contact with the posterior part of the 
vagina ; so that the space between the elongated anterior lip of the os wter?, 
and the posterior part of the vagina is very small ;” and sometimes, indeed, 
the os is patulous. ‘There is often a discharge of mucus in these cases, 
and rarely it is profuse. 

Prolapse of the bladder is distinguished from prolapsed womb, by the 
absence of the stomach symptoms, which rarely, if ever, occur when there 
is mere displacement of the bladder (CLARKE.) There is not any aperture 
in the protruded part, as in prolapsed womb; but the swelling has a 
regular form, filling up more or less completely the cavity of the vagina, 
but admitting the finger to be passed up between itself and the hind wall 
of that passage, to the mouth of the womb. CLARKE says that, on tracing 
the tumour in the vagina “to its origin, it may be felt lying between the 
os pubis before, and the uterus behind; and a practitioner can hardly fail 
to discover that it is formed by fluid.” The latter part of this observation 
is correct ; but its relative condition with regard to the womb will depend 
upon the extent of the dropping down of the bladder, and the position of 
the womb is rather above than behind the tumour. The diminution of the 
size of the swelling when the bladder is emptied, is also another charac- 
teristic, and distinguishes the disease from the encysted or other tumours 
which occasionally, though rarely, form in the neighbourhood of these 
parts. 

If the catheter be introduced, it can be easily felt within the cavity of 
the swelling, (an excellent indication of the disease,) and, under voluntary 
urging, the swelling is found to increase considerably in size. By these 
two marks the disease may be readily known (BuiunDEEL.) If the pro- 
lapse occur during labour, care must be taken not to mistake it for the 
descending portion of the membranes, by which irreparable mischief has 
been inflicted (CASTLE. ) 

The treatment consists in keeping the bladder constantly empty, in the 
injection of astringents, and in wearing a pessary, either globular, or egg- 
shaped. The latter is, perhaps, the most preferable, “ particularly,” says 
Cuarxe, “where the diameter of the vagina is but little increased by 
relaxation.” All exertion which might force the bowels down upon the 
bladder should be avoided, and the patient should be kept quiet; and, 
perhaps, if confined to the recumbent posture upon her face, with a catheter 
in her bladder, so that the urine might pass off without being retained in 
the bladder, and thus the disposition of that organ to contract encouraged 
and kept up till the vagina had recovered sufficient tone to resist the 
pressure of the protruding bladder. 

The use of the pessary and astringents is said to be generally sufficient 
for the cure of prolapse of the bladder ; but sometimes the instrument can- 
not be borne, and the downward pressure of the swelling is so great and 
inconvenient, that the woman is incapable of any exertion, or even of 
moving about without much distress. Under such circumstances, it will 
be advisable to take outa portion of the front wall of the vagina, and thus 
diminish its disposition to yield to the pressure of the bladder. 


Cases of prolapse of the bladder do not often fall under the Surgeon’s care in this 
country, except when the ordinary treatment with pessaries and injections fail, and it 
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becomes a question whether the patient can be relieved by an operation. One such 
instance has come under my care, and been considerably relieved; for, although not 
entirely cured, the patient has been enabled to resume her ordinary occupation. 

Casre.—M. A., aged twenty-five years, a fair-haired, hysterical, well-formed, but not 
stout single woman, came under my care, 

Oct. 24, 1837.—She began to menstruate when sixteen years old, and for the first 
year had good health ; but since that period has been continually ailing, and suffered very 
much at her monthly times. The menstrual discharge has been scanty, and not lasting 
more than two days, when she has been so unwell as to be quiet; but, when engaged in her 
occupation as housemaid, and able to be about, it has been plentiful, and lasted four days. 
She has always had much bearing down, and, within the last three or four years, has 
suffered much from leucorrhea, and the bearing down has so increased, that, for the last 
twelvemonth, she has been unable to follow her usual employment, and been compelled to 
give up her place. Five months ago the protrusion was as large as a cowrie-shell, and, 
when she exerted herself, it became much larger. She did not usually void her urine for 
twelve or sixteen hours, and then the protrusion disappeared. Micturition was always 
accompanied with sharp smarting pain; it was long before she could void any water; 
sometimes not for eighteen or twenty hours. By repeated efforts, however, she was at 
last enabled to empty her bladder, and never required the introduction of a catheter. 
Last spring she attempted wearing an Indian rubber pear-shaped pessary; but it was 
useless, as, whenever she walked about, it immediately dropped out. For the last three 
months she has kept in bed, used astringent injections, and worn a sponge pessary, which 
has kept the swelling up, but without any actual improvement. 

Nov. 11.—I made an examination with the view of ascertaining the feasibility of 
removing some horizontal slips of the front of the vagina, as suggested to me by my 
friend Dr. Locock. As she had not made water for three hours, the bladder was 
partially filled, and a swelling, about the size of a cowrie, protruded through the os 
externum vagine, and just appeared in front of the furcula. Some of the rug@ of the 
vagina were very distinct, and the swelling began a full inch behind the orifice of the 
meatus, which canal was not at all displaced, and allowed the ready entrance of a catheter 
into the bladder. Slight pressure returned the tumour, and the os uteri was then found 
depressed to within an inch of the os eaternum. On expanding the vagina with the 
speculum, it was seen to be so drawn off from the front of the neck of the womb, that no 
appearance of neck remained; but from the plane of the os uteri to the front wall of the 
vagina, was one continuous and very open curve; but the cul-de-sac, behind the neck, 
was, on the contrary, very deep. Having withdrawn the speculum, I could, without 
difficulty, nip up an inch and a half of the vagina from the back of the bladder; and 
having ascertained this, it was determined to remove a slip or two of the lax part. 

Nov. 12.—Having bound her, and put her in a position for lithotomy, as there was 
but little protrusion, and her efforts failed of driving the swelling down, I commenced 
the operation by pinching up the front of the vagina, and passing a tenaculum through, 
drew it down ; I then introduced a needle and ligature, about an inch below the os utert, 
and half an inch above the tenaculum, for the purpose of drawing down the vagina after 
the removal of the proposed slip, and to prevent difficulty from its retraction. The 
portion of the vagina included on the tenaculum was then drawn down, and having been 
felt to be separated from the bladder, I made a horizontal cut, about an inch and a half 
in length, carefully separated the vagina from the bladder, first with the blade, and 
after with the handle of the knife, till I could hold the slip with my thumb and finger, 
and withdrew the tenaculum. I then separated the flap till it was an inch in depth at 
the middle, but tapering to a point at each end, and cut it off horizontally below with a 
pair of scissors. There was pretty free bleeding, but only one small vessel could be 
found to tie, and it ceased after sponging with cold water for about a quarter of an hour. 
I then introduced three platina sutures upon very small needles, the middle one first, 
and having brought the edges of the wound close, twisted them together. She was 
then put to bed upon her face, a catheter introduced, and the urine directed to be with- 
drawn hourly. The operation was not difficult, nor very painful; but there was a 
aed awkwardness in getting the sutures through, perhaps from the small size of the 
needles. 

Nov. 13—Last evening there had been a little oozing of blood ; but during the night 
a considerably quantity ; one sheet having been soaked through, has been removed, a 
second is in much the same state, and there is about eight ounces of clot in the hair of 
the pubes. She feels rather faint, but her face is much flushed. She has passed plenty 
of water, both through and by the side of the catheter; but she complains of much pain 
in the chest and loins, with great tenderness of the belly. 


OF THE BLADDER. 127 

As it did not seem well to permit the continuance of the bleeding, I removed the 
catheter, cleared away all the clot, and introduced the speculum. No clot was found 
in the vagina, but there was a free oozing from between the lips of the wound. 
Failing to find any vessel, I removed the right suture, upon which the wound gaped, 
and seizing its upper lip, whilst she strained, I drew it down, and carefully examined 
the whole surface, from which the oozing was very free. After considerable trouble, I 
found and tied three small bleeding vessels, which, however, I believed to be veins, 
oe the bleeding being checked, I passed a silk suture, and again introduced the 
catheter. 

Nov. 15.—She has not had any more bleeding, and the pain and tenderness of the 
belly have diminished, but the latter still continues about the region of the bladder. 
There is a little fetid discharge from the vagina, and some small thin flakes of adhesive 
matter in the urine. On examining with the speculum, I found all the sutures had 
begun to ulcerate, and therefore removed them ; the metallic ones with some difficulty, 
as they did not readily untwist. The wound did not gape, but the extent of the union 
could not be ascertained. On the front of the vagina, near the neck of the womb, was a 
seemingly ulcerated spot, perhaps where the first thread for drawing down had been 
passed. 

She had a tolerably good night, and next morning drew off about half a pint of very 
ammoniacal urine, with much adhesive flakes ; this evacuation was followed with great 
pain in the bladder and pudendum, for about half an hour, and then gradually subsided. 
In the course of the day, the quantity of water drawn off increased, and became quite 
clear. She had not any febrile excitement, but still complained of much pain in the 
left breast, across the pit of the stomach, and over the whole belly, which is probably 
only hysterical. . She had an increase of the throbbing in the wound, which has been 
constant since the operation. 

Nov. 17—The throbbing has diminished, and the discharge from the vagina has 
increased, and is distinctly purulent. She has still much pain in the region of the 
bladder, and the urine is much loaded with adhesive matter. 

Nov. 19.—Is better, and has passed plenty of urine, which yesterday was scanty, and 
the sediment in it mucoid. Less throbbing in the vagina, but the discharge increased. 
Complained of pain and soreness, with beating in the umbilical region, and some 
tenderness on pressure, as also about the region of the bladder ; and also pain in the 
upper part of the thigh. Her bowels are kept regular with castor oil. In the course of 
the evening she became very hysterical, and it was necessary to give her some ether 
and tincture of henbane, with camphor mixture. But next day she had recovered her- 
self, and her bowels having been freely moved, the abdominal pain almost entirely 
ceased. 

Nov. 22.—The speculum was introduced to examine the state of the parts, but being 
inefficient, was withdrawn, and the os externum being held widely apart with the fingers, 
she was desired to bear down. This brought the wound into view, which had not yet 
united, but was healing by granulation. ‘There was a free leucorrhea. 

Jan. 6, 1838.—Up.to the present time, she has been kept in bed, and the wound has 
healed. The discharge continues very profuse, and she has much pain in the loins. 
On examination, the bladder was found still falling back, as previous to the operation. 

A fortnight after, she was allowed to get up and walk about; the descent of the 
bladder soon became as at first, and protruding between the labia when she exerted 
herself. The operation had therefore been unavailing. In the middle of March, after 
going about more than usual, the bladder protruded to the size of an egg, and on the 
following day still more; but a few days rest in the recumbent posture restored the 
old condition. 

As she continued very delicate, it was determined she should go to the sea-side for 
the improvement of her constitutional powers, and she went to Brighton in April, wear- 
ing a globular pessary, which kept the bladder up; but after a month, as it caused 
much pain in the region of the bladder, it was thought advisable to remove it, which 
was done with much difficulty, and in course of the following week the protrusion 
returned. For some weeks she used a cold salt water hip-bath daily, and the recum- 
bent posture; and afterwards, sea-bathing three or four times a week, but without 
diminution of the discharge, and with no benefit to her health. 

The vagina was then cauterized with the caustic potash thrice, at intervals of a. week; 
from the first application there was little sloughing, the second caused much, and. the 
third less, but more than the first ; and during the separation of the sloughs, she used 
injections of cold sea water. continually, and took forty drops of the tincture of muriate 
of iron twice a day. She left Brighton in September without any material improve- 
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ment, and returned home to her usual employment. Soon after, the dragging pain in 
her loins and the protrusion increased, and if she walked a short distance, these became 
worse, and were accompanied with pain in the upper part of both thighs. In December, 
a ring pessary was introduced to relieve the protrusion, but its pressure upon the rectum 
was so great, that she could not pass her motions, and after having been worn three 
days, it was necessary it should be removed. , 

She came under my care again in January, 1839, much out of health and spirits ; 
nothing therefore was done but to improve these, and I did not make any examination 
till the middle of April. The bladder was then still fallen, but less than before, merely 
appearing at the os externum, and returned with the least pressure with the fingers; the 
sear on the front of the vagina, of which the shortening was very decided, was quite 
visible, and though not hard was tender; the position of the womb and the state of its 
lip was nearly the same as at first. Thinking, as little pressure kept the bladder in 
place, a small oval pessary might be useful, I introduced one; but the next day the 
bladder had slipped down between it and the pubes, and she had so much pain that it 
was necessary to remove it. 

Although kept in the recumbent posture, she still had severe dragging pain in the 
loins, equally as when she was about; and as she objected to the application of caustic 
again, but was willing to submit to an operation, I determined on removing a vertical 
piece of the vagina, which was done 

May 18.—She was now placed standing with her body bent at right angle with her legs, 
and resting upon a table, with the pelvis rather higher than the shoulders. A pewter 
speculum, slit lengthways and the edges widely opened, was introduced into the vagina, 
with the gap towards its front; a catheter was introduced; the labia held apart by 
assistants, and the perineum pressed up with the speculum. I then seized the front of 
the vagina with Braumont’s needle and drew it down till I could conveniently pass a 
tenaculum through it, which done, the needle was withdrawn. Pulling up the vagina 
with the tenaculum as far as I could, I cautiously made two semi-elliptical cuts about an 
inch and a half in length, from half an inch below the neck of the womb to about the 
same distance behind the urethra. The right cut was made freely with a common 
scalpel, but the left required a little more care and was made by short portions, cutting 
upwards with a phimosis knife which was very convenient ; and the insulated piece was 
then dissected off the bladder, leaving a gap about half an inch wide, which was increased 
to an inch by paring the edges of the wound. There was, as in the former operation, very 
free oozing of blood, and it became necessary to tie two small arteries. ‘Three sutures 
were put in very readily with Braumont’s needle, and the speculum having been with- 
drawn they were tied and the operation completed. She was put to bed on her face, and 
an elastic male catheter introduced, so that the urine might escape as soon as it entered 
the bladder ; and twenty drops of laudanum, thrice a day in mint water, were ordered 
for the purpose of keeping the bowels costive. 

May 23.—Excepting a little discomfort from position, she has been tolerably well. 
There is now a little purulent discharge, and on gently separating the parts one suture 
was found separated, but there was little inflammation about the wound. 

May 26.—She was rather flushed and feverish, and had not passed water for some 
hours ; the catheter was withdrawn, found to be clogged, and when introduced again, 
a pint of high-coloured urine passed, which greatly relieved her. Another suture and 
one of the ligatures came away in the evening, and on the following day the remaining 
suture and ligature. 

June 7.—The catheter having caused some irritation to the bladder, was removed, 
and a common female instrument given her to pass frequently, so as to prevent distension 
of the bladder. Up to this time the urine has been more or less turbid, with flakes of 
adhesive matter, as after the first operation. 

June 18.—Having now been on her face for thirty-one days, latterly without much 
inconvenience, she was allowed to lie on her side. pit 

July 22.—An examination was made; there was less protrusion, but the bladder still 
falls back into the vagina. The wound is perfectly healed; but there is tenderness 
about the neck of the bladder. The discharge continuing, a small bag partially filled 
with powdered oak bark was introduced into the vagina. The bark swelled so much 
with the moisture that it was necessary to diminish its quantity. 

Fi Aug. 5.—The discharge is materially diminished, but the vagina slips below the 
ag. : 

Aug. 25.—Was allowed to dress herself, but still kept in the recumbent posture. 
The bark bags were left off, and a saturated solution of alum in elm bark was ordered 
to be injected frequently during the day. 
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Sept. 5.—She has not gained much advantage by the injection ; the bladder is just 
visible at the furcula. 

Sept. 20.—She returned home, being able to walk about much better than previous to 
the operation, and had but little pain in the loins; the discharge, however, continued, 
She was directed to weara pad in the perineum, supporting it with a T bandage, and 
to use the oak-bark bags. 

On the whole I was fearful that she had not derived any material benefit by the 
operations to which she had been subjected, but was agreeably surprised on seeing 
her in 

WVovember, 1840, to learn that soon after her return home, she had been able to stand 
whole days at the ironing-table without any protrusion. For some months she has been 
able to go about without difficulty, and do anything she has to do; but she Says there 
is some protrusion. I examined her, however, and found little or none. 

In the following January she married, and was confined in the ensuing December. 
She was taken in labour on the 16¢h, and delivered after forty-eight hours. She got up 
at the week’s end, and a week after there was protrusion about the size of a walnut, 
which continued increasing till at present, March 20, 1842.—The bladder again pro- 
trudes between the labia, about the size of a crown piece; after standing up, the mouth 
of the womb descends behind; but both easily return when she lies down. Her health 
is now tolerable, and she manages with a little weariness to get through the usual 
occupations of a labourer’s wife. 

As with all the disadvantages which her continual standing whilst at the ironing 
board, the protrusion had been materially checked, and as she was capable of exertion 
which for some years before she was incapable of making, it may be inferred that the 
latter operation was advantageous to her, and that probably had ‘she kept quiet at first 
for some months, she would have recovered completely. i should not hesitate therefore 
to perform this operation in a similar case.—g. F. s. 

Licutroor of Newcastle-on-Tyne (a) has performed successfully FricKe’s operation 
of episioraphy in a case of prolapsed bladder which descended through the labia to the 
size of a fist. Six strong hempen sutures were put in; the limbs tied together, and the 
woman put on her side; a catheter was introduced, and not removed for two days ; but 
the urine being found to escape by its side, and cause irritation, it was removed, and 
passed occasionally for the following five or six days. Cold water was applied, and 
the vagina now and then cleared and washed by injecting cold water. Opium was given 
to constipate the bowels. T’'wo of the sutures were taken out on the fourth, and the 
others on the sixth day, at which time union by the first intention was complete. Three 
weeks after the operation she left her bed, and walked about; and in a week after, she 
was able to resume her usual occupation of household work. On examining her three 
weeks after, there was not the slightest prolapse; and when she was desired to strain 
violently, the rug@ of the vagina were seen, but did not protrude. | 


IV.—OF PROLAPSE OF THE RECTUM. 
(Prolapsus Ant, Lat.; Vorfall des Mastdarmes,Germ.; Chute du Rectum, Fr.) 
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1295. Prolapse of the Rectum appears under three forms; it may be 
either the rectum with all its membranes, or simply the internal mem- 
brane, or an inverted upper portion of the intestine ( Volvulus, Intussus- 
ceptio.) 

‘Although the rectum is pretty firmly fixed in its place, its prolapse, with all its mem- 
branes, has been improperly doubted ; it occurs rarely under this form, but I have 
distinctly noticed it (1). 

[(1) The opinion here disputed is CopELAND’s, who says :—“ In almost every case of 
prolapsus ant, it is the internal membrane of the intestine only which descends through 
the sphincter muscle. ‘The connexion of the external surface of the rectum is so firm 
with the surrounding parts, that it is almost impossible the whole should be protruded 
together ; a separation or elongation of the union between the coats of the intestine must 
therefore precede the disease, and forms its essential character ; whether it be produced 
by the effusion of blood between them, or by continued tenesmus, or efforts to pass the 
faces, or peculiarity of structure, or any other cause.” (pp. 74, 5.) 

Syme does not agree with either CHELIUs or CopELAND, as to what he calls prolapsus 
ani. He says :— Such tumours consist either of the gut in its whole thickness, or of the 
mucous membrane alone in a state of morbid development. Being thus differently con- 
stituted, they should not be confounded together, as they usually are, but carefully 
distinguished, since they have no resemblance to each other, either in the nature of 
their production, or the treatment which they require. In making this distinction, it 
is fortunately unnecessary to employ any new names, since if the title prolapsus be 
confined to denote those protrusions in which the whole thickness of the gut is con- 
cerned, the other forms of the disease may all be referred to the head of Hemorrhoids.’’ 

De Sos ods 
are jen only “two forms of this disease. In one the mucous membrane is 
alone prolapsed ; whereas, in the other, all the coats of the rectum come down. The first 
is by far the most common, in consequence of the great extent and loose connexion of 
the mucous tunic; while the firm union of the intestine itself, with the surrounding 
parts, the longitudinal direction of its strongest and most numerous fibres, together 
with the action of the levatores ani muscles, offer much resistance to the descent of the 
entire gut.” (p. 201.) 

That cases do occur in which the whole gut is prolapsed, is put beyond all doubt, as 
VELPEAU mentions, that “the younger BéRarD dissected a tumour formed by invagin- 
ation of the rectum through the anus of a female. The inversion of the intestine was 
complete, for the peritoneum was included in the swelling.” (p. 128.) He also mentions 
PAILLLARD’s case (a) and others cited by NELaTon. | 


- 1296. In the prolapse of the internal coat of the rectum, consequent on 
relaxation and lengthening, merely a little reddish swelling first appears, 
which gradually enlarges, increases in size, becomes wider, is rounded 
below, but narrowed above by the sphincter muscle, and at its free extre- 
mity has an aperture by which the stools escape. The surface of the 
prolapse is, according to its different duration, and the degree of its 


(a) Revue Médicale. 
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girting by the sphincter, red, bluish, more or less tense or soft, covered 
with bloody mucus, and often divided into several lobes (1). 

In prolapse of the rectum, with all its coats, which I have only noticed 
in children, a more cellular swelling, which terminates pretty pointedly, 
projects directly, as in protrusion of the bowel from artificial anus; 
and if the finger be introduced through the opening, the contraction 
of the intestinal walls is distinctly felt (2). 

The symptoms which prolapse of the rectum especially produce, are 
various, according to its degree and duration, but generally they are not 
severe, because the rectum is not so very sensitive to the contact of air. 
If, however, the prolapse be considerable, it may inflame or become stran- 
gulated by violent contraction of the sphincter muscle, in which case even 
gangrene may occur (3). 


[(1) “ When the mucous membrane is alone prolapsed in the child, it assumes,” says 
Busue, “ the appearance of a small pyramidal, red and coiled tumour; while in the 
adult it is less red, and generally takes the form, either of two lateral flaps, or of a 
circular fold. In some of these cases, the portion of membrane thus protruded comes 
from the pouch of the rectum, while that within the sphincters remains in situ. When 
this is the case, we can pass the extremity of the little finger between that portion of the 
membrane which adheres to the internal sphincter and that which is protruded.” (p. 204.) 

(2) Syme’s prolapsus ani, in which the whole thickness of the gut is involved, “consists 
of a tumour generally round or oval, but sometimes cylindrical, varying in size from 
that of a small egg to that of the largest orange, exhibiting the slimy surface of a mucous 
membrane, and affording a copious secretion of very similar appearance to red currant 
jelly. It is obvious that the connexions of the lower part of the rectum must prevent it 
from descending, so as to present these appearances, which can be accounted for only by 
supposing that the higher part of the gut becomes invaginated in the portion below it, 
so as to project beyond the anus. In short, the derangement will be the same as that 
which is named intussusception, with this difference, that, in the latter case, the invagina- 
tion occurs higher up the intestine, beyond the reach of sight and touch.” (p. 89.) 

(3) “The symptoms of the prolapsus,” observes Symu, “ vary with the size of the 
part protruded, and the degree of vigour with which the intestine resents its unnatural 
position. They are, therefore, in general, more urgent in young persons, and less so in 
old people. There is always more or less uneasiness in the protruded part, and obstruc- 
tion to the evacuation of the bowels ; and, if inflammation commences, the sufferings of 
the patient become extreme, terminating even in his death, or mortification of the 
invaginated portion of intestine. ‘Though the bad consequences are not always very 
rapid in their progress, the disease, if left to itself, can never be regarded as free from 
danger, and should, therefore, always be remedied as soon as possible.” (pp. 91, 2.) 
BusueE also remarks that, “when the protrusion is allowed to remain down, it becomes 
engorged with blood from the pressure which the sphincter exercises on the veins, as is 
manifested by its increase in size and livid colour. If it be not soon reduced, inflamma- 
tion sets in, and is attended not only with great local pain, but fever, and, in some rare 
cases, death ensues, in consequence of extensive peritoneal inflammation. In some other, 
and yet more rare cases, the protruding portion sloughs off, and a cure follows.” 
(pp. 204, 205.) A case of the latter kind is related by Savveur and ANsIAUX (a). 

Prolapse of the rectum is liable to be confounded with hemorrhoidal tumours, and with 
intussusception. CopELAND says “the prolapsus ani has so many points of analogy 
with hemorrhoids, that it may, in some measure, be considered as the same disease in a 
more chronic and advanced state.” (p. 73.) And Syme thinks that the protrusion of the 
mucous membrane alone should be referred to the head of hemorrhoids. Busse 
observes, as to its diagnosis from hemorrhoidal tumours, that “the semilunar form of 
the flaps, the extent of their base, our ability to glide the folded membrane between the 
finger and thumb, as well as their freedom from erection and hemorrhage, are characters 
SO opposite to those which pertain to hemorrhoidal tumours, that a very cursory examina- 
tion enables us to distinguish them.” (p. 162.) In reference to intussusception, he says :— 
“In protrusion of the rectum, we are not able to insert a probe or the finger higher than the 
border of the internal sphincter, in consequence of the doubling of the mucous membrane ; 
while, in intussusception, no resistance is offered to the ascent of either one or the other.” 
(pp. 205, 206.)] 

(a) Anstaux, N., Clinique Chirurgicale. Second Edition, p. 179. 
K 2 


1382 PROLAPSE OF THE RECTUM. 


1297. The causes of this prolapse are either injuries which weaken the 
sphincter muscle and the natural attachments of the rectum, as infrequent 
hard evacuations from the bowels, the improper use of relaxing clysters 
or strainings, which drive the intestine down, as severe and continued 
bearings down in long continued diarrhea, ascarides, hemorrhoidal incon- 
veniences, organic changes of the membranes of the rectum, stone in the 
bladder ; further, violent screaming and attempts at raising heavy weights, 
and the like. Rectal prolapse occurs most commonly in children, especially 
from diarrhea during teething, and in old weakly subjects. 

1298. Prolapse of the rectum is always a painful ailment. In children, 
it is for the most part, soon cured, if the causes of irritation of the rectum 
be removed, and more power obtained by the continued development of 
the sphincter muscle. In grown persons the disease is always more severe, 
and easily returns upon every occasion. In old prolapses considerable 
changes occur in the structure of the rectum, continued discharge of mucus, 
and the like, occur (1). 

[(1) “ When the descent of the bowel is often repeated,” says BusHE, “the mucous 
membrane becomes indurated, loses its villous surface, and, in some instances, even 
ulcerates. This is more likely to be the case when the sphincter has become relaxed, 
from the repeated dilatation it has suffered, and there is a constant nisus, causing the 
bowel to contract, and force out the mucous membrane.” (p. 205.)] 

1299. The treatment consists in the reduction and keeping up of the 
prolapse and upon the removal of its causes. 

For its replacement, if the prolapse be recent and small, slight pressure 
with the flat of the hand is sufficient ; but if it be considerable and have 
existed many hours, the patient must be placed, after having voided his 
urine, upon his belly, with the rump somewhat raised, and the thighs 
separated ; or he must be put upon his knees and elbows, and then with 
the finger smeared with oil, placed near the opening of the rectum, it 
must be attempted to press back alternately the part of the bowel nearest 
the opening, during which the patient should refrain from all forcing and 
shrieking. If in this way the prolapse be returned into the cavity of the 
rectum, it must be attempted by the introduction of the finger to carry it 
higher and into its original situation (1). If the prolapse be large, of many 
inches length, and consisting of all the coats, especially in children, the 
practice just recommended for its return is insufficient. The forefinger of 
the right hand must be introduced into the opening of the prolapse, with 
which the prolapsed part is to be thrust in and then kept up with the 
fingers of the left hand, placed at the edge; the forefinger is to be some- 
what withdrawn, and again introduced deeper, so as by repeated thrusting 
inwards to return the prolapse. If the reduction be very difficult, in conse- 
quence of spasmodic forcing, relaxing antispasmodic applications, opium 
internally and in clysters, are useful. Ifthe prolapse be girt by the sphincter 
muscle, and much inflamed and swollen, its return must be attempted after 
the use of blood-letting and cold applications. Some persons recommend 
also slight cuts (2). If this do not succeed and symptoms of danger ensue,the 
sphincter muscle must be divided at that part where the stricture is greatest, 
by means of a director introduced into it, and a button-ended bistoury, 
which is advantageously preceded by the use of a speculum ani. If the 
bowel still cannot, on account of the great swelling, be reduced, it must 
be only gradually returned, as it is diminished by the use of proper remedies. 


[(1) The plan recommended by Bropix for the treatment of prolapsed rectum in 
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children is the following :—“ Purge him with calomel and rhubarb occasionally; be 
very careful about his diet, that he does not eat a great quantity of vegetable substance, 
which tends to fill up the cavity of the bowel, while it affords but little nourishment, 
and every morning let some astringent injection be thrown up. That which I have 
generally used is a drachm of tinct. ferr. mur. in a pint of water, and two or three ounces 
or more of this, according to the age of the patient, may be injected into the rectum every 
morning, the child being made to retain it as long as possible. I never saw a case of 
prolapsus of the rectum in a child which was not cured in this manner.” (pp. 845, 46.) 

The treatment of prolapsed rectum in children, in whom it is frequently of considerable 
length, is a very troublesome matter. The attempt to reduce it gives the child pain, 
and causes him to cry, and thus force the bowel down repeatedly almost directly after 
its return, the relaxation of the sphincter being so great, in general, that it affords little 
opposition to the descent of the gut. I have not been in the habit of using injections ; 
but have merely kept the child as much as possible in the horizontal posture, and, 
having returned the bowel, have applied a pad either of linen alone, or of cork covered 
with linen, and of corresponding size to the breadth of the protruded gut, fastening it 
with a T bandage. If the protrusion can be only a little restrained at first, it is pretty 
certain that continuing the same remedy will ultimately be effective, although but very 
slowly. Attention to the bowels, so that the stools should be thin, and passed with little 
effort, is a very important part of the proceeding; and for this purpose I prefer a tea- 
spoonful of castor oil occasionally, which I think better than calomel, as less likely to 
produce ‘the tenesmus so frequently following the use of that medicine. The aurse, 
however, must be taught how to return the gut, and strictly enjoined to return it imme- 
diately after the motion has been passed, and not to allow the child to sit straining on 
his chair, as is too commonly permitted.—4s. F. s. 

(2) DupuyTren, with great propriety, objects to this practice. He says:—“Some 
persons recommend scarifications ; but, as they cause wounds, and consequently inflam- 
mation of the large bowel, they should not, as far as possible, be employed. The same 
objection applies to leeches, which may produce internal or external bleeding, and ulce- 


ration of the gut.” (p. 159.)] 

1300. In order to prevent the reprolapse, it must be endeavoured to get 
rid, as far as possible, of the causes upon which the disease depends, to 
diminish the irritation of the rectum, the bladder, or neighbouring parts, 
to extirpate hemorrhoids and the like (1), and to restore to the rectum its 
natural powers by cold bathing, by cold or astringent clysters of red wine, 
and the like. ‘To prevent the reprolapse, a piece of sponge dipped in cold 
water, is fastened with a T bandage, or the application of large strips of 
adhesive plaster, from the region of the pubes, near to the aperture of 
the anus up to the region of the rump-bone, so that merely a space is left 
for the passage of the stools (a); the bandages of Juv1LLE (6) and 
Goocu (ce), are to be preferred, as most suitable; as also the application 
of a pad of lint, in such way as not to prevent the discharge of the stools, 
a hollow cylinder of ivory or of caoutchouc, by which it is hoped to 
keep the relaxed walls in their proper place, but which generally cannot be 
worn, and still further weakens the sphincter. In women, the prolapse of 
the rectum may be kept back by a pessary introduced into the vagina, 
only it must not press either too much or too little upon the rectum. 

KLEIN (d) recommends, as a very efficient remedy, even in very old prolapses of the 
rectum, sprinkling a powder, consisting of equal parts of gum arabic and colopho- 
nium ; by the use of which the prolapse returns, and this is to be repeated as often as the 
prolapse recurs. I have not, however, noticed any particular benefit from it. Scawarz (e) 
recommends the extract of nux vomica, as a very efficient remedy in all cases of prolapsus 
ant, one to two grains dissolved in two drachms of water, of which from six to ten drops 


are to be given every four hours to children ; and to older persons, even fifteen drops ; 


frequently he gives it in connexion with some grains of extract of rhatany. 
(a) Niemann, in KnescKke’s Summarium, vol. x. (c) Horer, Lehrsitze des chirurgischen Ver- 

pt. vi. bandes, vol. ii. p. 384. pl. xvi. fase. 100. 

(6) Abhandlung, ueber die Bruchbander, u.s. w. (d) Heidelberger klinische Annalen, vol. ii. pt. i. 

p. 102, pl. xii. SLO: 


(e) Huren.anp’s Journal, 1835, Feb. No. 4. 
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[(1) When an adult labours under prolapse of the rectum, “ consequent on a protru- 
sion of piles, the first thing to be done,” says Brop1x, “is to destroy the piles. Let the 
patient sit on a pan of hot water, and the sphincter muscle being relaxed, and the parts 
distended with blood, the piles and rectum will all protrude together. You must then 
tie the piles, which you can easily do, your assistant holding the rectum on one side, 
while you apply the needles and ligatures on the other. Having tied the piles, you 
return the rectum into its proper place; and you will probably find that, in curing the 
piles, you have also remedied the prolapsus of the bowel; but, if the patient neglects 
himself afterwards, as the piles return, so the prolapsus returns with them.” (p. 846.)] 


1301. All these modes of treatment are, for prolapse of long standing, 
really fruitless, and accompanied with considerable inconvenience to the 
patient (1). In these cases, the treatment prescribed by DuruyTREN (@) is 
most effective ; the patient is put upon his belly, his head and shoulders 
low, but his pelvis on the contrary much raised by one or several pillows, 
for the purpose of rendering the aperture of the anus more distinct. Two, 
three, four, five, or six, of the radiating folds surrounding the anus, which 
are either level, or more or less prominent, are to be seized with a pair 
of pincers, with somewhat flattened points, one after another, right and 
left, and even before and behind, and each fold, as raised, is to be taken 
off with scissors curved towards the surface, and the cut is then to be 
continued to the anus, or even higher into it; but it is ordinarily necessary 
only to continue the cut some lines upwards. In less relaxation, two 


cuts, in greater relaxation, several cuts are to be made on each side. 


Bleeding and other symptoms do not come on; but usually during the 
operation there is violent contraction of the sphincter. ‘The wound is to 
be simply treated, and after scarring, the opening of the anus has proper 
firmness, and the prolapse does not recur (2). 


The application of the actual cautery, according to Paris (6), corresponds in its 
operation to excision: according to the state of the case, from one to four applications 
must be made; and indeed, if the disease be recent, it may be merely applied to the 
edge of the anus, without touching the mucous membrane of the rectum ; but if the case 
be old, the white-heated iron must be carried over the mucous membrane. The length 
of the slough should be half an inch. Scarring produces such contraction of the anus, 
that reprolapse is thereby prevented. 

[(1) The difficulty, and even impossibility, of returning the bowel sometimes occurring 
in old prolapse of the rectum, does not depend on the contraction of the sphincter, as 
might be supposed. This‘was first noticed by Hey, who observes :—‘“ Although the pro- 
lapsed part of the intestine consisted of the whole inferior extremity of the rectum, and 
was of considerable bulk, yet the impediment to the reduction did not arise from the 
stricture of the sphincter ani, for I could introduce my finger with ease during the pro- 
cidentia ; but it seemed to arise from the relaxed state of the lowest part of the intestine 
and of the cellular membrane which connects it with the surrounding parts.” (p, 424.) 

(2) It has been disputed whether DupuyTREN is to be considered as the originator of 
this operation, or whether it is merely a modification of Hry’s. There can be no 
doubt that the principle was the same, that of diminishing the aperture of the anus ; but 
the two operations differ from each other as much as CoPELAND’s presently to be 
described, and far preferable to either, differs from both. Hxy’s account of his operation 
will show its total difference from DupuyTREn’s ; and that able French Surgeon is fully 
entitled to the merit of whatever credit belongs to its proposal ; although I must confess 
I think CopELAND’s operation is best of the three recommended. Hey says:—“ The 
relaxed state of the part which came down at every evacuation, and the want of suffi- 
cient stricture in the sphigcter ani, satisfied me that it was impossible to afford any 
effectual relief to my patient, unless I could bring about a more firm adhesion to the 


(a) Above cited, p. 163.—Journal Général de darmvorfall zu beseitigen ; in HecKrr’s Anna- 
Medecine, vol. lxxx1.—Von GrarFE und von len, March, 1829, p. 261.—Macrariang, J., Cli- 
Wa.rTuHer’s Journal, vol. v. pt. iii. p. 524.—Von nical of the Surgical Practice. Glasgow, 1832. 
Ammon, Erfahrungen und Bemerkungen iiber p. 151. 

DupuytTren’s Operations-methode, den Mast- (b) London Medical Gazette, vol. xi. p. 384. 
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surrounding cellular membrane, and increase the proper action of the sphincter. 
Nothing seemed so likely to effect these purposes, as the removal of the pendulous flap 
and other protuberances, which surrounded the anus. I hoped the inflammation caused 
by this operation would produce a more firm adhesion of the rectum to the surrounding 
cellular substance; and I could not doubt that the circular wound would bring on a 
greater stricture in the sphincter ant.” (pp. 443, 44.) 

It is not out of place to remark in reference to these operations, that VELPEAU 
observes :—“ Very frequently a portion of the fleshy coat of the intestine is found 
accompanying the mucous coat in prolapsed rectum. There is no inconvenience in 
removing with the mucous membrane a portion of the muscular tissue; on the contrary, 
the cure will be more complete, and I have some disposition to believe that the want of 
success which has occasionally followed the operation has depended on the omission of 
this precaution.” (p. 135.) 

The only means of “restoring the disturbed union between the inner membrane of 
the intestine and its external surface,” is, according to CopELAND, “ by exciting a 
degree of inflammation on the external surface of the inner membrane, sufficient to pro- 
duce an union and consolidation of the parts together.” He objects to the use of stimu- 
lating injections, as inflaming the mucous surface, causing great pain and distress, 
« without any material benefit to the disease; for the inflammation is propagated along 
the mucous surface, without extending to the deeper seated parts or external coat of the 
intestine.” Having shown that the inner coat of the alimentary canal loses a consider- 
able portion of its villous nature as it approaches its extremities, that wounds at such 
points are less serious than when inflicted on the more interior portions of the canal, 
and that “the degree of pain is beyond all comparison, less in proportion as the part 
wounded or tied is more removed from the anus and the cutis surrounding it; an 
operation or ligature which would be violently painful at the circumference of the anus 
if it involve the smallest portion of the skin, being spoken of as little more than 
uneasiness, or not calling forth any expression of pain, when performed on a part of 
the membrane more removed from the seat of external sensation; and the consequent 
fever and inflammation having the same relation to the part,” he proceeds to observe, 
that “the only effectual means then of producing this desirable union between the coats 
of the intestine, is by a wound, or a removal of a small part of the inner membrane 
which protrudes at the anus, and constitutes the disease.” * * * That the removal of 
the (entire) protruded portion is not very essential to the cure of the disease, J think 
will appear evident, if it be considered how very small a part of the inner membrane 
being cut or tied away, in proportion to the whole bulk, will be sufficient to prevent the 
remainder from protruding. I have, in some instances, been obliged to repeat the 
operation on the opposite side of the gut, when the adhesion formed by the wound was 
not sufficient to support the whole circumference of the canal. But in one case I 
removed the ligature immediately after it had been very tightly applied, and returned 
the intestine. The cure was complete; but I do not know whether the part sloughed or 
not to which the ligature had been applied. This injury done to the inner membrane 
of the intestine, then, is the most certain mode of producing that degree of inflammation, 
and consequent adhesion, which produces the cure of the disease, and in which, in fact, 
the cure consists. 

“The mode of performing the operation which I think is most advisable, and which I 
have very frequently performed without any one unfavourable circumstance, is, the 
bowels being well emptied previously, and the time chosen when the projection is con- 
siderable, to pass a tight ligature round a very small portion of the inner membrane, at 
a part not immediately in the vicinity of the anus, that is, above the union of the cutis 
with the mucous membrane, and to return it, together with the ligature, into the gut. 
This is not, for the most part, a painful operation ; but it is advisable that a grain of 
opium, or a few drops of laudanum, be given to procure ease, and also that the bowels 
may be somewhat confined for a day or two after the operation ; for an evacuation 
during the active stage of the inflammation would give considerable uneasiness, and 
interrupt the adhesions which we depend on for the cure. Nevertheless, the cure has 
not been less complete, because the parts have come down in a more swelled and painful 
state for several days after the operation. The patient must be directed to keep his 
bed, should live very sparingly, and cloths dipped in GouLarp water, or laudanum 
and water, should be applied when the pain or inflammation require it. In two or three 
days, if the bowels have not acted spontaneously, some mild aperient should be given. 
In about five or six days the ligature comes off, and shortly afterwards the part will 
heal, and cease to come down, or come down only in a much less degree than before the 
operation.” (p. 77-84.) 
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This mode of treating prolapse of the rectum is now pretty commonly.employed; and 
from my own experience, I may add that CoprLanp has very faithfully and truly 
‘described its simplicity, its almost entire freedom from pain, and its great advantages. 
T have never had occasion to perform Hxy’s operation, or its modification by DUPUYTREN ; 
and I believe that in almost all cases CopELAND’s method will be found amply sufficient, 
and infinitely less painful.—s. F. s. 

M‘Cormac says (a), that “reflecting on the procedure in question, (DUPUYTREN’s 
operation, ) it occurred to him that the same result might in a measure, at least, whilst 
the child went to stool, be secured by careful manual traction. * * * Accordingly when 
the child went to stool, the skin, anterior to the anus, was drawn to one side by means 
of the fingers extended around. The little girl submitted to this with some reluctance, 
and complained that she could not evacuate her bowels. She was encouraged, however ; 
a stool was obtained ; from that day and date, now a month since, the bowel has not 
once descended. * * * The little girl requires comparatively little attendance, her 
mother, in fact, is only required to stand by, and in a short time, it is to be hoped, her 
onerous and anxious ministry will wholly cease.” (p. 417.)] 

1302. In an old prolapse of the rectum, a considerable enlargement, and 
and at last hardening of the prolapsed part, is often gradually produced by 
the contact of the air, rubbing, and so on. If in such case the return be 
not possible by continued supine posture, by keeping up pressure and the 
use of cold applications, or if doubtful symptoms arise, the protruded part 
of the rectum must be cut off at its base. In doing this considerable 
bleeding is always to be feared, for which plugging, employed in the way 
prescribed, (par. 939,) is no certain remedy, as it is easily thrown off, or 
displaced, by violent forcing, and, as I have seen, fatal bleeding ensues. 
It is preferable, after the removal, to touch the bleeding part with the actual 
cautery, by which the bleeding is more certainly stanched, and the elastic 
power of the rectum increased. In order to meet the danger of bleeding 
in cutting off a degenerate prolapse of the rectum, SauMon (6) has proposed 
the following proceeding, which he has found by experience to be sufficient. 
The patient being properly placed, and the buttocks separated from each 
other by an assistant, he thrusts one or more stout straight needles from 
above downwards, through the base of the swelling. As the needles pene- 
trate the muscular coat, they prevent its return after the tumour is cut off. 
He now takes hold with the hook, or with forceps, of a portion of the swel- 
ling, draws it gently towards the opposite side, and cuts it off with one stroke 
of the scissors, as deep as the line between the mucous and muscular coats, 
which must be spared, as otherwise there will be slight difficulty in going 
to stool. In the same way all the other portions are to be removed. 
After the removal, the bleeding is to be stanched by the usual means ; 
cold water is usually sufficient ; most commonly it stops of itself. If the 
vessels are to be tied, it may be done easily, as the wounded surfaces 
are kept out by the needles. The needles are to be left in for an hour; — 
and the wounded surface should be anointed with oil. 

In irreducible prolapse, which causes severe and dangerous symptoms, the application 
of the actual cautery was early recommended by LEonrpas, SEVERINUS, TULPIus, 
LEVRET, and others. 

[The use of the actual cautery to produce sloughing of an obstinate prolapsed 
rectum was recommended by ANSIAUx (c) in consequence of the cure he had noticed to 
result after a natural slough of the protruded gut; he operated on three women at the 
different ages of sixty-two, thirty-five, and sixty years, with success. DuPuyTREN 
objects (d) to the cautery, that “ independent of the severe pain it causes, it may produce 
violent and more or less serious inflammation of the intestine and of the neck of the 
bladder.” (p. 161.)] ‘ 


(a) aie Journal of Medical Science, vol. (b) Practical Observations on Prolapsus of the 
xxiii. 3 


: Rectum. London, 1831. 8vo. 
(c) Above cited. (d) Above cited. 
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1303. The prolapse of an ensheathed upper intestine, of the lower end 
of the colon, of the cecum, even of the ileum, is usually distinguished by 
its having some inches of length, and by its condition. The only aid 
consists in the return of the prolapsed part into the rectwm, and in keeping 
it up. If the finger be insufficient for its return, an elastic tube, and even 
the dashing of cold water (BoyER) must be used. A very large portion of 
ensheathed intestine of considerable length has been observed to separate 
and to be thrown off. 


[In connexion with prolapse of the rectum it may be well to notice here two con- 
ditions mentioned by Busue. 

1, Relaxation of the Anus, which “depends upon a want of contraction in the 
sphincters the causes of which are :—disease or injury of the brain or spinal cord, 
exhaustion attending weak health, sedentary habits, protracted diseases or old age, 
excessive or repeated dilatation of the anus, produced by straining in chronic dysentery, 
the introduction or extraction of foreign bodies, and the growth of tumours from 
within the intestine, and finally operations performed for fistula, fissure, &c. The con- 
sequences of this affection are proportionate to the want of power in the sphincters; 
thus, when they are completely paralysed from disease, or injury of the brain or spinal 
cord, the feces are discharged involuntarily ; whereas in that diminution of tonicity in 
their fibres, which depends upon constitutional exhaustion, the discharge of mucus, 
attended perhaps with slight excoriation of the verge of the anus, is the most trouble- 
some symptom. It not unfrequently happens that the mucous membrane is protruded, 
and should the dilatation be considerable and prolonged, especially in elderly persons, 
the surrounding skin will lose its elasticity, which it is not very apt to recover, even 
though the sphincters be restored to their primitive condition.” The treatment will 
depend upon the cause ; if the brain or spinal cord be at fault, these must be looked to ; 
if there be hemorrhoidal or other tumours, they must be removed; and if the general 
health be impaired, it must be improved. ‘The best local remedy,” says Busue, “ is 
the injection of half a pint of cold water, three times a day.” Stimulating vapours 
and compresses dipped in astringent washes are recommended by some practitioners. 
(pp. 213, 14.) 

2. Relaxation of the rectum with invagination of the mucous membrane “ is disposed to 
by repeated distension of the bowel with feces or injections. When the rectum is 
empty or relaxed, and the individual strains violently to effect a motion, the mucous 
membrane may be forced into the inferior part of this intestine, and thus partially 
obstruct it, so that the fecal matter lodged above can be but imperfectly discharged. 
If the finger be introduced, the nature of the case will be easily discovered. The 
bowels are confined ; the calls to defecate are frequent, urgent, and generally ineffectual, 
nothing being voided but mucous or puriform matter, often streaked with blood; finally, 
the pain is always considerable, but occasionally violent. A well-regulated diet, gentle 
aperients, emollient followed by astringent injections, and the use of the inflated gut 
or bougie will generally suffice for its removal. If, however, the nature of the case 
be not detected, one of two things must follow : either a complete prolapsus will ensue, 
or what is worse, the displaced membrane will, from irritation and inflammation, 
become thickened and indurated, and the opening through it contracted.” (p. 215, 16.) 

The case quoted by Satmon, and which was under the care of Sommx (a), appears to 
me to have originated in this relaxation, though the young woman is stated to have 
been “long affected with a contraction of the rectum, three or four inches above the 
anus ; and the bridle forming the ring, hard, callous, and so contracted, that it only 
allowed liquid matters to pass, whence arose obstinate constipations and colic;” for 
SoMME continues :—“TI tried dilatation with bougies, which had momentary success,” 
Now if a stricture had formed, the bougie would not have passed, but if, as seems 
probable, the obstruction was caused by the descent and ensheathing of the mucous 
membrane, the introduction of the bougie would carry it up and unfold it, and thus the 
obstruction be got rid of for the time. That this was really the case seems to be proved 
by her becoming attacked some time after with severe constipation, which lasted three 
weeks, accompanied with vomiting, swelling, and pain in the belly, violent colic and 
fever. She was treated for enteritis, the constipation overcome with clysters, which 
were followed by copious sanguineous diarrhea. Subsequently the evacuations 
became free, the fever ceased, and some days after “a piece of membrane protruded 


(7) Etndes sur Inflammation. Paris, 1820. 8vo. 
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by the rectum, which being slightly pulled, brought away a portion of intestine about a 
foot long. This was not false membrane, but wholly intestine; internally the villous 
coat was black, externally the surface was smooth, and there was a groove upon it 
indicating the attachment of the mesentery.” 

SaLMon makes a very good observation in reference to the incautious use of clysters, 
which have been noticed as one cause of relaxed rectum. ‘ Many persons,” says he, 
“are daily in the habit of throwing immense quantities of fluid into the rectum, by 
which it is forcibly distended and irritated; thus, instead of the enema affording relief, 
it is productive of serious irritation; but a far greater evil resulting from this practice 
is, that the rectum, from the immoderate distension thus induced, is rendered unsus- 
ceptible of the natural stimulus arising from the ordinary accumulation of feeculent 
matter ;” and in support of this statement he relates a case of supposed stricture of the 
rectum, in which he passed number eleven bougie without difficulty, to the great sur- 
prise of the patient,who for some time had lost nearly all power of relieving the 
bowels which never acted without the assistance of medecine or an enema, “ he having 
been in the habit of pumping a couple of quarts of thin gruel into the intestine once, 
and occasionally twice every day.” (pp. 23, 24.)] 
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1304. The womb is subject to various changes of direction, inasmuch 
as its axis may deviate backwards, forwards, or to either side from that 


of the pelvis. ‘The former two states only will be here specially con- 
sidered. 
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1305. If the long axis of the womb vary so much from that of the 
pelvis, that cutting it at a more or less acute angle, its base be directed 
towards the rump-bone and the mouth of the womb towards the share- 
bone, this displacement is called Hetroversion of the Womb (Retroversio 
Uteri, Lat.; Riickwiirtsbeugung der G'ebirmutter, Germ.; Rétroversion 
de la Matrice, Fr.); but if its base drop towards the share-bone, and the 
mouth of the womb be inclined towards the rump-bone, it is called Antro- 
version (Antroversio Uteri, Lat.; Vorwirtsbeugung, Germ. ; Antrover- 
sion, Fr.) The former position is more frequent than the latter, and both 
_may occur to a greater or less extent. 

1306. Ketroversion of the Womb occurs more frequently during preg- 
nancy, especially in the third and fourth months, than in women not 
pregnant ; it is, however in these often enough, and (according to ScHWEIG- 
HAEUSER and SCHMITT (a) ) even more frequent than during pregnancy ; 
and my own observations on this point concur with that opinion. 

[Ricny is also of this opinion, and observes:—“I am sure I have the confirming 
testimony of Dr. Simpson and Mr. P. Smrra when I state it to be one of the most 
common displacements to which the uterus is liable in the unimpregnated state, and that 
this form of it occurs far more frequently than the ordinary retroversion during 
pregnancy,’ (p. 124.) ‘There is, however, a difference between the retroversion which 
occurs whilst the woman is pregnant, and that when she is notso; for RiaBy observes :— 
“ The case now alluded to is where the fundus is bent downwards and backwards; so 
that it can be felt close behind the os and cervix uteri, which, instead of being forcibly 
dragged upwards and forwards behind the symphysis pubes, is little, if at all, removed 
from its natural situation. This state of retroflexion (a term which Ricpy prefers to 
retroversion, J. F. Ss.) is chiefly met with in the unimpregnated uterus, although it 
sometimes occurs during pregnancy.” (p. 124.) 

“In different women,” observes BLUNDELL, “the womb varies very much in its 
virgin size; for in some it is three times as large asin others. Now if itso happen that 
the womb is very small, and that retroversion has taken place without impregnation, 
the pressure which it occasions may be so inconsiderable, that the nature of the case may 
remain unsuspected ; but when the womb, though unimpregnated, chances to be of large 
size, especially if the pelvis is small, or contracted, considerable pressure may be pro- 
duced, and we are first led to investigate its nature, in consequence of the irritation and 


obstruction of the rectum and the bladder, when the accident is soon recognised by the 
characteristics before given.” (p. 19.) | 


1307. It is probable that retroversion of the womb in pregnant and not 
pregnant women is not produced at once; but by degrees, under favourable 
circumstances, a complete retroversion is gradually formed from a simple 
reclining of the womb. The following may be noticed especially as 
predisposing causes, slight inclination and great capacity of the pelvis, 
low position of the intestines, perhaps also Dovuauas’s folds, peculiar 
deviation of the original formation (0), relaxation of the broad and round 
ligaments of the womb. The occasional causes are, pregnancy, overfilling 
of the urinary bladder, stools unfrequent or accompanied with great effort, 
constant lying on the back, increased weight, swelling, or other degene- 
ration of the hinder wall of the womb, violent straining, and so on. 

Retroversion cannot occur in a perfectly healthy state of the womb; were it even 
possible, it could not readily produce such severe symptoms. The chronic inflamma- 
tory state of the womb, which most commonly gives rise to retroversion, causes pain 


and dragging in the back and loins, difficulty in walking, difficulty in voiding the urine 
and in going to stool. On examination, a lower position of the womb, swelling and 


(a) Ricurer’s chirurgische Bibliothek, vol. v., Journal fiir Geburtshilfe, Frauenzimmer- und 
p. 132, vol. ix. p. 310.—Srarx’s Archiv. fiir die Kinderkrankheiten, vol. iii. p. 59.—ScuwerIe- 
Geburtshiilfe, vol. iv. p. 637.—OsIANDER; in HAEUSER and ScumirTt, above cited. 

Salzburg. Med.-chirurg. Zeitung, 1808, vol. iv. (6) ScureGER; in Horn’s Archiv. 1817, March 
p. 170.— BruNNINGHAUSEN; in von SIEBOLD’S and April, p. 311. 
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sensibility of its vaginal portion are observed; most commonly also is there a flow of 
mucus from the generative organs. The two last symptoms distinguish it from 
pregnancy (a). 

1308. The symptoms which indicate retroversion of the womb depend 
on the obstructed or completely suppressed discharge of the urine 
and stools, and on the diseased changes which arise in the displaced 
womb. These symptoms in general occur suddenly in retroversion 
during pregnancy, which greatly prevents and often entirely suppresses 
the voidance of the stools and urine; severe and extremely painful 
dragging come on with a feeling of pain, weight, and fulness of the belly, 
also distension and painfulness, disposition to vomit and actual vomiting, 
fever, extreme restlessness, abortion, and even death from tearing of 


the bladder, and inflammation and gangrene of the intestines of the 
belly (0). 


The seeming retroversion of the womb, mentioned by MENDE, must be noticed, in 
which case at the later periods of pregnancy, its hinder wall expands like a sae, pro- 
ducing similar symptoms to the true prolapse, usually terminates in abortion, and is. 
distinguished by the mouth and neck of the womb not at all deviating from their 
natural position (c). 

[(1) Brunpexx observes, that “the patient often tells her adviser that she has been. 
placed in some situation of restraint, and that afterwards, on retiring, and trying to 
evacuate the contents of the bladder, not a drop of the secretion would pass away, and 
this has occurred perhaps for hours before you see her, the accumulation having 
continued ever since ; so that there isa great deal of pain of the abdomen and heat, with 
forcing and fluctuation, which may be felt as distinctly as in a case of ascites. I wish 
it to be understood, however, and very important it is that this should be known, that. 
in the retroversion of pregnancy, you have not always, nor I think generally, these 
complete retentions of urine; for often, where the uterus is retroverted, the retention is 
partial. Ina case recorded by VAN Dorveren, although the woman passed her urine 
every day, still she died from a ruptured bladder. * * * Day after day the fluid is 
sparingly emitted, but never in such quantity as to empty the bladder completely, till 
by-and-by, perhaps, the secretion begins to steal away involuntarily, or she may have 
strong efforts to pass the urine, even against her will, and with every effort a small gush 
only may be produced, or there may be a continual dripping, and yet, notwithstanding 
all this, an accumulation of water may go on very gradually, so that several pints, nay, 
several quarts, may be gradually accumulated, as in the following example:—‘ A 
woman labouring under symptoms like ascites, a practitioner proposed, I think, the 
operation of tapping. There was, however, some obscurity about the case—a great deal 
of pain more especially—and, an obstetrician being called in, in consequence, a catheter 
was introduced, and water drawn to the amount of seven quarts, which had been accu- 
mulating in the bladder for two or three weeks, in consequence of a retroversion of the 
uterus.” (pp. 7, 8.) 

(2) Lacrorx remarks (d) that, whether by sympathy or direct irritation, is not so 
evident; but it is often seen, nevertheless, that when the retroversion is sudden, either 
in the virgin, or pregnant female, hiccup, flatulence, vomiting, fainting, &c., commonly 
show themselves; and, even when the displacement is more gradually produced, 
analagous symptoms of less intensity are present. | 


1309. On examination with the finger in the vagina, the mouth of the 
womb is found behind or above the share-bones; often scarcely, some- 


(a) RoBERTson, Casesand Observations on simple 
chronic inflammation of the Uterus, in which state 
its organ may become retroverted; in Edinburgh 
Med. and Surg. Journ, 1822, Oct., p. 520. 

(6) LinnE and Hunrer; in Med. Observ. and 
Enquiries, vol. iv.—Saxrorpu, above cited.— WIL- 
mer, Cases and Remarks in Surgery. London, 
1779 ;—HENScHEL; in LopEr’s Journal, vol. iii. 

.536.—NAUMBERG; in Srarx’s Archiv. vol. vi. 
Pp. 381.—VawN DoEVEREN, Specimen observationum 
academicarum ad monstrorum historiam, anato- 
men pathologicum et artem obstetriciam spec- 


tantium. Groning, 1765.—Rerrp’s Fall einer 
Rickwartsbeugung der Gebarmutter in fanften 
Monate der Schwangerschaft;in FRoriEP’s Notizen, 
September, 1838, p. 304. 

(c) On Retroversion of the Womb after birth, 
with tearing of the hind wall of the vagina and 
prolapse of the fundus uteri.—See Dvuzois; in 
Presse Médicale, May, 1837. No. 20.—ScHNACHEN- 
BERG; in CasPpEeR’s Wochenschrift, 1838. No. 34— 


Je 
(d) Annales de la Chirurgie, vol. xiii. p.457, 1845, 
April. 


OF THE WOMB. 141 


times not at all reachable, and on the hind wall of the vagina is the 
fundus of the womb, descending against the rump-bone like a lump, which 
on examination is felt through the rectum. 


[“In examining a case of retroflexion of the unimpregnated womb during life, 
the finger,” says RicBy, “can frequently reach a firm globular mass like a walnut, 
situated behind the cervix uteri, and evidently posterior to the vagina. At the first 
touch, or to one unacquainted with this condition of the womb, it seems like a lump of 
scybalous matter in the rectum ; for in many, perhaps most instances, the finger cannot 
reach sufficiently high up to distinguish the continuity of this mass with the cerviz, the 
point of flexion being usually in the body of the uterus, close above its junction with the 
cervix. This, however, varies considerably, both in different cases and in the same 
individual, and at different times. In some cases the curve is much higher, so that the 
whole of the uterus seems to be in the natural position, except a sharp bend or double 
at its uppermost portion. In others, the point of flexion is so low down that it can be 
easily reached, and the fundus is felt much lower than the os utert. 

“On examination per rectum we feel the same hard lump through the anterior wall of 
the intestine ; and by being able to reach higher up in this direction than with the finger per 
vaginam, we can frequently verify or correct our first impression. But itis by the uterine 
sound, invented by Professor Simpson, that we obtain such peculiarly valuable and 
interesting results in this form of uterine displacement. On passing the instrument in 
the usual direction upwards and forwards, it becomes almost immediately arrested ; 
but on turning its point backwards, exactly in the contrary direction, it will pass 
readily along the cervix, and then glide downwards and backwards, until the measure 
mark of two and a-half inches having reached the os uteri, shows us that it has entered 
to the natural extent of the uterine cavity ; the point is now evidently in the centre of 
the tumour between the rectum and vagina, as may be felt through either of these 
passages, thus proving it to be the fundus uteri in this unnatural position. By care- 
fully turning the instrument round, and carrying its point upwards and forwards in the 
natural direction of the uterus, we shall also carry up the fundus upon it and restore the 
uterus to its proper position. On examination either by the vagina or rectum, we now 
find the tumour has entirely disappeared; and as far as the finger can reach through 
the latter passage, the uterus will be felt in a direction upwards and forwards, and held 
in that position by the sound within it. In some instances the uterus, when once 
replaced, maintains its natural position either permanently, or at least for some little 
time afterwards ; but in many, especially those of long standing, and where the fundus 
has been forced very low down, the handle of the sound requires to be held firmly so 
as to keep the uterus in situ; and the moment we loose our hold of it, (the handle,) it 
will turn round, rising at the time upwards and forwards towards the symphysis 
pubis, showing that its point has turned downwards and backwards. In other words, 
the uterus has returned to its former state of displacement, carrying the sound along 
with it; we shall now again feel the tumour in the recto-vaginal sac, containing the 
point of the sound within it. 

“ On examination per vaginam we shall find that pressure on the retroflected fundus 
seldom produces pain until we try to push it up against the ovary; the sound will pass 
into the fundus without causing much uneasiness, but if we carry the finger to the 
upper parts of the vagina into the vicinity of the ovary we shall excite severe pain. 
The same will be observed in examination per rectum: the instant we press up the 
uterus the patient complains greatly, but per se the uterus is not painful, and we can 
ascertain that the intensely painful spot is distinctly above the tumour formed by the 
retroflected uterus. These and other symptoms resulting from ovarian irritation or 
inflammation cannot, therefore, be looked upon as a necessary accompaniment to retro- 
flection, although there is no doubt that they are frequently present ; but the two affec- 
tions are sufficiently often associated to justify a careful examination of the position of 
the uterus in every case of chronic oophoritis. 

“In some cases the canal of the cervix is so closed at the point of flexion as to resist 
every attempt to introduce the sound, and the dilator must be carefully premised until 
a sufficient passage has been obtained. I have reason, however, to think that when the 
canal is so closed as to require the dilator, it is rather owing to a congenital formation 
than to the effects of the bent state of the uterus, which last is, however, sufficient not 
only to obstruct the free discharge of the catamenia, but also to prevent conception.” 


(p. 125.)] 
1310. The symptoms do not occur so quickly in retroversion of the 
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womb in women who are not pregnant, and vary according to the degree 
of retroversion and the condition of the womb. Only with slight recli- 
nation and little sensibility of the womb do no symptoms occur; if there 
be much sensibility, dull pain occurs in the bottom of the pelvis, dragging, 
painfulness on examination, sometimes difficulty in the discharge of the 
urine and stools, and gradual organic changes in the womb. In a greater 
degree of reclination, swelling up of the whole womb is observed, but 
especially of its hind part with increased sensibility to the touch ; increased 
weight and difficulty in moving about. ‘Lhe sensation of constant pressure 
in the region of the rectum, with difficulty in voiding the stools and urine. 
In completely retroverted womb dragging pains, swelling, weight, immo- 
bility of the womb, often inflammation and great painfulness on examina- 
tion, suspended or irregular menstruation, and difficult voidance of the urine 
and stools occur. If the retroversion take place after delivery, it may 
cause continued and dangerous flooding (a). It is self-apparent that these 
symptoms must be variously modified by the simultaneous changes in the 
structure of the womb, and that examination must demonstrate a different 
relative position of the mouth and base of the womb, according to the 
different degree of displacement. If the womb be fixed in its unnatural 
position by adhesions, the retroversion may even be fatal from the inflam- 
mation of the intestines lying in the pelvis (0). 

[* The presence of this displacement is not necessarily indicated,” says Riesy, “by 
any peculiar symptoms ; indeed, in some instances, I have found it existing without a 
single circumstance to make the patient suppose that she was otherwise than in a state of 
the most perfect health, even as regards the catamenial periods. Generally speaking, 
however, there is a dull pain and sense of pressure about the sacrum, verging to one side 
or the other, according to the direction which the fundus has taken. In some instances 
she has pain and numbnessdown the thigh of that side, with difficulty or inability to move 
or stand upon it, and probably arising from the fundus pressing on some of the sacral 
nerves, since the pain is instantly removed by the replacement of the uterus, and the 
numbness or lameness ceases in an equally striking manner. At times this pressure 
increases to a severe bearing down, which after a while again subsides, and which is 
probably connected with the passage of feces along the neigbouring intestines, and more 
or less depressing the fundus. 

“Tn a considerable number of cases there are distinct marks of ovarian inflammation 
on the side to which the uterus inclines; or at any rate I may say that, in a large 
majority of cases, as it is the left side to which the uterus inclines, so is it also the left 
ovary which is most frequently painful. These are, in fact, the ordinary signs of 
oophoritis.” (p. 125.)] 

1311. As to prognosis, the bad symptoms have been already men- 
tioned which especially occur in retroversion. It must be especially 
observed in not pregnant women, whether the organic changes of the 
womb be preceded by retroversion, or whether they be consequent on it; in 
the former case the restoration of the proper position of the womb is the 
most perfect cure, but in the latter not. 

[‘‘ With respect to the prognosis of retroversion,” BLunpeLL remarks, “ that where 
the womb is replaced, the patient, in general, does well enough, provided you proceed 
on the principles prescribed ; yet it is not impossible that miscarriage may take place 
after reduction; for in two or three instances I have known this take place. Inflam- 
mation of the bladder of the acuter kind may occur, and you may have a chronic dis- 
ease of this organ. Where there is a good deal of inflammation, your patient may die 
of exhaustion. You may find that some officious hand has thrust a catheter through 
the back of the bladder into the peritoneum, and that the escape of the urine into the 
peritoneal sac has destroyed the patient. The bladder in some rare cases may be burst 


(a) BRUNNINGHAUSEN, above cited. 
(6) SchweiaHacuseEr, above cited, p. 253.—Scumrrr, above cited, p. 16. 
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open, of which I possess a very beautiful preparation. The uterus is as large as a child’s 
head; above the retroverted uterus is the bladder which has been ruptured. It is 
remarkable that in this rupture of the bladder, which has arisen from its over disten- 
sion, it is not the front, that surface of it, I mean, which has no peritoneal covering, but 
it is the posterior surface, invested by the.peritoneum, the back part of the body, which 
is the region of the rent. Now it was this which first led me to propose, that where a 
rupture of the bladder takes place in any case, but especially in a retroversion of the 
uterus, we should not give the patient up for lost; for if there 1s reason to believe that 
the bladder is burst into the peritoneal sac, we might make an opening into the peri- 
toneum,—say above the symphysis pubis,—by which we might discharge the urine, and 
then injecting distilled water, of the temperature of 98°, we might wash the viscera, so 
perhaps as to prevent a general peritonitis ; this done, we might draw the bladder up 
to the opening, and close the rent by ligature. This operation I have performed on 
several rabbits; in one or two experiments I brought the bladder out, tied it up, and 
took away about one quarter of it, viz., the whole of the fundus, and the animal did 
perfectly well. This operation I have never had occasion to try on the human subject; 
but in a case otherwise desperate, I should be inclined to recommend it. I may here 
remark, that since I have suggested this method of closing the bladder by ligature, Mr. 
Travers (a) has performed the operation on the stomach ; there was a slight wound in 
the organ ; he boldly tied up the aperture; the thread came away, and the case did per- 
fectly well.” (pp. 19, 20.) It must not be supposed that Travers made the ligature on 
the wounded stomach from BLUNDELL's suggestion ; ASTLEY Cooper had long before 
tied up the hole in a gut, wounded during the operation for strangulated rupture, and 
the case did well. Travers himself had also, some years before BLUNDELL’s proposal, 
considered the matter, related experiments on the subject, and laid down rules for the 
application of the ligature. But Bensamin BELL had mentioned this question even 
long before TrAvERs (5). ] 


1312. The treatment of retroversion of the womb consists in emptying 
the bladder and rectum, and on the restoration of the natural position of 
the womb. 

1313 Emptying the bladder is effected by the introduction of the 
catheter, which is rendered easy if with two fingers of the one hand, that 
part of the vagina, opposite the pubic symphysis, be smoothed and pushed 
upwards, or if its more elevated position forbid this, if it be merely pressed 
backwards. This manipulation is not without advantages even if the 
entrance of the urethra be so much drawn inwards, that it cannot be seen, 
or if any other obstacle to the use of the catheter exist (¢). When drawing 
off the urine is completely impossible, puncturing the bladder above the 
pubes has been proposed (d). 

Emptying the rectum is to be attempted with clysters (which can often 
only be done with difficulty) of decoction of barley and grass roots, with 
the addition of salt. Experience shows that in many cases, after this 
previous treatment, the retroverted womb of itself recovers its position (¢). 
Hence by many, the replacement is considered unnecessary, and the dis- 
tensions of the bladder and rectwm held as the special cause of the 
retroversion. If inflammatory symptoms be also present, they must be 
attacked with suitable treatment. 

1314, The modes of proceeding for the replacement of the retroverted 
womb are very various. The patient being placed on her knees and elbows, 
the base of the womb is to be pressed forwards and upwards towards the 
navel, with two fingers introduced into the rectum (f) ; which manceuvre 
may perhaps be assisted by two fingers passed into the vagina, and 


(a) This case is cited in the first volume of this 
work, p. 476. 
6) Ibid., p. 468. 
eo N&AEGgELE and ScumirtT, above cited. 
(d) Cuesron; in Medical Communications, 
vol. ii. p. 6. 


(e) VERMANDors ; in Journal de Médecine, vol. 
Ixxxviiii—Crorr; in London Medical Journal, 
vol. xi.—Drnman, T., Introduction to the Prac- 
tice of Midwifery. London, 1801. 

(f) Hunter, W., SaxtorpH, RicHTER, and 
others. 
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attempting to draw down the mouth of the womb. Some recom- 
mend the replacement to be effected by the fingers (a) introduced into the 
vagina, and in difficult cases, even the whole hand (1). The difficulties 


which have occurred in certain cases have led to the use of elevating 
instruments (5), to the proposal of puncturing the womb (ce) (2), of cut- 
ting through the pubic symphysts (d), and of opening the belly (e). 

(1) BELLANGER (f) advises, when, on account of the elevated and forward direction of 
the neck of the womb, it is not possible to employ the fingers through the vagina, to intro- 
duce a flattened catheter into the bladder, and therewith to bring down the neck of the 
womb, whilst with the fingers in the rectum, its base is lifted upwards. This object was 
effected in a case where attempts at replacement had been vainly made in different ways. 
See also LALLEMAND (9). 

(2) Puncturing the base of the womb through the hind wall of the vagina has been 
successfully performed by JouREL of Rouen. Baynuam (h) has performed it success- 
fully, by a curved trocar passed through the rectum into the most projecting part of 
the swelling. 

Hain (7) effects the replacement, by inflating a bladder introduced into the vagina 
in the following manner. “I attached,’ says he, “a small recent bladder to the tube 
of a stomach-pump, with an air-tight piston, and, having immersed it a few moments in 
warm water, to bring it to the heat of the body, I introduced it, empty, into the vagina, 
between the fundus of the uterus and the rectum. Retaining it within the vagina, by 
holding my hands firmly across the orifice, it was then slowly and steadily inflated. 
After’a time she complained of a sense of tension or bursting, but no pain. We then 
ceased throwing air into the bladder, allowing what was in already to remain, keeping 
up as it did a steady, equal, well-directed pressure on the tumour. After the expiration 
of five minutes, we threw more air into the bladder, when the patient exclaimed, slowly, 
‘Oh! now you are forcing something up to my stomach.” I retained the bladder some 
time longer in its situation; and then, previous to withdrawing it, permitting the escape 
of some air, I introduced my finger, and had the satisfaction of finding that the tumour 
was no longer in the pelvis, and that the os utert lay within reach of my finger, pointing 
downwards and backwards. * * * The retroversion having been rectified, I would 
introduce, as a pessary, a gum elastic bag, constructed on this principle, and inflate it to 
a proper state of distension.” (p. 76.) 


1315. If the fitness of these different modes of treatment be compared, 
the preference must, from the result of experience, be given over all 
other to the replacement through the vagina, as a far greater number of 
successful cases to have been ascribed it than to that by the rectum, which 
has been often unsuccessfully attempted, even with the whole hand, and 
with the employment of great force (). As to the more heroic proposals 
for realizing the replacement, none indeed, except puncture of the bladder, 
is permissible, as in the cases where, after emptying the rectum and bladder, 
the symptoms are not diminished, and the proposed manipulation is insuf- 
ficient, such fixing of the womb in its unnatural position may occur, that 
the replacement is impossible in any way, as Hunrer found on dissection 
of a person who died from this disease (/). 

1316. In reference to retroversion of the womb in women not pregnant, 
those rules apply, which have been given for the removal of the symptoms 
caused by the retention of urine and stools. As to the replacement, 
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ScHWEIGHAEUSER considers it unnecessary, in which opinion Scumrrr 
also concurs, as by emptying the bladder with the catheter, and the intes- 
tinal canal with opening clysters, and the previous use of neutral salts, 
with carefully observed position on the side, the rump being raised, and 
the upper part of the body bent down, nearly always the effect is produced, 
and the womb gradually resumes its natural position, whilst also the 
swelling gradually subsides. This may be assisted, if with two fingers 
introduced daily into the vagina, the base of the womb be raised gra- 
dually but carefully. If the symptoms be inflammatory, merely mild 
remedies, emulsions of linseed or almond oil, fresh castor oil, luke-warm 
bathing, steaming, by means of a sponge laid on the generative organs, 
relaxing poultices upon the belly, and even general and local blood- 
letting, and copiously rubbing in mercurial ointment on the insides of the 
thighs. When the most pressing symptoms have been removed or les- 
sened, then the replacement is to be especially attended to. Only when 
retroversion of the womb exists without any appearance of acute inflam- 
mation, may the replacement be at once attempted, but it must not be too 
long continued. As to the manipulation of the replacement, all that has 
been said heretofore applies. 

1317. When the womb is returned to its place, it has rarely a disposition 
to be displaced anew, and the continued position on the side, is sufficient to 
prevent it. And besides as the womb enlarges during pregnancy, its retro- 
version is no longer possible. If there be a special disposition to retro- 
version, a round or oval pessary, with a pretty large aperture, or a suffi- 
ciently large piece of sponge introduced into the vagina and fastened with 
a T bandage, will prevent it. ‘This applies also after the replacement of 
the unimpregnated womb. The patient should very carefully avoid keep 
ing on her back (a). - 

[“In some few instances,” says Ricpy, ‘‘the displacement has been permanently 
removed by once rectifying the position of the uterus with the uterine sound; but this 
favourable result is rather the exception than the rule, and some mechanical means is 
therefore required to retain the uterus in situ. The supporter used by Professor Simpson 
is excellently adapted to this object, and has answered well. It consists of a pin the length 
of the uterine cavity, (two and a-half inches,) fixed in a disc or button on which the os 
uteri can rest, connected with, and kept in proper position by a little frame resting on 
the mons Veneris, which is fixed and properly adjusted by tapes. Another and equally 
ingenious mode of supporting the uterus he has obtained by means of a species of 
pessary, to which he has fixed the pin by a spring hinge, like that of a knife-blade. . 
I have never tried this last, but to the other I can bear most favourable testimony, 
having applied it in a considerable number of cases with which I propose to illustrate 
this subject. I have lately altered the form of the pin which is passed into the uterus, 
making it flat, instead of round, and broader,so as to adapt it more exactly to the shape 
of the cavity. The pressure which it exerts on the internal surface of the uterus is 
thus more equable, and over a larger space, and consequently does not produce so much 
irritation, which, especially at the catamenial periods, is occasionally troublesome, pro- 
ducing also a profuse discharge, and for a longer period than usual. To obviate the 
chemical action which takes place in an instrument made of German silver, I have had 
this portion of it made of ivory, at the suggestion of my friend Professor Rerzius, 
of Stockholm, to whom I shewed it, and in two cases it has been worn with much more 
comfort than with the ordinary pin; the objection, however, to the chemical action on 
the uterine secretion upon the German silver Professor Simpson had already remedied by 
eloctrotyping it with gold. 

“ The length of time during which these instruments require to be worn varies a good 
deal, and I have reason to believe that in cases where the displacement has returned, 
it has been owing to my having removed the support too soon. I believe that a month 


(a) Hunter, Witi1AM ; in Medical Observations and Enquiries, vol. iv. 
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ss the minimum period, and that in most instances our chances of success will be much 
greater if the period be extended to two months, or even longer. (pp. 125, 26.) | 


1318. The Antroversion of the Womb is more rare than its retroversion, 
and occurs in both the impregnated and unimpregnated state (1). In the 


former case it is consequent on violent exertion, on vomiting, on a false 


step, and so on, with violent pain in the region of the stomach and belly, 
febrile symptoms, and frequent urgency to void the urine. ‘The region of 
the stomach is somewhat tender on pressure, the whole belly, full, puffed 
up, especially the hypogastric region. The stress upon the pubes is very 
troublesome ; the forcing of the urine very painful; in which, however, 
but little is discharged, and only in drops; therewith usually is there great 
urgency to going to stool, with thin and small motions. A swelling as 
big as the fist, seems to lie in the depth, behind the pubic symphysis ; it 
can, however, only slightly be felt. The drag upon the bladder becomes 
exceedingly severe, without a dropof urine being discharged, a violent attack 
of fever takes place, disposition to vomiting, and the hypogastric region 
will not bear the least touch ; the distended urinary bladder may so cover 
the swelling of the womb that it can no longer be felt. On examining the 
vagina, its entrance is narrow ; the finger more deeply introduced, strikes 
immediately behind the pubic symphysis, upon a semilobular swelling, 
which drops into the little pelvis, feels smooth, elastic, and soft, and some- 
what tender. ‘The vaginal part is either not at all felt, or only with 
difficulty, in the more free hinder space of the pelvis above, pressed against 
the rectum in the hollow of the rump-bone, and otherwise forming a 
continuation with the swelling, so that the finger cannot be carried round 
between the two. Neither the vaginal portion nor the swelling are movable 
by pressure. 

The symptoms of antroversion of the impregnated womb differ according to their 
degree, the period of its origin, and the sensibility of the patient. In the above-described 
way has HACHMANN (a) noted it in antroversion, occurring suddenly in the third month of 
pregnancy, from a false step. BAuDELOCQUE (b) mentions a case of antroversion in the 
second month of pregnancy after an emetic. NoLDE ey. 

[(1) BLUNDELL seems to think antroversion of the womb scarcely to be a diseased 
condition. “It is said,” he observes, “that sometimes a change of position may take 
place, in which the fundus comes forward, and the mouth recedes, and which altered 
position writers have denominated antroversion of the uterus ; but the truth is, that the 
womb is almost anteverted, frequently the fundus is pushed down below the symphysis 
pubis. Repeatedly, in making examinations, have I perceived it in this position, 
between my fingers, so that, in my opinion, these anteversions of the uterus can scarcely 
be looked upon as extraordinary and morbid. I might say, with truth, that they are 
perfectly healthy.” (p. 21.) 

Joun Burns (d) says :—“ Of this accident I have never seen an instance during ges- 
tation, and from the nature of the case, it must be very rare; but I have met with it, 
from enlargement of the fundus uteri, in the unimpregnated state.” (p. 260.) Borvin 
and Duaks say they have had frequent occasion of observing, after parturition, a decided 
inclination of the fundus utert forward, the condition of the womb being intermediate 
between obliquity and retroversion. 

This form of displaced womb is mentioned also by Gray, of New York (e), as “a 
dislocation of the womb downward, and slightly backward, the os tince tending towards 
the coccyx. The ano-perinzal region of VELPEAU, or the perineum posticum of the 
older anatomists, from relaxation of the levator and sphincter ant, becomes enlarged, 
and the triangular space between the point of the coccyx and the tuberosities of the ischian 
bones, forms, in consequence, a broad deep cul-de-sac, into which the uterus sinks in the 
line of its own axis, and rests against the anus and rectum. This posterior dislocation of 


(a) Einige Falle von krankhafter Lageveran- (c) Beitrage, p. 220. 
derung der Gebirmntter; in Hamb. Magazin der (d) Principles of Midwifery. 
aislind. Literatur. Nov., Dec., 1834, p, doz. (¢) On External Pressure in Prolapsus Uteri; in 
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the womb often takes place in pregnancy, particularly during the first four months ; 
but it also takes place under other circumstances, I have no doubt, and that much more 
frequently than is commonly supposed. * * * The posterior displacement will be 
readily recognised by examination per anum. The finger will have to pass very much 
more backward than usual to get around the os tince, which lies hard against the rectum, 
just above the sphincter ani, and is very perceptible to the feel of the Surgeon. In 
passing the finger per vaginam, the neck of the womb is first encountered, occupying the 
situation of the os uteri. Theos uteri is found lying against the rectum, its aspect being 
backward and downward toward the point of the os coccygis, will have to be carried 
back in a curved form to reach it. The space between the os uteri and the posterior 
termination of the vagina appears much larger than natural.” (pp. 221, 22.9) 

1319. In éreating antroversion of the pregnant womb, if the swelling 
be firm and immovable, blood-letting, clysters (of an infusion of belladonna, 
according to Hacumann) should be first employed, and the urine drawn 
off with the catheter. If the swelling be thereby rendered more movable, 
or if it be movable from the beginning, and unconnected with any parti- 
cular symptoms, its replacement is to be attempted. The patient must be 
placed on her back, with the pelvis properly raised, the four fingers of the 
right hand being passed into the vagina are carried up to the deepest lying 
part of the swelling, and this is to be forced by a gradually increased 
pressure upwards, and in its slow yielding, somewhat backwards, whilst the 
left hand fixes the hypogastric region immediately above the pubic sym- 
physis. In HAacumann’s case, very considerable, and for the patient, 
extremely painful force was employed, in order to lift the swelling out of 
the little pelvis. “When this was effected, and the mouth of the womb 
removed from the rump-bone into the axis of the pelvis, the hand was 
withdrawn, and the pain ceased as by enchantment. Continuance on the 
back for some time is sufficient to prevent the recurrence of the displace- 
ment. 

[Borvin and Ducis mention a case in which the fundus uteri inclined forward, 
lower down than the cervix, and in which reduction seemed impracticable; yet, nature 
alone, during the progress of gestation, accomplished the cure. 

GopEFREY, of Rennes, relates (a) two instances in which the natural position of the 
womb was restored simply by position. The first case he was unable to see; but 
directed that the woman should be put on the side of the bed, with her head and hands 
on the floor, and with the front of the thighs and legs only resting on the bed. In this 
position, he says, that the intestines, being drawn towards the diaphragm, the pelvis is 
emptied, and the womb, being no longer pressed on, resumes its natural position. After 
the patient had been in this posture fifteen minutes, all pain ceased. In the second case 
the woman was thirty-three years of age, had been pregnant between three and a-half 
and four months of her first child. She was attacked with weight in the pelvis, and 
frequent disposition to make water. Nothing having been done, excepting that she 
went to bed, and the symptoms continuing next day, an examination was made, and the 
neck of the womb was felt behind, and towards the curve of the sacrum, while the fundus 
was in front, and behind the os pubis, the bladder not being very full, the catheter was 
not passed, but she was placed in the position just mentioned, upon the side of the bed, 
for twenty minutes. The feeling of weight in the pelvis diminished, and the desire to void 
the urine ceased. } 

1320. The antroversion of the womb in its unimpregnated state, occurs 
either suddenly or slowly. In the former case, it produces violent pain, 
fever, great difficulty in voiding the urine and stools; in the latter, the 
difficulty of passing the urine and stools is less. The patient has, when 
she walks, the sensation as if a hard body fell upon the bladder, causing 
urgency to void the urine, which body again falls back when the patient 
lies on her back. Thence the possibility of confounding this condition 


. (a) Annales d’Obstétriqne des Maladies des Femmes et des Knfans, Jan. 1842; and London and 
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with that of a stone in the bladder (@). Oftentimes there arise heemor- 
rhoidal affections, severe pain in the belly, suppressed or too frequent 
menstruation, and the whites; conception may be prevented. In exami- 
nation with the fingers through the vagina, the base of the womb is found 
in front above the share-bones, its mouth situated opposite the rump-bone, 
and frequently so high that it can scarcely be reached. SIEBOLD (6) has 
found the vaginal part connected with the rectum. 

1321. The causes of antroversion of the womb are much inclined pelvis, 
loose connexion of the womb with the bladder, high position of DouGLas’s 
folds, too early getting up after delivery, continual costiveness, organic 
changes in the base of the womb, and bodily exertion of various kinds. 

1322. The restoration of the natural position of the womb is easy. With 
two fingers introduced into the vagina, it is to be attempted to bring down 
the mouth of the womb, whilst with the other hand above the share-bones, 
the base of the womb is to be pressed backwards and upwards. The patient 
must continue a long while upon her back, a bandage should be applied 
round the belly, close above the pubes, and if this be insufficient to keep 
the womb in its place, it must be supported with a ring pessary. If the 
vaginal portion be adherent, it may be divided with the knife, and its 
reunion prevented, by a sponge put in it for a long while (c). 


[« The pessary in this case,” says Gray, “does no good whatever ; it is thrust into the 
ano-perineal region, already rendered a sac by relaxation, and by the presence of the 
dislodged womb, and there, as a really foreign body, excites the same sensation, and 
keeps up the same irritation and discharges which the womb had done, ‘and generally, 
as may readily be supposed, the latter are of a very aggravated character ; whereas the 
new instrument of Dr. Hunt, (his utero-abdominal supporter,) by pressing the ano- 
perineeal region upward and inward, directly opposes the descent of the womb, and, at 
the same time, diminishes the capacity of this region, whilst the hypogastric support of 
the apparatus prevents the descent of the abdominal viscera into the pelvis.” (p. 222.) ] 


E.—OF CURVATURES. 


1323. Curvatures (Curvature, Lat; Verkriimmungen, Germ. ; Cour- 
bures, Fr.) are remarkable deviations of certain parts of our body from 
their natural direction, depending either on an actual bending in the 
continuity of the bones, or on their bending and distortion in the neigh- 
bouring parts, that is, in the joints. 

1324. Curvatures are either vices of the primary formation and con- 
genital ; or they arise later, and are ordinarily developed without pain. 
The bones are not divided as in fracture, nor completely displaced at their 
joints as in dislocation. Only in a great degree of curvature, if the joints 
be also distorted, deviations gradually occur in the joint-surfaces of the 
displaced bones ; just as in long continuance of the ailment, single bones 
are differently changed in their form, diminished by absorption, or united 
by callus. 

1325. The erect posture of our body, and of the several organs, depends 
on the equal antagonizing operation of the muscles, and on the firmness 
of the bones. |The causes of their curvature are therefore disturbed 
abolished antagonism of the muscles, or changes in the structure of the 
bones, whereby they lose their proper degree of firmness. 


(a) Journal de Médecine, vol. xi. p. 269. 
(b) Handbuch zur Erkenntniss und Heilung der (c) Kyu, Beobachtungen tiber Antroversio Uteri 
Frauenzimmerkrarkheiten. Second Edit, Frank- in nichtschwangeren Zustande ; in VON SIEBOLD’S 
furt, 1821, vol. i. p. 737. Journal, vol. xvii. pt. i. 
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1326. The antagonism of muscles is disturbed when either one part 
possesses an absolute excess of activity above the other, or when one part 
is so weakened, that it opposes no obstacle to the natural activity of 
the other. ‘This may be effected by palsy, wounds, weakness of the 
muscles, continued rest of certain muscles, tonic spasm, ordinary exertion of 
certain parts, especially in particular positions, by which they are wearied, 
especially in children still under development, by diseased changes in the 
muscles, as from gout, rheumatism, inflammation, ulceration, ossification, 
and soon. ‘The activity of the flexor muscles naturally, especially in the 
JSetus, exceeds that of the extensors; hence also the greater number of 
congenital and original curvatures arise in the course of the flexors. 

1327. The muscles which produce the curvature, suffer always a more 
or less considerable degree of contraction and shortening, so that they are 
capable only of little extension, or of none at all. In long continuance of 
this condition, various changes occur in the tissue of the muscles, they 
lose their fulness, become thinner, even cord-like, and at last are converted 
into a fibro-cellular, or fatty mass (1). Whatever be the causes which 
have produced the contraction of the muscles, these changes are always the 
same, and their common origin lies in the continual rest, in which such 
muscles are found. Muscles, and, through them, their tendons and aponeu- 
roses, must be kept in their constant and proper motion and activity if 
their vitality and organization is to remain natural, and a harmonious rela- 
tion to exist between the voluntary influence which depends on the brain 
and the irritability which originates in the spinal marrow. If the activity 
of a muscle be damaged by one of the above-mentioned causes, and the 
muscle be kept in constant rest, it gradually diminishes, and at last all 
voluntary influence over it is lost, and its irritability and tone increase 
correspondently ; by longer continuance of this condition, the tissue 
shrivels up, becomes unyielding, is to a certain degree atrophied, according 
to the same law that the intestine below an artificial anus, or a vessel 
which no longer contains blood, shrivels up, grows together, and at last 
wastes away. ‘The rest of a muscle, when its contraction has once taken 
place, is therefore continual, because all voluntary motions which the 
patient attempts with the curved part, can occur only in such one way 
and direction, that thereby no outstretching and extension, but only a 
greater shortening of the contracted muscles, can be effected. A close 
observation of the motions in curvatures, especially in the feet, shows this 
remarkably. It is clear, that under such circumstances, the nervous 
influence and nourishment must be diminished in the muscles, and the 
diminution of the nervous influence may increase up to actual palsy, 
although the contraction of the muscle continue. In this way also is 
explained the reason why in palsy, which originates from the brain, and 
loss or diminution of the voluntary influence depending on the muscles, the 
muscles are contracted, whilst in palsy, proceeding from the spinal marrow, 
they are lax and atonic. Spasm, produced by topical causes in the muscle 
itself, or by reflected activity of the spinal marrow, may be the first origin 

-of contraction of the muscles, and of the curvature thereon depending ; 
but the continued contraction of the muscle is not to be considered as 
a consequence of continual spasm, but of the sustained rest of the muscle, 
and its diminished voluntary action. ‘The same is observed in inflamma- 
tion, and in all painful affections when certain muscles are kept in a 
continued quiet state. ‘The most direct proof of this opinion is given by 
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the bearings of the limb, if its natural direction be restored, in which case 
the recapability of motion, and the voluntary influence again gradually 
returns, and in the same measure, the nutrition of the muscles is increased, 
and their bulk enlarged, as I have especially observed, after the cure of 
curvatures by cutting the tendons. 

(1) Guértin (a), who, in all contractions assumes a convulsive retraction of the 
muscles derived from the brain, whence ensues an indisposition to the growth of the 
skeleton, change of bulk and fibrous degeneration disturbed functions, supposes that 
muscles, which by other causes have been relaxed and shortened, do not exhibit the 
hardness and fibrous degeneration, as the former contract, but these are disposed to 
fatty degeneration. 

1328. The natural connexion of bones may be disturbed by rickets, 
osteomalacy, scrofula, venereal, cachectic diseases, inflammation, sup- 
puration, and so on. The softened bones are then exposed to the action 
of the muscles, and drawn according to the direction of the force acting 
upon them; or the weight of the body is sufficient to curve them; from 
which latter cause such curvings most frequently happen in the trunk and 
the bones of the lower extremities. 

Frequently do the just-described causes occur at the same time, and 
in inverse proportions ; the curvings, however, most commonly arise out 
of unnatural activity of the muscles. 

1329. As to the prognosis of curvatures, all depends on their extent 
and how long the curvature has existed, and in how far the causes origi- 
nating them may be got rid of. ‘The younger the subject, and the less the 
curvature, so much the more favourable is the prognosis. In older 
subjects, and long-continued curvature, the treatment is always protracted, 
and in many cases, often only an aggravation of the disease can be 
prevented. When in curvatures at the joints, organic changes of the 
bones, destruction, anchylosis, and so on exist, the disease is incurable. 
Curvatures depending on muscular contraction, generally allow a better 
prognosis than those from diminished connexion of the bones. But if 
the muscles have become so wasted by long-continued curvature that their 
lengthening can be of no use, which is however difficult to determine, 
they are incurable. 

1330. The cure of curvatures depends on the removal of the causes, and 
the restoration of the natural direction of the curved parts. When the 
firmness of the bone is altered, such remedies must be employed as 
therapeutics have pointed out as fitting to the special diseases which 
cause the changed coherence of bones, together with the simultaneous 
employment of suitable contrivances and apparatus by which the straight 
direction may be restored. Mere mechanical treatment is entirely useless 
if the diseased state of the bony system be not removed. 

1331. If the origin of the curvature depend on the disturbed equi- 
librium of the muscular activity, the treatment must be directed according 
to the different causes. Usually rubbing suppling remedies into the 
shortened and contracted muscles, and spirituous rubbings into the 
stretched and lengthened muscles are recommended; but from these 
remedies there is really less benefit than from the motion and extension 
of the contracted muscles which arises from their application. As with 
long-continued curving, the nervous influence is diminished in the con- 
tracted and shortened muscles, and a lessened activity of the nerves of 


(a) Gazette Médicale, April, 1838. No. 14. | 
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motion is accompanied with a certain degree of curvature and wasting, so 
may sharp irritants, vesicatories, and even moxas, act beneficially in 
quickening and increasing the vitality, which remedies are especially 
indicated in actual palsy. In reference to this object, kneading, rubbing, 
and stretching the muscles, are very serviceable; but above all, suitable 
gymnastics, (with careful regard to the somewhat necessary improvement 
of the general state of health,) as first introduced by DEeLpxrcu (a). 
Slighter degrees of curvature may be got rid of by these remedies alone ; 
but if the curvature be greater, they must be accompanied with the appli- 
cation of suitable machines and apparatus. 

1332. If with long-continued curvature from shortening of the muscles, 
such change of their tissue have been produced, that by the treatment 
proposed it can be removed either with extreme difficulty, or not at all, 
the subcutaneous cutting through the shortened muscles, or their tendons 
and aponeuroses, (myotomia, tenotomia,) if possible, is the most proper 
remedy. Between the two ends of the divided tendon which retract, the 
upper more strongly than the lower, blood is effused, which coagulates 
and unites with the whole internal surface of the wound, and especially 
with the ends of the tendon. LExudations of plastic lymph soon occur, 
particularly from the ends of the tendon, presenting whitish thread-like 
streaks, running from one to the other, and gradually form a mass 
resembling fibrous tissue, which is capable of due extension, and suffi- 
ciently strong to answer the function of the muscles. This operation is 
therefore especially indicated under the above-mentioned conditions, if 
there do not at the same time exist such considerable changes in the 
bones, and from the long continuance of the disease, such a degree of 
wasting in the muscles, and the whole limb, that by the mere lengthening 
of the muscles, the restoration of their natural position cannot be effected, 
which however it is often difficult previously to determine, and when 
the causes giving rise to the contraction, gout for instance, still exist. 
The various objections made to this operation, the repeated shortening of 
the tendons by the gradual contraction of the newly formed intersubstance, 
as observed in every scar, as well as the injury to the natural direction 
and motions of the part from excessive activity of the antagonizing 
muscles, are without foundation, and contradicted by the large experience 
of modern times. The pain and wound are in this operation usually 
slight, and no particular symptoms occur. If in rare cases such be 
observed, as violent inflammation, with destruction of the cellular tissue, 
exfoliation of tendons, and so on, they must be ascribed rather to the 
peculiar relations of the constitution of the patient, or to the proceedings 
in the operation and the after-treatment, than to the operation itself. 
The straightening of the part, and the stretching of the tendons by proper 
apparatus, is most properly commenced some days after they have been 
cut through, when the external wound is healed, to which time a light 
bandage covering the part keeps it in a proper position. The employment 
of extension immediately after the division is improper, as thereby the two 
ends of the tendon are too far separated, and bad symptoms may be brought 
on. ‘Too late use of extension when the intermediate substance has a 
trained firmness, renders the lengthening difficult, and even impossible. 


The division of shortened muscles and tendons, early employed on the m. sterno- 


(a) De YOrthomorphie par rapport 4 l’espéce humaine, &c. 1828. Paris and Montpellier, 2 vols. 8vo. 
atlas, 4to. 
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cleido mastotdeus in wry neck, (RooNHUYSEN, MrrckrEN, TEN Haar, and others,) and 
then forgotten; again revived by Suarp, by Trvestus, and Sartorius, upon the 
AcHILLEs’ tendon in club-foot, by Micuanis extended to other tendons also, were 
subsequently little thought of, and only employed in certain cases of contraction, by 
DupuyTreN and DIeFFENBACH in wry neck, and by DELPEcH employed in horse-foot 
as a subcutaneous division. But more recently, it has been first brought into practice as 
a subcutaneous division by the large experience and observation of STROMEYER ; and by 
DIEFFENBACH, StTéss, DuvAL, SCOUTETTEN, Bouvier, Pavui, myself, and many others 
has it been variously practised and extended to different muscles, as more attention has 
been paid to the special treatment of curvatures. The mode of cure of tendons thus 
divided, Detprcu formerly, and in modern times more especially, von AmMon (a), 
Dovat, Bouvier, and others (5), have explained by experiments on brutes. 


I.—OF WRY NECK. 


(Caput obstipum, Cervix obstipa, Obstipas, Torticollis, Lat.; schiefe Hals, Germ. ; 
Torticolis, Obstipite, Fr.) 

Maucuart, Dissert. sistens caput obstipum. Tubing., 1737. 

Rertic, H. X., Dissert. sistens caput obstipum. Bude, 1783. 8vo. 

GrRuvE, G., Dissert. de capite obstipo. Traj. ad Rh., 1786. Ato. 

Cuosstus, C. F., Ueber die Krankheiten der Knochen. Tubing., 1798, p. 254. 

Ricuter, Anfangsgriinde, vol. iv. p. 256. 


Jére, J. C. G., Ueber die Verkrimmungen des menschlichen Korpersund eine 
rationelle und sichere Heilart der selben. Leipz., 1816; with six plates. 


StromeyeER, L., Beitrage zur operativen Orthopaedic. Hannover, 1838. 


Putts, Bexsamin, Lectures on Surgery; in London Medical Gazette, vol. xxvi. 


p. 244, 1840. 


Dierrennacu, Die Durchschneidung der Sehnen und Muskeln. Berl., 1841, p. 17; 
with twenty lithographed plates. 


Puitiips, Cu., M.D., De la Ténotomie sous-cutanée, ou des Opérations qui se pra- 
tiquent pour la Guérison des Pieds-bots, Torticollis, &c, Paris, 1841. 8vo. 


Bonnet, A., Traité des Sections tendineuses et musculaires, etc. Paris, et Lyons, 
1841, p. 581. , 

1333. Wry Neck consists in such distortion of the neck, that the head 
is inclined forwards, aside, downwards, frequently even to the shoulder ; 
and the face turned more or less to the opposite side, and at the same time 
forwards and upwards; the chin raised proportionally higher, as the head 
is in a greater degree drawn down. ‘The patient can, under these circum- 
stances, move the head either not at all, or only in a slight degree; often 
can it be done only by the assistance of another, and frequently it is not 
in any way possible. This disease may originate in an irregular activity of 
the muscles of the neck, especially of the m. sterno-mastoideus, in a large 
unsightly scar, or in a distortion of the neck itself. When long continued, 
there is always dissimilarity in the two sides of the face. 

Distortion of the neck, as consequent on inflammation and suppuration of the joint- 
surfaces of the vertebre of the neck, has been already considered (par. 263.) 

1334. The most frequent cause of wry neck is unnatural muscular 
activity. It is either congenital and depends on irregular position of the 
child in the womb (1); or it arises from violence during delivery, which 
affects the m. sterno-mastoideus (2); or it comes on later from the habit 
always hanging the head to one side, especially in children, if they be 
constantly carried on one arm; if, on account of the continuance of any 

(a) De physiologie tenatomie experimentis der Achilles’sehne als Operativ-orthopadisches 


illustrat. Dresden, 1837. : Heilmittel. Dorpat, 1843; with seven copper 
(b) Prrogorr, N., Ueber die Durchschneidung plates. 4to, 
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pain in the neck it be inclined to one side (3), by spasm and organic 
change in the structure of the m. sterno-mastoideus. If the cause lie in the 
unnatural activity of this muscle, it is always found, on the side to which 
the head is drawn, stretched like a cord, hard and unyielding ; in attempt- 
ing to bring the head into its proper position, the muscle becomes more 
tense and prevents it (4). It is really only the m. sterno-mastoideus which 
is primarily shortened, and most commonly on the right side ; rarely, also, 
the m. cleido-mastoideus and cucullus ; the m. platysma myoides, may also 
be shortened. Frequently is the m. sterno-mastoideus of one side palsied, 
and the natural contraction of that of the other draws down the head. 
In this case the dissimilarity of the two sides of the face and the distor- 
tion of the features are not so great, as in wry neck from unnatural 
muscular contraction ; the head is drawn only towards the shoulder, but 
the chin is not raised (5). That the cause of the evil is in the bones is 
known, when no change can be observed in the muscles, and the general 
symptoms of softening of bone be present. The head is also usually 
more movable than in the former cases (6). 


(1) SrromeEyer (a) remarks on the coincidence of congenital shortening of the 

m. sterno-mastoideus with the irregular position of the child, so that a breech-birth takes 
place, or turning is necessary. 
_ (2) After difficult delivery, and after the application of forceps, a little round bluish 
doughy swelling above the collar-bone, corresponding to the course of the m. sterno- 
mastoideus, is frequently observed, which, after subsiding, leaves to be felt a hard 
thick substance, depending on partial or complete tearing of the muscle (STROMEYER, 
DIEFFENBACH. ) 

(3) I have noticed a wry neck which arose from the application of a blister behind 
the ear, and in a short time became considerable. 

[(4) Although generally in wry neck the muscle or muscles causing it are felt con- 
tracted like a cord, yet this is not always so. SyME (6) mentions an instance of this 
kind in a boy with lateral curvature. “Observing that his head inclined to one side, I 
examined the sterno-mastoid, and found it, not tense and rigid as I had expected, but 
soft and yielding. I perceived, however, that when an attempt was made to raise the 
head, the muscle resisted and became tense, and therefore concluded that it was the seat 
of the evil.” (p. 273.) 

(5) Bropie mentions (c) a remarkable example of wry neck alternating with 
insanity, among the instances he gives of persons “ labouring under some disease in the 
brain, in whom a particular symptom, referred, perhaps, to a distant part of the body, is 
So severe, or so distressing, that they regard it as the original disease. * * * In many 
of these cases, the cause of irritation seems to operate always on the same part of the 
sensortum, and there is little or no variety in the local indications by which it is ren- 
dered manifest. At other times it has no determined seat: it may affect at first one 
portion of the brain to which a certain function belongs, and then it may affect another 
portion, whose function is entirely different, and the symptoms vary accordingly. * * * 
A lady became affected with a spasmodic affection of the sterno-cleido mastoid muscle, 
producing what is commonly called a spasmodie wry neck. This symptom continued 
unabated for a year, and then suddenly left her; but as the spasm in the muscle ceased, 
she fell into a state of mental depression, amounting to insanity ; and in this she con- 
tinued during the whole ef the second year. At the end of this period she recovered of 
the disordered condition of her mind, and the spasm of the muscle returned, continuing 
from that period up to the time of my being consulted three or four years afterwards.” 
(pp. 7, 8.) 

(6) SyME remarks :—“ It may be well to warn against mistaking for wry neck depend- 
ing upon muscular contraction, the distorted position of the head which proceeds from 
caries between the occiput and atlas. The latter disease, like the former, usually 
occurs in young persons, presents to a careless observer similar symptoms, and if 


(a) Above cited, p. 131. 

(6) On Lateral Curvature of the Spine and the cases in which it may be remedied by operation ; in 
London and Edinburgh Monthly Journal of Medical Science, vol. iii. 1843. 

(c) Lectures illustrative of certian Local Nervous Affections. London, 1837. 8vo. 
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confounded with it, leads to treatment not only useless, but extremely dangerous. 
(p. 278.)] 

1335. The prognosis in wry neck depends especially on the cause and 
duration of the ailment. In young persons, if the cause be in the muscles, 
the prognosis is always favourable ; and this applies also, under similar 
conditions, from curvature of the bones. But, if by long continuance of 
the ailment, the vertebre of the neck have undergone a change of form, 
or have become united by adhesion, which may be ascertained by careful 
examination with the fingers, and simultaneous movement of the neck, the 
ailment is incurable. 

1336. The cwre of wry neck varies according to its causes. If dependent 
on unnatural activity of the muscles, it must be attempted to relax 
the contracted m. sterno-mastoideus, by rubbing in suppling remedies, as 
well as by exciting contraction of the relaxed muscles on the other 
side by volatile, strengthening rubbings of aromatic spirit, arrack, rum, 
and the like, and even by the employment of electricity or galvanism. 
After rubbing, attempts must be made to stretch the shortened m. 
sterno-mastoideus, and at the same time, to bring the head straight, 
which manipulation must be continued for a quarter or half an hour, 
during the day, till the head have been brought to its natural place, and 
even bend somewhat to the opposite side. The patient must also be per- 
mitted frequently to turn his head aside. 

For the purpose of keeping the head straight, various apparatus and 
machines have been proposed, for instance, that of Lr VacHER, with 
alteration by D&Lacrorx (a), Kouxer’s cap, and others. Jore’s (0), 
apparatus, however, seems to answer the purpose best; it consists of a 
head-band and stays, on the front of which is attached a spring, from 
whence a strap carried round the neck and fastened behind the ears in the 
region of the mastoid process, is fastened to the head-band. T his appa- 
ratus may be worn day and night, and the manipulation may be also con- 
tinued. As the head, though thereby straightened, is still however held 
somewhat forward, towards the end of the cure the band must be carried 
beneath the arm of the ailing side, go up through a ring, and be fastened 
at the place mentioned. ‘The apparatus must be worn (latterly only for 
some hours in the day) till the antagonism between the two sterno- 
mastoids is perfectly restored. Dr.prcu (c) recommends a stretching 
apparatus, when in bed, and drawing the head by means of a loop fastened 
to the head and to the side of the bed. 

1337. But if, when the disease have already existed for'some time in a 
certain state, this treatment have no result, it is extremely irksome and 
tedious; the division of the m. sterno-mastoideus then leads more speedily 
to the object, and is, indeed especially, the only cure in all cases where, 
by the continuance of the ailment, organic changes occur in the structure 
of the m. sterno-mastoideus, which render all lengthening by the proposed 
treatment impossible. The reasons which have been brought against this 
operation, rejected unconditionally by JORG, are quite untenable; the 
operation is free from danger, accompanied with little pain, and the result 
is quick, even after the disease has existed twelve or sixteen years, or even 
longer. 

(a) Gerpy, P. N., Traite des Bandages et Appa- (b) Above cited, pl. ii. 


reils de Pansement. Paris, 1826. Svo. et atlas (c) Orthomorphie, vol. ii. p. 209. 
4to.—vown Froriep’s Kupfertafeln, pl. clxix. j 
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RoonnvuysEN (a) and TEN Haar (6) cut through the m. sterno-mastoideus from 
without inwards, with a fold of the skin raised. Von MEECKREN (c) effected the 
division with a pair of scissors; Minnivs (d) first destroyed the skin over the muscle 
with caustic, and then cut it through with scissors. SHARP (e) made a transverse’ cut 
through the skin, and divided the muscle from within outwards with a knife introduced 
behind it. This treatment was recommended by all the later writers, till DupuyTrEN 
and DreFrENBACH (f) proposed the subcutaneous division of the muscle, in which 
manner the operation has been performed with the most successful results, by many 
Surgeons and by myself. 


1338. The subcutaneous division of the m. sterno-mastoideus is per- 
formed in the following manner. The patient sitting on a stool, one 
assistant draws the head to the opposite side, and another pulls down the 
shoulder of the ailing side, in consequence of which the muscle projects 
strongly at its shortest part. The skin above it is then taken hold of with 
the thumb and forefinger of the left hand, well drawn away from the 
parts beneath, and a narrow, slightly convex, straight knife, held flat, is to 
be thrust an inch or two above its lower insertion, through the skin, and 
carried close behind the muscle, to the other side beneath the skin, but 
without piercing the latter. The edge is then turned towards the muscle, and 
the thumb of the left hand being placed on the muscle, to fix it against the 
edge, the muscle is divided, without cutting the skin, in drawing out the 
knife. At the commencement of the division of the muscle, a dull and 
sometimes tolerably loud crack is heard, upon which the head is often 
immediately drawn straight by the contraction of the m. sterno-mastoideus 
on the other side; but sometimes the old position is retained, and even 
more strongly. At the moment when the knife is drawn back, if 
pressure be made with the thumb upon the part divided, and no blood be 
poured out beneath the skin, a firm compress of lint is to be applied, 
and fastened with sticking plaster, and a bandage carried obliquely over 
the neck and breast. Two cloths carried round are sufficient to support 
the head; they do not, however, keep it straight, but leave it in its 
early oblique position. 


The choice of place for dividing the m. sterno-mastoideus (fixed by Latra at half an 
inch, and by DreFFENBACH at two inches above its insertion) is indifferent, and must be 
guided by where the muscle can be isolated safely ; however, the deep division at the 
tendinous part is more preferable, because it is liable to less reaction than the division 
of the muscle. 

I use a straight, narrow, slightly convex knife, because it acts more surely and cor- 
rectly than a knife with a concave edge; and, like Dierrensacn, I make only one 
thrust, in which he uses a narrow sickle-shaped knife, much curved atits point. STRo- 
MEYER, who has frequently performed the division of the m. sterno-mastoideus from 
before backwards, employs for the purpose a narrow curved knife, with its convexity 
cutting, which he thrusts through a fold in the skin, an inch broad above the collar- 
bone, and by the entrance of the knife divides the muscle. For those cases where the 
muscle cannot be sufficiently isolated, he has proposed a peculiar forceps-like instru- 
ment (7). 


1339. Ordinarily the division of the m. sterno-mastoideus is sufficient ; 
but if the m. cleido-mastoideus, or a cleido-mastoideus secundus, (STRO- 
MEYER,) or the clavicular portion of the m. cueullaris be shortened, the 


’ (a) Heilkuren, Nirmberg, 1674, vol. i. No. 22, (c) Wahre und wunderbare chirurgisch und 
23.—Buasir, G., Observat. Med. rar. Amstelod., geneeskiinstige Anmerkungen, Nurnberg, 1675. 
1677, pl. ii. No. 1. (d) Tuxrit, Observationes Medic. 

(b) Abhandlungen aus der Naturgeschichte, (e) Treatise on the Operations of Surgery. Lon- 
praktischen Arzneikunde und Chirurgie; aus den _—_ don, 1740. chap. xxxv. 
Schriften der Harlemer und anderer Hollandischen (f) Rust’s Handbuch der Chirurgie,—Art., Ca- 


Gesellschaften gesammelt. Leipzig, 1773, vol. i. put obstipum. 
p. 262. (g) Above cited, pl. viii, f, 1, 2. 
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division must be effected with a straight or convex narrow bistoury, or with 
SrROMEYER’Ss instrument, according to the rules given above. 

1340. If the patient be kept quiet, in the horizontal posture in bed, 
and on antiphlogistic diet, generally no further symptoms occur. After 
some days the external wound is healed. The muscle, at the place of its 
division, usually presents a slight swelling; frequently also a slight 
fluctuation of blood is felt, in which case, according to DIEFFENBACH, 
sticking plaster should be applied anew somewhat tighter, in order to 
promote its absorption, which is usually effected in a few days. A pplica- 
tions of warm lead wash, and rubbing in warm oil to get rid of the last 
tension, are generally superfluous. If pus be formed, it must be discharged 
by a puncture, and the wound treated simply. A pasteboard cravat of 
half the usual height, folded in a cloth, and applied on the side of the 
division is, according to DizrrENBACH, more serviceable in preserving 
the straight posture of the head than all violent extension, on which point 
I, from experience, entirely agree with him. 

f SrroMEyER (a) considers that only by a stretching apparatus (pl. vii.) are we in a 
position to obtain all the advantages of the operation which can be attained, because 
only in the horizontal posture can the muscles of the neck be completely extended, and 
it is only possible to stretch the head towards the diseased side for the purpose of giving 
the m. sterno-mastoideus its whole length, and enabling it again to extend itself. He 
therefore puts it as a question whether, in very bad cases, it be not advisable to begin 
the extension directly after the operation, in order to avoid a repetition of the division. 

If after perfect replacement, the freest motion of the neck be again given, and com- 
plete similarity of the sides of the face obtained, yet is it observed in some cases, that 
at the moment when the muscular system is not in action, the head is somewhat disposed 
towards the ailing side, manifestly because there the turgor vitalis is less. STROMEYER 
does not know whether this be entirely lost in age. Spirituous rubbing seems to him 
to contribute somewhat to the diminution of this relaxation, but above all, the continued 
use of the stretching apparatus, some time after the subsidence of all resistance. 

1341. If the cause of wry neck be spasm of the m. sterno-cleido mas- 
toideus, in which case the ailment is always more or less painful, accom- 
panied with radiation of the pain, according to the branchings of the 
nerves, and often alternating, it must be inquired whether or not any 
internal cause be in play, against which the treatment should be directed, 
and antispasmodics employed both internally and externally. But if 
the contraction have at once become permanent, in general all internal 
and external treatment is fruitless, and cutting through the muscle is the 
only means. whereby not merely the straight direction of the head is 
restored, but also the painful and spasmodic affections are removed. 

Compare the interesting observations hereto belonging of STROMEYER (0) and 
AmussaT (c). 

A spasmodic affection of the m. platysma myoides, with radiation on the face and ear 
of the affected side, was perfectly cured by Goocu (d) by a transverse division of the 
muscle beneath the jaw, after he had laid it bare with a transverse incision of the skin 
across its breadth. 

1842. If large scars be the cause of wry neck, their mere division is 
usually of little use, and the evil may thereby be even increased. The whole 
scar, together with the thickened and adhering cellular tissue must be 
removed, and where possible the quick union of the edges of the wound 
brought about. During and after the treatment, the head must be kept 
in a proper position. With slight superficial scars only, its straight 

(a) Above cited, p. 150. 


(b) Above cited, p. 137. (a) Cases and Practical Remarks in Surgery, 
(c) Gazette Medicale, December, 1834, 829. vol. ii. p. 83. Norwich, 1767. 
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direction may be often given to the head, by suppling remedies which 
are to be rubbed in, and by the bandages prescribed. 

1343. If the cause of the wry neck be in a bending of the neck-vertebre, 
and if it be unaccompanied with anchylosis, or change of structure, the 
above-mentioned apparatus must be used for the gradual straightening of 
the head. 


Il.—OF CURVATURES OF THE SPINAL COLUMN. 
(Incurvationes seu Distortiones Columne Vertebralis, Lat.; Verkriimmungen der Riick- 
enstiule, Germ. ; Courbures de la Colonne vertébrale, Fr.) 

Coopman, G., Dissert. de Cyphosi. Franeq.,1770. 4to. 


Le VACHER DE LA FEuTRIE, Traité du Rakitis, ou V’art de redresser les enfants con- 
trefaits. Paris, 1772. 8vo. 


WANTZEL, Dissert. de efficacitate gibbositatis in mutandis vasorum directionibus. 
Francof., 1778. to. 


VENEL, Description de plusieurs nouveaux moyens mécaniques propres & prévenir 
et méme corriger dans certains cas les Courbures latérales et la Torsion de l’Epine du 
dos. Lausanne, 1788. 8vo. 


A Roy, C. H., Commentatio anatomico-chirurgica de scoliosi. Ludg., 1774. 4to. 
WEDEL, G. W., Dissert. de gibbere. Jen., 1781. 4to. 


vaAN GesscHER, D., Bemerkungen iiber die Einstellungen des Riichgrathes und 
iiber die Behandlung der Verrenkungen und Briiche des Schenkelbeines. Translated 
into German from the Dutch, by J. C. WEMEYER. GOttingen, 1794. 8vo. 


SHELDRAKE, T., Essay on the various Causes and Effects of the Distorted Spine, and 
on the improper methods usually practised to remove the distortion. London, 1783. 
8vo. 


PorTA., Observations sur la Nature et le Traitement du Rachitisme ou des courbures 
de la colonne vertébrale et de celles des extrémités. Paris, 1797. 


Witxinson, C. H., Physiological and Philosophical Essays on the Distortion of the 
Spine. London, 1796. 


Rrynpers, J., De scoliosi ejusque causis et sanatione, observatione et propriis expe- 
rimentis confirmaté. Groning., 1787. 8vo. 


Ferter, J., De spine dorsi incurvationibus earumque curatione. Noremb., 1807. 
JORG, above cited. 


CuovuLanD, J. L., De cas pelvium spinarumque deformatarum, i. ii. Lipsie, 1818- 
20. 


Warp, Practical Observations on Distortions of the Spine, Chest, and Limbs. Lon- 
don, 1822. . 


WENGEL, C., Ueber die Krankheiten am Riichgrathe. Bamberg, 1824. fol.; with 
four plates. 


Saw, Joun, On the Nature and Treatment of the Distortions to which the Spine 
and the Bones of the Chest are subject. London, 1823. 8vo. 


Inrp., Further Observations on the Lateral and Serpentine Curvature of the Spine, 
and on the Treatment of Contracted Limbs. London, 1825. 8vo. 


Inip., Engravings illustrative of a Work on the Nature and Treatment of the Distor- 
tions to which the Spine and the Bones of the Chest are subject. 1824. fol. 


Durour, Mémoire sur l’Art de prévenir et de corriger les Difformités du Corps, 
désignés sous le nom d’Orthopédie; in Révue Médicale, 1817. Jan.—June. 


Derecu, Considérations anatomico-médicales sur l’art appellé Orthopédie et sur les 
Difformités qui en sont l’objet; in Révue Médicale, 1827. April. 


Herpenreicu, F, W., Orthopadie, der Werth der Mechanik zur Heilung der Ver- 
krummungen am menschlichen Leibe. Berlin, 1827. 
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Beate, L. J., A Treatise on Deformities, exhibiting a concise view of the principal 
distortions and contractions of the limbs, joints, and spine; illustrated with plates. 
London, 1830. 8vo. 


SrarrorD, A., A Treatise on the Injuries, the Diseases, and the Distortions of the 
Spine. London, 1832. 8vo. 

Matsonase, C. A., Orthopédie clinique sur les Difformités dans l’espece Humaine. 
Paris, 1834. 2 vols. 8vo. 


Meet, F. L., Manuel Pratique d’Orthopédie, ou traité élémentaire sur les moyens 
de prévenir et de guérir toutes les difformités du corps humain. Paris, 1835; with 
eighteen plates. 


Guerin; in Gazette Médicale, vol. v. 1837. No. 34, 
Humpert, P., et Jacquier, N., Traité des Difformités du Systeme osseux ou d’em- 


ploi des moyens mécaniques et gymnastiques dans le traitement de ces maladies. 
Paris, 1835. 8vo. Atlas of 174 Plates. pl. iv. 


Pavtt, F., Ueber den grauen Staar und die Verkrummungen. Stuttg., 1838. 8vo. 

SrarrorD, R. A., Two Essays on Diseases of the Spine. 1. On Angular Curvature 
of the Spine and its Treatment. 2. On the Treatment of Lateral Curvature by Gravi- 
tation, Lateral Exercise, &c. London, 1844. 8vo. 

1344. The spinal column may be curved at any one part, and, according 
to the direction in which this occurs, are distinguished, first, the lateral 
Curvature (Scoliosis); second, the posterior (Humpback, Buchel, Germ. ; 
Gibbus, Cyphosis); third, the Anterior Curvature (Lordosis.) The spine 
never deviates according to either of its natural directions, but always in 
an opposite one. At the same time it is therewith more or less twisted, 
and this again in a contrary direction. It is evident that the intestines 
contained in the chest and belly, must consequently have their natural 
position variously altered, and only the successive origins of these 
curvatures render it comprehensible, how these intestines are often so 
considerably displaced, without great disturbance of their functions, The 
curvatures of the spine have no effect on the transverse diameter of the 
pelvis, if unfounded in general disease, especially rickets or osteomalacy (a). 

This opinion, advanced by MEcKEL, and supported by numerous facts, which, in 
consequence of careful observation, I hold to be correct, has been denied by J6re (6) 
and CHouLarT (c) in so far as they assume, without any general disease of the bones, 
a decided influence of the curvature of the spine upon the form of the pelvis, only that 
in general disease, or, if the curvature have existed from youth, it is more decided. 
According to their view, as the spinal column has four natural curves, (at the neck 
convex forwards, at the back convex backwards, at the loins convex forwards, and on 
the rump-bone convex backwards,) in all cases where the natural curve increases at any 
one spot, the other natural curves should also be increased; just as, on the contrary, 
when the curve takes place in the opposite direction, the other parts of the spine also 
have their natural curve assume a contrary direction; in consequence of which the 
rump-bone becomes more curved, or more flattened. In lateral curvature the pelvis is 
always narrowed obliquely by the inclination of the rump-bone toward the one or other 
side. See also on this subject RokrTansky (d). 

1845. The inclination of the spinal column to one side, (Scoliosis, ) produces 
at first a different condition of the shoulders, and one becomes higher than 
the other ; the body is disposed towards the side opposite the curvature, 
the one side of the back is full, the other concave, and more hollow; and 
upon it, between the last false rib and the hip-bone, is observed a small 
fold of the tegument, which increases proportionally as the curvature of 


(a) Mecxer, J. F., Handbuch der menschlichen (d) Beitrige zur Kenntniss der Riuckgraths- 
ee vol, ii. p. 740.—WeENZzEL, above cited, krimmungen, und der mit denselben zusammen- 
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8 eet sees Pp: i Beckens ; in Oester-Med. Jahrbiichern, vol. xxviii. 
c ve cited, p. 15. pt. i. i. 
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the spine increases. With such increased inclination toward the side, 
distortion of the spine also occurs; the spinous processes are twisted 
toward the side of the inclination. ‘The whole trunk is gradually bent, 
the ribs follow the distortion of the spine, are flatter on their concave 
surface, but upon their convex hinder surface are more strongly arched, 
are very widely separated from each other, and broader, whence a pro- 
jection backwards is produced. The breast-bone is mostly oblique, and 
drawn towards the concave side of the curvature. If the curvature be at 
the upper part of the spine, the position of the shoulder-blades is much 
changed. Curvatures at the lower part of the spine affect the carriage of 
the body less than at the upper. Lastly, curvatures are produced in 
opposite directions, in which case one is, as it were, equalized by the 
other. In the highest degree the direction of the bones of the pelvis is 
changed, the one hip-bone stands higher than the other, and, under the 
circumstances mentioned, (par. 1344,) the promontory of the rump-bone 
may project inwards towards the one or other side, and narrow the entrance 
of the pelvis. 


The higher position of one shoulder is always present in scoliosis, but it occurs alone, 
and without simultaneous curving of the spinal? column, as high shoulder (Humerus 
elatus.) Raising up one shoulder, usually the right, by which the elevating muscles of 
the shoulder-blade become gradually stronger, is the result of bad habit; the lower 
angle of the blade-bone is raised higher than that of the other side; the*hinder edge, 
however, of the bone remains in the same position, and only after long continuance does 
the shoulder-blade project especially at its angle. If both shoulders be high, which 
occurs from bad carriage, as a consequence of corresponding straining of both arms, in 
bending forwards the head, in short-sighted and old persons, the back is considerably 
arched, and the head in the same proportion projecting. In a higher degree always, 
at the same time, some inclination of the spinal column occurs. 

[The most common cause of a high shoulder is to be found in the abominable practice 
of undressing girl’s necks, as low as the hanging on of their clothes will permit. 
Instead of the shoulder-straps of their dress being, as they should be, fairly above the 
root of the acromial processes, they often, indeed most commonly, either only skirt the 
extreme end of those processes, and rest on the rounded upper part of the deltoid muscles, 
or are actually far down on the arms; in consequence of which, the dress having little 
or no suspension on the shoulders, is constantly dropping, and the girl to save her clothes 
dropping down, or at least to keep them in place, is continually hitching up the shoulder 
from which the shoulder-strap most easily slips, and thus the elevating muscles becoming 
stronger on that side, pull the shoulder permanently up, and produce a very ugly 
appearance. But the mischief does not stop here, for though there be really no disease 
in the spine, yet this constant hitching up of the shoulder, causes the head and neck to 
be thrown to the other side, whilst the chest is drawn out to the same side, and thus a 
lateral curvature of the spine is produced, and a girl’s figure spoiled, for the simple 
purpose of uncovering her neck and shoulders as far as possible, which, as well for 
decency, as for the preservation of the child’s health, ought to be covered. Many 
parents have been thus the real cause of their daughter’s distortion, if not of more 
serious consequences ; and therefore, in growing girls who have the least disposition to 
slip their shoulder out of their dress, most especial care should be taken to prevent the 
possibility of keeping up this habit, by having the dress made so high, that it cannot slip 
down, and then the sensation of its slipping being lost, the child no longer continues to 
hitch up her shoulder, and by a little attention to her proper carriage, the mischief, if 
not of long standing, may be got rid of.—J. F. S.] 


1346. The intestines of the chest and belly are variously displaced by 
the higher degrees of scoliosis, in consequence of which the circulation of 
the blood in the lungs is hindered, difficult respiration, narrow-chestedness, 
disturbance of the digestion, and so on, arise, which thus explain the 
usually weakly form of the body in persons affected with such curvatures. 

1347. In Cyphosis the spinous processes form a convex projection, and 
the bodies of the spinal column acurve, the concavity of which is forwards, 
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and, as they drop together, the upper approach the lower. At first, the 
head of the patient inclines forwards ; in the supine posture no change is 
observed, except after very considerable exertion. In the second degree, 
the inclination of the spine remains, and is always increasing ; it projects 
into a blunt, and subsequently into a sharp angle. If the eyphosts be in the 
vertebre of the neck, breathing and swallowing are especially affected ; if the 
vertebra of the back be curved, the ribs are lengthened forwards, the breast- 
pone raised, and the transverse diameter of the chest lessened, from which 
difficulty of breathing ensues. By the dropping of the spine, the bowels 
are driven down into the pelvis, and frequently cause difficulties in 
digestion. The bodies of the vertebre shrink in a high degree of the 
disease, and they may be fixed by anchylosis in their unnatural position. 
Inclinations in other directions may, at the same time, accompany cyphosis. 

Only in the cases where the cyphosis depends on caries of the vertebre (PoTT’s 
disease) does palsy of the limb occur. 

- 1348. The inclination forwards is the most rare of all the curvatures of 
the spine. The vertebre project forwards in a convex arch, and the spinous 
processes are thereby approached together in a concave curve. Whence 
follows, that the lordosis can never attain so great an extent as the 
cyphosis, because the spinous processes touch. It occurs always in the 
vertebre of the loins, and the inconveniences they excite are those of the 
pendant belly. It has been observed, but very rarely, in the vertebre of 
the neck. 

1349. What has been said upon the etiology of curvature in general, 
applies also to that of the spine. There is either a disturbed antagonism 
of the muscles, or a diminished strength of the bones. The occasional 
causes which especially favour the various inclinations of the spine are :— 

First. In scoliosis, careless carriage of the body in various employments, 
hanging on one side in writing, sitting, especially in the hand-work of 
ladies, increased exertion of one side, the habit of doing everything with 
one hand, constantly carrying children on one arm, which acts very 
prejudicially, as one hip-bone is always more raised and pressed than the 
other. The younger the patient is, the more prejudicially do the above-— 
mentioned causes operate. If the cause of the curvature depend on 
unnatural activity of the muscles, they are more firm and contracted on the 
concave side of the curvature (which, in by far the greatest number of the 
cases, is the left); if the cause of the curvature depend rather on an 
altered state of the bones, the difference of the muscles is not so 
remarkable (1). 

Second. In cyphosis the cause, for the most part, is in the bones, and the 
weight of the body itself is sufficient to increase the bending backwards 
already existing inthe vertebre of the back, where the eyphosts most com- 
monly occurs ; often is there accompanying weakness of all the muscles, 
which should keep the spine erect, as is frequently the case in children 

and old persons. 

Third. In lordosis, in their natural state, the external muscles of the 
loins are more powerful than the internal ; whatever therefore increases the 
strength of the former, increases also the natural bending inwards of the 
wertebre of the loins, as long standing with the upper part of the body 
bent back, great bending back of the upper part of the body in the usual 
carriage, bearing heavy burdens. Lordosis is therefore more frequent in 
men than in women. 
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(1) StRoMEYER (a) supposes that scoliosis arises, if not in all, at least in most cases, 
from one-sided palsy of the inspiratory muscle, viz., the m. serratus magnus. The muscle, 
although still capable of voluntary motions, takes no part in those of breathing, which is 
especially observable if the motions of the diaphragm be restrained by pressure on the 
belly, and the external muscles of inspiration be excited to increased activity ; as then 
the muscles of the palsied side remain quite quiet. This imperfect palsy is derived from 
the palsy of BELu’s respiratory system, from an incapacity of the affected nerves pro- 
ceeding from the periphery to reexcite reflected irritation, in which case they still obey 
the stronger stimulus proceeding from the will. The greater number of cases produced 
in support of this opinion, permit also another explanation, and, according to what has 
been already said upon the etiology of curvatures in general, is this state of palsy of 
the muscles of inspiration to be considered, not as a primary, but as a secondary state. 

According to GUNTHER’s (6) observations, in snake-like scoliosis the muscles neither 
of the concave or convex side are much wasted, nor are they changed in form, although 
it so appears as long as they are attached to the body. They are only either stretched 
where passing over the projections, or folded when lying in the concavities. On the 
contrary, there appears a decided difference in the strength and weight of the corre- 
sponding muscles of the two sides, and that muscle increases which has an unfavourable 
position, and is therefore required to act with more power. So, for instance, the m. 
cucullaris of the concave side exceeds that of the convex about 90 grs. in a weight of 
1550 grs.; the m. latissimus dorsi of the convex that of the other side about 120 grs. in 
1160 grs. If the relations of one muscle be so disproportionate that, in its natural 
circumstances, it either act not at all, or irregularly, its circumstances change, so that 
it detaches itself from some places, attaches itself to others more suitable, or forms new 
heads. 

[According to Zinx’s opinion (c) scoliosis generally commences from the fifth to the 
eighth year of age, and between the third and fifth dorsal vertebre, and the deviation is 
almost always towards the right shoulder-blade; that shoulder exhibiting an excess 
of nutrition over the left, which is especially apparent in the blade-bones themselves. 
Such children have a remarkable tendency to lean towards the weaker side, while on 
every occasion requiring muscular exertion, they prefer the stronger hand. “ From 
repeated observations,” says Z1nxK, “I am convinced that the greater part of the mischief 
here detailed, is effected during sleep, and consequently, is in operation during one-third 
of the patient’s daily existence. The heart then leans down towards the left side, and 
the Jung on that side is compressed, one lung only (the right) performs its full office, 
and the muscles of respiration on that side are in a state of activity, greatly exceeding 
that of the left. I have also ascertained that the convexity of the deviation of the spine 
accords exactly with the insertion of those muscles which are most active in the process 
of respiration. This deviation from the perpendicular, so high up in the spinal column, 
is often overlooked, and the inferior and secondary contortion to the left side in the 
lumbar vertebre is often regarded as the primary affection.” And he further observes :— 
“This disease is more frequent among the wealthy, and more commonly in females than 
males.” 

Syme (d) observes :—“ There is one particular condition of lateral curvature cer- 
tainly not common ; yet, judging from the number of cases that have fallen within m 
own observation, I should say not extremely rare, in which complete relief may be 
afforded by the division of a muscle, and in no other way. I allude to spinal curvature 
depending upon wry neck, caused by contraction of the sterno-mastoid. This muscle is 
liable to contraction both spasmodic and permanent. The former does not, so far as I 
have seen, affect the shape of the spine, and in two cases treated by division, did not yield 
to the operation. But the latter is apt to produce lateral curvature in every degree, and 
may be remedied with no less ease than certainty by subcutaneous incision.” (p. 271). ] 


13850. The special diagnosis of curvatures in regard to their cause, is 
now to be considered. Great muscular weakness, resulting from previous 
disease, disturbed digestion, disturbed sexual development, and the like, 
by which gradually the joints of the spine are left to the unaided and 
inadequate strength of the ligaments, is characterized by weakness of the 
muscles, pain, and weariness of the spine, speedy tiring after every move- 

(a) Ueber Paralyse der Inspirationsmuskeln. (c) Verhandl. der K. K. Gesellschaft der Aerzte 
Hanover, 1836. zu Wien, 1842-43; and British and Foreign 


(6) Prarr’s Mittheilungen, 1836, pt. ix. p. 10. Medical Review, vol, xix. p. 370, 1845, 
(d) Above cited, 
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ment, dropping of the spine to one side or other, or forwards, and great 
mobility of the spine; so that, on examinination in various positions of the 
body, alterations appear; when lying down, the deformities disappear, if 
they be not very great. In children who are very stout, and have a large 
head, whose muscles are too weak for the weight of their body, and espe- 
cially of their head, there appears commonly at the time when they should 
begin to walk, incapability of so doing ; and, when sitting, a great dropping 
forwards of the head, by which the spine projects backwards in a large 
curve ; in lying down, this is diminished, but, with carelessness, it becomes 
permanent, and always more considerable. 

1351. The swelling of the fibrous intercartilage has been considered by 
Dexrercu (a) as no rare cause of spinal curvature; it proceeds generally 
from one point to all the vertebre in various degrees, or all may be at 
once attacked. In the former case sometimes severe, sometimes slight 
pain occurs at any one part of the spine, which consequently is deformed. 
This pain has not, however, always a definite and precise place: the 
patient points out the seat of pain in a vague manner, frequently on one 
or other side of the body, frequently at the epigastrium. A curvature 
appears, which, at first, is inconsiderable, and forms a pretty large curve. 
The direction of the inclination is determined by the greater or less 
thickness which one or several fibro-cartilages have obtained at any one 
part of their extent. Hence may arise curvatures backwards, forwards, 
and especially sideways. If a complication exist at the same time, for 
instance, a too short lower limb, a deforming scar, long-continued pain, a 
forcibly-continued position, and so on, they may determine the direction of 
the inclination. This is, at first, slight, indefinite, and even transitory ; it 
subsides, at least partially, in the horizontal posture, in the morning, 
immediately on getting up, and so long as the principal functions, espe- 
cially digestion, are carried on satisfactorily. The curvature extends to 
the neighbouring vertebre, These new curves disappear in the horizontal 
posture, and when the body is supported on the hands, whilst the primi- 
tive curves still exist. Subsequently these successive curvatures become 
permanent, and no longer subside in the experiments just mentioned. 
Sometimes walking and standing are rendered difficult by the curvature ; 
the patient resorts to particular attitudes to keep himself upright, and, in 
a short time, new deformities are observed in the opposite direction, for 
the purpose of restoring the equilibrium of the body. ‘These new curva- 
tures may also subsequently become permanent. ‘The curvatures form, at 
least before they are yet very old, more or less open, but regular arches. 

If the swelling attack the fibrous inter-cartilages all at once, (cases which 
have been noticed by DeLprcn only in lymphatic and weakly persons, ) 
the patient is not capable of standing upright ; he always seeks a resting- 
place, loves repose, is apathetic, but yet restless ; he avoids all exercise 
and all enjoyments of his age; the slightest walking tires him. Generally 
there appear disturbance of the digestive organs, palpitation of the heart, 
and oppression of the chest, which, however, are transitory. The patient 
avoids bending himself in any one direction; and in the most simple, 
and shortest walks, has frequent falls, accompanied with pain, which 
ceases as quickly as it came on, and the seat of which the patient cannot 
accurately determine. If sufficient pressure be made successively on the 
spinous process of each vertebra, violent pain is excited in each, and an 

(a) Orthomorphie, vol. ii, p. 53. 
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epileptic attack, accompanied with convulsive movements of the upper 
and lower limbs. If the examination be made whilst the patient stands, 
epilepsy follows, with the painful sensation produced by pressure. On 
examining the spinal column, it is easily perceived that a greater or less 
mobility exists in almost all the vertebre@, but especially in those in which 
the pressure causes the symptoms mentioned. There still, however, 
appears no permanent deformity ; but if the patient be carefully suspended 
by the head or by thearms, all appearance of deformity subsides, and it is 
clear that all are possible, but none yet exist which may become perma- 
nent. If the ailment continue to permit it, successive and alternate fixed 
curvatures occur, which quickly increase, but always retain their funda- 
mental character, to wit, a greater or less large arch, generally of pretty 
large extent, but regular, and free from all angles. These curvatures very 
readily increase. 

1352. In the curvatures of the spinal column from softening of the 
bones, the spine usually projects backwards where one or several bodies of 
the vertebre have sunk in, and a vertical flattening of the body of a vertebra 
takes place. ‘The bending backwards is frequently connected with a slight 
disposition towards the side. At some distance from the original curva- 
ture, large curves and almost regular arches are formed. In rickets there 
are accompanying swellings of the condyles of the tubular bones, which also 
bend in various parts, disturbance of digestion, distended belly, and so on. In 
osteomolacy, the whole constitution is much affected for a long while before 
the curvature takes place, severe, commonly wandering pains, spreading 
over the breast and belly, frequently fixed in the spine, which increase at 
every movement, even on turning round in bed, precede and accompany 
curvature; febrile symptoms frequently appear; digestion and all the 
functions become more and more affected ; the weakness is always greater, 
and partly on that account, partly on account of the pain at every move- 
ment, the patient keeps one position in bed, which determines the direction 
of the inclination of the spine. In these curvatures the ribs especially, 
and the bones of the pelvis, are decidedly changed in their form and direc- 
tion. 

1353. The prognosis in curvatures of the spine, is directed generally 
according to the age of the subject, the duration, the cause, the degree, 
and complication of the disease. Many curvatures which, as yet, have not 
become permanent, and are connected with general disturbance of the 
health and weakness of the muscles, may, indeed, in rare cases subside, form 
favourable change of the constitution during the period of development, or 
from accidental improvement of the general state of health ; but reliance 
on this self-assistance of nature is always dangerous; for, in most cases, 
experience commonly shows the case getting worse. The younger the 
patient, the slighter the degree of curvature, so much the easier is it of 
cure; in persons advanced in years, and in adults, the progress of the 
disease may be arrested by careful treatment, but no perfect cure is effected. 
If the cause of the curvature be a diseased condition of the bones, the 
prognosis is always more unfavourable than if it were in misproportions of 
the muscles. If inclinations of the spine, in different directions, exist, the 
treatment is more difficult than if there were merely one single inclination. 
In long continued curvatures of the spine, such changes occur in the verte- 
bre that a cure is rendered impossible. It is therefore an important obser- 
vation, in reference to this point, that the curvature remain without 
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increase some two or three years, and still more important, that for an 
equally long time, all the vague symptoms of inexplicable injury of 
functions, which accompany the completion of the deformity, are progres- 
sively and completely stopped (a). In these cases the curvature is connected 
with anchylosis of the vertebre, and the cure is impossible. In order to 
ascertain this, the patient, having stripped, should be laid flat on his belly, 
and rubbed with spirituous remedies on the extended muscles, but with 
relaxing remedies on those which are contracted, and attempts should 
be made to restore the spine gradually to its natural direction. If the 
patient then feel a stretching and stress upon the curved part of the 
spine, and not at the insertion of the muscles, it may be decided that there 
is anchylosis. This condition of the curvature is more surely indicated, if 
previous or continued extension of the spine show no change in the curva- 
ture. On the other side, if changes in the spine be observed on carefully 
lifting the body by the head (1), so that the feet do not support the weight 
of the body, or in extension whilst in the horizontal posture, there is more 
hope of restoration. Anchylosis, however, is not very common, and usually 
only accompanying along continued great degree of curvature, and in 
persons of advanced age. ‘The scoliosis, when it first occurs in adults, 
rarely attains the first degree. The lordosis is most easy, the cyphosis the 
most difficult of cure. 

[(1) This practice of lifting by the/head, to which CuEttius very frequently recurs in 
these diseases, I think very objectionable and dangerous, especially in weakly children, 
who may be entirely free from disease, as the longitudinal ligaments of the spe may be 
insufficient to bear the weight of the lower part of the body. AsTrLEy Cooper, in his 
lectures, was accustomed to inveigh bitterly against the foolish trick of showing children 
the way to London, as it is called, which consists in lifting them up by the chin and 
back of the head. CueExius’s proposal is of the same kind, and equally objection- 
able.—J. F. 8.] 

1354. The treatment of curvature of the spinal column must be 
variously conducted, according to the different cause and nature of the 
deformity, that is, such remedies must be employed as counteract the 
causes in which it originates, and at the same time, or immediately after 
the straight direction must be restored by mechanical apparatus and 
other means operating on the spine. In former times the first indica- 
tion was almost completely neglected ; the treatment was, for the most part, 
purely mechanical, and partly thence, partly from the inadequacy of the 
mechanical apparatus, was imperfect, and in most cases, even hurtful. 
Only in modern times has this treatment become the object of careful 
inquiry, and employed on right principles, according to the difference 
of the causes of curvature. A survey of the various machines and contri- 
vances which have been proposed for the treatment of the spinal curva- 
ture, give proof of this. 

1355. The apparatus which have been proposed for cure of spinal curva- 
ture, act either by pressure or extension, or both together. 

1356. 'To the apparatus, acting by pressure, belong 

First. Hetster’s iron cross (b), which consists of two flat iron rods con- 
nected together in form of aT. On the transverse piece are two rings, by 
which the shoulders can be drawn back; at the extremity of the vertical 
piece descending along the back is a strap, by which it is attached to the 
body. B. Bex (c) has added to this machine a padded neck-band, 


ituti ue ___ (a) Dewrxcu, above cited. 
(b) Institutiones Chirurgicz, pl. viii. f. 13. (c) Lehrbegriff, vol. v. pl. iv. f. 5, 6, 7. 
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connected to the cross by an iron rod, which may be fixed higher or lower, 
in order to keep the head more or less up. 

Second. VAN GESSCHER’S apparatus consists of a stirrup bound around 
the pelvis, on which two rods are attached with screws running upon the 
sides of the spinous processes, and rivetted above to a shoulder-piece, on the 
two ends of which are straps to draw the shoulders back. 

1357. To the apparatus operating by extension, belong, first of all, the 
extending beds and stretching apparatus of Vunev and ScHREGER (a), 
Laronp (6), Saaw (ec), MaisonaBeE (d), BLOMER (e), LANGENBECK (f), 
Devrecu (g), Herne, and others, in which the patient is fastened, by 
means of padded straps applied on the feet and head, above and below toa 
bed or chair, and the extension of the whole body is kept up by sufficiently 
strong springs. In some of these machines it is attempted simultaneously 
to employ pressure, by means of solid pillows thrust beneath the back, or 
as in the stretching apparatus of DELPEcH and LANGENEECK, by elastic 
traces carried around the body from one to the other side of the bed. The 
same object is effected only momentarily, by the so-called neck-swing 
(esearpolette) of Cxisson, in which a broad cloth is applied around the 
patient’s neck, and to its two sides is attached, behind the ears, a bandage 
which is carried through a pulley attached to the cieling, wherewith the 
patient draws himself up as long as he can bear it. 

Here also belongs LE VAcuHER’s machine which consists of stays, laced 
in front, and having a plate attached to its hind part. An iron rod passes 
into a groove upon this plate, which ascends straight up the middle of the 
neck and thence curves over the head to the forehead. In the notch at 
the upper end of this rod is hung an apparatus which is fastened around 
the head and beneath the chin of the patient. PE tua (h) has improved 
this machine by attaching, instead of the head-apparatus, at the end of the 
iron rod which reaches only to the upper part of the neck, a neck-band, by 
which the chin and occiput can be held up. SHELDRAKE altered LE 
VAcHER’s machine ; he took away the stays and fastened the iron rod ona 
plate which descended from the middle of the back and fitted closely to the 
rump-bone. DELAcROIx also altered this machine, making its point of 
support on the pelvis (7). GUERIN (f) has proposed an apparatus for the 
simultaneous extension (extension sigmoide) of the vertebral column in con- 
trary directions of the curvature. 

Hereto also must be referred Darwin’s (1 ) advice, to keep the patient, at the onset of the 
curvature, for a long time in the horizontal posture, and if this be insufficient, to let him 
sit on a particular kind of seat, in which, by a special contrivance, the shoulders can be 
raised and the head supported. Biamer and LaFronv’s stretching-chair (m). 

1358. The apparatus acting by extension and pressure, are— 

First. Scumipt’s apparatus (7), consisting of two semicircles connected 
together, which lie upon the hip-bones and from whence rise up two sheaths 


(a) Versuch eines Streckapparates zum niicht- 
lichen Gebrauche fir Riickgrathsgekriimmte. 
Erlangen, 1810. 4to.; with copper-plates. 

(6) London Medical and Physical Journal, Dec. 
1826, p. 497. 

(c) Above cited. 

(d) Journal Clinique des Difformites, Dec. 1825, 
No. ii. 

(e) Journal yon GrarEFre und von WALTHER, 
vol. ix. pt,iv. Compare Froriepr’s Chirurg. Kup- 
fertafeln, pl. clix. clxxxii. 

(f) Muury, Dissert, de spine distortionibus 
‘et pede equino. Gdtting., 1829. 


(g) Orthomorphie, pl. 40, 41. 
(h) BernsreIn, Systemat. Darstellung des Chi- 
rurgischen Verbandes, p. 259. 
(1) GeRpy, above cited. Chirurg. Kupfertafeln, 
pl. clxix. 
(k) Gazette Médicale, Nov. 1835, p. 732. 
(4) Zoonomia, or the Laws of Organic Life. 
London, 4to. 2 vols. 1794-96. 
(m) Frorirr’s Chirurgische Kupfertafeln, pl. 
exxxiv. clix. clxix. clxxxii. ccxl. ecxlvi. 
(n) Beschreibung einer neuen Maschine zur 
A aorta und Heilung der Buchel. Leipzig, 
796. 8vo. 
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or the reception of two rods, which at their upper part have a semicircular 
sweep outwards for supporting the shoulders, and are movable higher or 
lower. At the upper part of each sheath is a semicircle, to which two rods 
are attached, their upper ends thrown round the half circles, like hooks, 
their lower ends curved round the half circles, encompassing the pelvis 
and ascending within it. These processes, covered with leather, form long 
pads, which are brought close to, or separated from, the rods, by screws. 
Well-fitting stays surround the front of the chest. The apparatus of 
LANGENBECK (a) and von GRAEFE (0) are constructed on the same prin- 
ciples. 

Bee cond. Jor@’s apparatus (ec) consists of a firm and an elastic part ; the 
former is made of linden wood, covered with soft leather; the latter con- 
sists of several springs laid close together and covered, connected at the 
one end with the firm part and at the other end fastened with a buckle. 
In scoliosis the firm part is applied to the concave side of the trunk, below 
it rests upon the hip, and above, juts against the shoulder. The elastic 
half is carried round the other side (for the first degree of scolzosis, JORG 
employs an elastic brace, which is attached to the breeches usually worn, 
before and behind, in the middle by a button, and passes over the shoulder 
of the projecting side, where a pad is placed beneath it.) In eyphosis this 
apparatus is applied with the alteration, that the firm part is always 
applied where the trunk is concave, and the elastic half on the seat of the 
projection. 


A. Portat had already proposed to a certain extent a similar apparatus, consisting of a 
double fork, which is fastened on the sides to a pair of stays, so that the arm above and 
the hip below serve for its application (d). 

The GRAEFEAN apparatus is composed—1. Of a loin-girdle, which by means of a pair 
of semilunar plates rests upon the crests of the hip-bones. The hinder ends of this girdle 
may be introduced into each other, and fastened with a screw. The front ends are 
connected with a buckle. Upon the semilunar plates are studs on both sides, on which 
is fastened a strap, destined to support the belly. All this part of the machine is stuffed 
with hair and covered with leather. 2. Of a breast-girdle, which like the lower one 
consists of two semicircles, connected behind in the same way as is the lower one; and 
in front, in males, fastened together bya strap and buckle ; but in females, segments are 
applied around the breasts. 3. On the loin- and chest-girdle there are, on both sides, two 
rods firmly connected with the former, and with the second by a steel plate. These rods 
form beneath quadrangular sheaths, which terminate in quadrangular capsules, on the out- 
side of each of which is aquadrangular prominence. In the interior of these sheaths is 
an endless screw, which can be raised up or depressed by means of a roller fixed on 
the quadrangular projection. The rest of the sheath above the quadrangular process 
is formed into a cylinder, in which is a spiral spring. Into the upper opening of this 
cylindrical part of the sheath is the rod received, having upon it the support for the 
shoulder, which is properly padded, and so attached to the rod that it can be differently 
placed, according to the different form of the shoulder. For the purpose of connecting 
pressure on the spine with this extending apparatus, cushions are applied, by means of 
screws on the breast or loin-girdle, according to the difference of place to which pressure 
is to be applied. 

I have made the following alterations in this apparatus to render it more simple and 
less costly. A case of iron plate, properly padded, and enclosing the pelvis up to the 
upper spine of the hip-bone, is fastened in front with a broad strap and buckle. On both 
sides of this pelvis case are two buckles, in which two rods connected with each other 
are inserted. At the upper end, these rods are connected with an iron plate, through the 
middle of which a screw passes, quadrangular at its lower end, and at the upper, the 
properly padded supports are attached, which may be placed higher or lower, by means 


(a) Bibliothek fiir die Chirurgie, vol. iii. pt. ii. | nec non disquisitio deformitatum istarum. Berol., 
pl. il. f. 3. 1818. 4to.; with copper-plates. 
(b) Mauscu, G. Dissert. de nové machina (c) Above cited, pl. v. f. 1. 


Graefianad distorsiones spine dorsi ad sanandas (d) Precis de Chirurg. prat., vol.i. Paris, 1761. 
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of a key fitting the quadrangular end of the screw; thus the apparatus acts like 
Graere’s. For the purpose of making graduated pressure I do not employ cushions, 
but elastic bands, (after JozrGx’s plan,) which in cyphosis lie upon the back, and are 
attached to brass studs on both rods; but in scoliosis, to the studs on one rod over the 
projecting side of the trunk, between it and the ascending rod, for the purpose of 
surrounding the whole body, and again is attached to the stud of the first rod. In incli- 
nation in two opposite directions, this yoke may be applied, also in contrary directions. 
If the shoulder-blade particularly project, I carry an elastic band over the more elevated 
shoulder, and fastened behind and before to that going around the body. I allow this 
apparatus to be worn day and night over a close shirt. From its careful employment 
I have derived the happiest results (q@), 

1359. It were superfluous to enter on a special criticism of the several 
apparatus. ‘Those contrivances only which at once effect extension and 
pressure can act efficiently. Of the portable apparatus of this kind, those 
only answer the object which have their point of support on the pelvis, 
and are so constructed that they cause no painful pressure, nor too great 
compression of the chest, and so on. With proper consideration of the 
points still to be mentioned in reference to special treatment, the cure may 
indeed be effected with these apparatus in incipient and slight degrees of 
curvature, and specially in lateral curvature produced by unequal muscular 
activity, as I have so frequently had opportunity to observe in the use of 
my above-described apparatus, which is distinguished from that in which 
pressure is made by the cushions, by the lateral elastic bands. Such 
favourable result is, however, only possible with close and careful attention, 
and when, especially, all the circumstances of the patient are properly 
regulated. When this is not the case, the disease becomes really worse, 
or at least all the time is lost which could have been best employed for 
the cure of the deformity. For all great degrees of curvature, such 
treatment is insufficient ; a continued employment of the extending appa- 
ratus is necessary, the operation of which is not equally certain as that of 
the portable apparatus, and among which that is best, in which, at the 
same time, bands are attached, to operate on the opposite sides of the 
trunk, as, for instance, in the extending apparatus of DELPEcH, LANGEN- 
BECK, and others. 

1360. Such treatment can only in reality be carried on with suitable 
care in special institutions for the purpose ; and this is the reason why of 
late these (orthopedic) institutions have become so very numerous. There 
is, however, a well grounded complaint, that in many of them the entire 
treatment is conducted in a too mechanical manner ; and that by too long 
continued use of the extending apparatus, with constant rest, the greatest 
injury is caused to the whole constitution of the patient; so that, as I 
unfortunately have seen in several cases, with slight or merely transitory 
improvement of the curvature, disorder of the health difficult to be got 
rid of, and even incurable, has been thereby produced. 

Those cases are not to be now considered where the disease of the spine 
is of a completely different kind, and not to be thus treated. 

1361. Devrecs has the great merit, by combining a regular course of 
gymnastics with the use of the extending apparatus, of getting rid of those 
disadvantages which have been properly objected to on account of the above- 
mentioned causes, by the usual employment of the latter, and especially by 
the proper estimation of the operation of such gymnastics, of having opened 
a new and very successful path in the treatment of this deformity. 


(a) Gruser, S.P. G., Dissert. de nova machina hujus morbi descriptio. 1825. 4to.; with cop- 
Cheliusiand ad sanandam gibbositatem, cuiaccedit —_ per-plates, 
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1862. These gymnastics have the especial object of relieving the vertebre 
from each other’s weight for several hours daily ; of supporting the weight 
of the body, without condemning it immediately to rest and its ill conse- 
quences; of exciting the activity of the muscles to sufficient continuance 
and power, so that it may be advantageous to the nourishment of these 
organs, and to the improvement of the whole constitution; to employ 
all the muscles, without exception, in increased exertion, and by means of 
motion, extension, and pressure, employed in all directions, to reach the 
affected parts of the spine. These exercises are to be used daily for two 
or three hours, and then, according to the state of the deformity, the 
necessary extension in the stretching-bed, or some special apparatus is to 
be employed. DeE.reEcu considers swimming as very proper, but other- 
wise he does not use bathing, if no special reason call for its use; neither 
does he employ friction and the like, because by the exercises the muscles 
are acted on far more properly and more powerfully than by those means. 

These exercises, which are undertaken gradually, and extended to all the muscles, 
are, movements upon the swing, exercises and games on the spiral ladder, exercises on 
the knotted rope, games on the loose rope and climbing pole, games on the obliquely- 
stretched rope, on the straight and obliquely-stretched ladder, games on the tight rope 
and flying bridge, the use of a windlas, games with the horizontal pole, and so on. 


The atlas accompanying DeLrecu’s work gives a sufficient representation of these 
different exercises. 


Where no special institution is at hand, apparatus for these exercises must be intro- 
duced into every room, yard, or garden. I have for several years (in my private 
practice) employed such appropriate gymnastic exercises, in connexion with other 
remedies in the treatment of curvatures, with the desired results. 

1368. If the cause of the curvature be in an unequal contraction of the 
muscles, in which ordinarily the left side sinks down, the right shoulder- 
blade projects, and the right shoulder is raised, it must be treated according 
to the general rules laid down. It is usually attempted by rubbing in 
suppling ointments, or oily remedies to relax the contracted muscles of 
the sunken side, and by rubbing opodeldoe, spiritus serpylli c. lig. ammon. 
caust., tinct. canthar., with some volatile additions, to excite the muscles 
of the protruding side to action. For these cases the employment of 
electricity, repeated blisters and the douche upon the side of the extended 
muscles, have been also recommended. In the rubbings, which are to be 
performed night and morning, the patient should be stretched on his 
belly, and they should be continued from half to a whole hour, and 
attempts are, in the mean time, to be made to press the spine into its natural 
direction. These rubbings operate certainly less through the substances 
rubbed in, than from the pressure, kneading, and stretching of the con- 
tracted muscles. If the nervous activity be in these cases diminished, 
the rubbing should be more active; spirituous remedies, and even the 
application of stronger irritating remedies are indicated. In incipient 
scoliosis, if care be taken that the patient carry himself properly, 
that the two halves of the body be equally exerted, that all faulty posture 
in writing and the like be diminished, that he often hang by his hands, 
and keep the horizontal posture in bed, upon a hard mattrass, a perfect 
cure may be effected. Here also well-fitting stays, with whalebone or 
elastic springs, will be of much use, as they properly support the body (1). 
In more considerable curvature, regulated gymnastic exercises, the use 
of a properly constructed portable apparatus, or better, the employment 
of a stretching apparatus, is most suitable. In these cases, the scoliosis 
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does not usually affect the general state of health, and we see that the 
mechanical means are best endured. If the constitution be at the same 
time affected, corresponding remedies and suitable dietetic care must be 
employed. 

' (1) The prejudices which have been very properly made to the stays (a), has no 
reference to this determination of their employment. 


13864. For the quicker cure of curvatures of the spine, depending on 
muscular contraction, GuERIN (6) has proposed the division of the con- 
tracted and shortened muscles, and practised it in several cases. The 
muscles which he cut through were m. cucullaris, rhomboideus, levator 
anguli seapule, sacro-lumbalis, longissimus dorsi, and semi spinales. He 
has performed the division in persons of both sexes, and of different ages : 
the youngest was thirteen, and the oldest twenty-two years of age. All 
the curvatures were in the second and third degrees, with distortion of 
the spine and corresponding humps. In some a single division of the 
shortened muscle was sufficient ; in others a second and third was under- 
taken. In all he obtained, immediately after the operation, a very striking 
degree of straightening of the spinal column; and ina man of twenty-one 
years of age, whose curvature had been subjected to a ten months’ mecha- 
nical treatment, he effected an immediate straightening by cutting 
through the m. longissimus dorsi, and the corresponding m. semt-spinales, 
In other subjects he carried on the treatment by mechanical means with 
decidedly good effect. Although the subcutaneous division of the 
muscles of the back has been undertaken by other persons, I cannot, 
from the practice in question, give so decided judgment of its fitness, as 
the numerous and careful observations upon tenotomy in other curvatures 

“have allowed. 


[In regard to the division of the muscles for the cure of curvature of the spine RoBERT 
Hunter of Glasgow (c) says :——“ In no instance has the operation of itself produced a 
cure; but in all the cases on which I have operated, with one exception, it manifestly 
placed the patient in a more favourable state for the performance of a cure. The opera- 
tion itself appears to me to effect no more than to take off, either in part or whole, the 
power of muscles that are interested in maintaining the curvature, and thus placing the 
spine in a condition to be more easily influenced by mechanical and physiological causes. 
The cases which have been treated by me have all been of long standing, none less than 
seven years, and some ten, sixteen, and twenty years, and all with considerable torsion 
and gibbosity, as well as lateral curvature. * * * In some instances the section of the 
muscles was instantaneously followed by an obvious improvement in the state and 
appearance of the back ; in other instances I could discover no change whatever. 

“TI perform,” says R. HunTEr, “the subcutaneous section of the dorsal muscles at four 
different places of the back. Ist. I weaken the tension of the deepest-seated layer of 
muscles—that formed by the multifidus spine, by dividing the thickest part of that 
muscle, as it lies comparatively superficially upon the dorsum of the sacrum, opposite the 
posterior superior spinous process of the zliwm; 2nd and 3rd, I remove the tension of 
the middle layer of spinal muscles, that formed by the longissimus dorst and sacro- 
lumbalis, by cutting these muscles across, sometimes in the lumbar region, and some- 
times in the costal region, according to the circumstances of the case; but more 
frequently in the lumbar region, near the origin of these muscles ; 4th, to destroy the 
tension of the flat and more superficial muscles, I divide these muscles by a longitudinal 
incision, close to the spinous processes of the vertebre, at the place where the tension of 
the muscles appears to be the greatest. In one instance I cut through, with considerable 
affect, the latissimus dorsi at the side of the chest, and consequently at some distance 
from the spine. The muscle crossed the contracted and concave side of the trunk, and 
appeared to be accessory in huddling in the ribs of that side. When the patient 

(a) SopmmeEnrtine, S. T., Ueber die Schadlichkert (c) On the Section of the Muscles in Spinal 
der Schnurbruste. Berlin, 1793. Curvature ; in London Medical Gazette, vol. xxxii. 


(b) Gazette Médicale de Paris. 1840. No. 1842. 
14, 15. j 
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attempted to elongate that side, a cord, as thick as the little finger, was seen stretching. 
from the crest of the ilixm to the scapula; as soon as this rigid cord of muscle was cut 
through, the ribs became less huddled together, and that side could be elongated to a 
much greater degree, and the spine materially affected. The cutting of the dorsal 
muscle is only the first, though au important step in the treatment of spinal deformities. 
The means that are afterwards employed in conducting such cases to a successful issue, 
are both mechanical and physiological. The first consists in the application of pressure, 
made in various ways, and by various means, to assist in the gradual return of the 
parts to their natural places; and the second, without which the first would be useless 
and unavailing, consists in infusing power into the muscles which have become weak or 
dormant from disease, by simply calling these muscles frequently, and in various com- 
binations, into action.” (p. - : 

In reference to the division of “ certain muscles of the back, on the contracted state of 
which it was alleged the distortion depended,’ Syme observes, “nothing could be 
more erroneous than this view of the case, since the muscles throughout its production 
and existence are entirely passive. They, from the first, do not draw the spine away, 
but allow it to bend, their fault being weakness, and not undue contraction, so that those 
requiring to be connected are seated on the convexity of the curve, instead of its con- 
cavity, and it is needless to add, could not be strengthened by division of their sub- 
stance.” (p. 271.) ; 

I have not had any experience upon the subject, but am rather disposed to agree in 
opinion with Symz.—J. F. 8.] 

1365. In curvatures dependent on great muscular weakness, internal 
tonic remedies must be employed, as bark, acorn coffee, and the like; a 
strengthening succulent diet, the use of generous wines, chalybeate mineral 
- waters, rubbing in volatile, aromatic, and spirituous remedies, steel, salt, 
or aromatic bathing, river bathing, and so on. In these cases the gym- 
nastic exercises are especially effective, and, by their proper arrangement, 
the injuries are more certainly prevented, which otherwise are necessarily 
produced by rest and inactivity of the muscles, accompanied with the 
use of the stretching apparatus. In children who begin to walk, it is 
usually sufficient to rub the back and lower limbs with spirituous remedies, 
to prevent sitting, and to let them sleep upon a hard mattrass. 

In the high shoulder attempts must be made to relax and continually depress the too 
violently acting muscles, by proper rubbing, proper carriage and exercise, for 
which purpose the one-sided breeches brace, recommended by Jona, is most suitable. 
In high back, if there be at the same time a bowing forwards of the head, the machine 
recommended by SHaw (a), is best, by which the muscles of the nape are put in 
greater activity, and drawing back the head is effected. 

1366. If the curvature of the spine depend on softening and thickening 
of the fibrous inter-cartilage, the readiness with which, by extension, the 
direction of the spine can be changed, renders it in the highest degree 
proper. If, by pressure, movement between the several vertebre can be 
brought about, there is no need of making any attempt at extension, nor 
of employing any other means which act forcibly on the vertebre. ‘The 
altered joints must first acquire more firmness. If, at the same time, there 
be pain, which, although not symptomatic of inflammation, leads to the 
belief of a passive gorging of the blood-vessels, a condition which by 
neglect passes on to inflammation and suppuration, leeches and cupping 
are to be first employed, though not to excess; afterwards rubbing 
in volatile camphor liniment, blisters, issues, cold douche bath, 
warm douche bath of salt water, of water containing sulphuretted hydro- 
gen, even moxas, especially on the principal seat of the deformity. The 
patient should observe a quiet posture on the back, and afterwards 
cautiously use the easiest gymnastic exercises; for instance, the motions 

(a) Engravings, pl. vii. f. i., and described in his Essay on Distortions, already quoted. 
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with the barrow and rope. The patient’s powers must be supported 
by a nutritious diet and proper medicines. 

If the nature of this ailment be ascertained only by the horizontal 
posture, or by careful attempts at extension, if no other pain exist than 
that caused by careful extension, if it be not increased by pressure on 
the painful spot, and if it decrease by resting quietly on the back, the 
gymnastic exercises may be at once begun, with caution; then followed 
by the employment of extension; and lastly, the lateral bandages (a) 
may be also employed. 

1367. In curvature of the spine depending on rickets, the treatment 
must be especially directed towards the improvement of digestion and 
chylification, by tonic remedies and strengthening diet; aromatic and 
spirituous rubbings, strengthening baths, lying in the open air upona 
sand-bank, warmed by the sun, are to be employed; horizontal posture 
upon a hard mattrass, and subsequently, gymnastic exercises and the 
extending apparatus are to be carefully made use of. The treatment is 
similar in osteomalacy; bark with phosphoric acid is here especially 
efficient, as I have repeatedly observed. The very severe pain often 
occurring in these cases, must not lead to the application of leeches, 
and so on. Besides proper position, and support of the body in general, 
nothing further can be done in these cases against the curvature. 

1368. If the curvature be connected with rheumatism, a correspondent 
treatment must be employed; and the complication having been got rid 
of, the treatment of the curvature must be thought about. Palsy of one 
or several muscles often occurs from rheumatism ; in such cases, moxas, 
douche baths, purgatives long continued, and the like, are very efficient. 

Curvatures of the spine, from contraction of one side of the chest, after the cure of an 
empyema, or abscess in the lungs, are incurable, and every attempt at their treatment 
inadmissible and dangerous. Curvatures from shortening of one of the lower limbs, 


may, in many instances, be prevented by a peculiar shoe and the like, by which the 
proper length of the limb is attained. 


IIl].—Or CurVATURES OF THE LIMBS. 


| The several portions of the lower limbs are occasionally and variously 
curved and contracted upon each other, either as original imperfect deve- 
lopments, or resulting at any period of life from different causes, which 
may be either inflammatory, or from paralytic affection of one set of 
muscles, whilst their antagonists still possess their contractile power, and, 
being unopposed, draw together more or less completely those portions of 
the limb to which they are attached. The fixedness of the limbs from 
either of these causes must not be confused with that depending on anchylosis, 
already considered (par. 224*) (4) in which, after more or less complete 
destruction of their cartilages, the joint-ends of the bones are fixed in any 
position they may have acquired, during the progress of the disease, by a 
fibrous or bony union. The cases now to be considered depend entirely 
upon the condition of the muscles, their tendons, and tendinous sheaths, 
whilst the joints themselves have their structure entirely changed, or but 
very little altered ; and in such only can surgical treatment be of any 
avail, 


(a) Dreuprcn, Orthomorphie, vol. il. p. 238. (6) Vol. i. p. 241. 
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1.—OF CURVATURES OF THE LOWER LIMBS. 


Curvatures of the lower, are more frequent than those of the upper 
limbs, although the bony and muscular fabric of the former are much 
more strong and powerful, partly because the weight of the body resting 
upon them more readily produces curvature, under the existence of favour- 
ing circumstances; and partly because in most cases, in incipient and even 
in advanced curvature, walking produces an injurious effect upon the 
lower limbs. Of the several joints of the lower extremity, curvature is 
least frequent at the hip, and most common, and indeed not infrequent, at 
the ankle, at which also it is most generally an original malformation. 


A.—OF CURVATURES OF THE HIP. 


Curvature or contraction of the thigh upon the belly (Scelocampsis, 
Lat.; Angezogensein des Oberschenkels an den Unterletb) may originate 
in the continued action of the flexing muscles of the thigh, whilst their 
antagonists are palsied from any cause, or from sympathetic affection of 
the former muscles, with disease of the vertebre, which is sometimes con- 
sequent on metastasis, or from inflammation in the m. psoas. 

The treatment of these cases consists in relaxing the contracted muscles 


. by suppling applications, and in exciting the inactive or palsied muscles 


to action by the use of irritating remedies; and if these fail, the division 
of the flexing muscles, to wit, the m. pectineus and sartorius has been 
proposed and performed by SrroMEYER (a), but which, as far as I] am 
aware, although successful, has not been repeated by any one else. 


In a case of metastatic inflammation of the spine following measles, in a child of ten 
years, in which the thigh, at first drawn close up to the belly, by yielding of the lumbar 
muscles after the use of tartarized antimonial ointment, blisters, and rubbing in mercurial 
ointment, could be drawn down to aright angle, SrRoMEYER divided the m. pectineus and 
sartorius with success. The division was made in the following manner :—One assistant 
fixed the pelvis, whilst another stretched the contracted thigh, which raised the m. pec- 
tineus so that the finger could be passed behind it from its outer side, an inch and a half 
below its origin. A strong phimosis-knife was then introduced upon the finger through 
the upper half of the muscle, dividing it, and penetrating the skin. He then cut through 
one half of its breadth beneath the skin, and afterwards divided the second inner and 
under half; and only a few drops of blood followed the four little punctures made in 
the operation. The m. sartorius was divided, by adducting the knee so as to make the 
muscle prominent; and having raised it with the thumb and finger of the left hand, he 
thrust a phimosis-knife through, about two and a half inches below its origin, and 
divided the muscle beneath the skin, the ends of which separated rather more than half 
an inch. The leg immediately straightened without the least difficulty, and having 
been kept on an extending apparatus for a fortnight, was allowed to get up, and in the 
course of three months walked about well. (pp. 119, 20.) 


B.—OF CURVATURES OF THE KNEE. 


_ Curvature of the knee may be either congenital or acquired, and de- 
pending on imperfect development of the muscles, tendons, and fascie, or 
on their shortening consequent on inflammation, either of the structures 
themselves or of the cellular tissue around or in the neighbourhood of the 
joint, or simply from inaction. This condition is to be distinguished from 
the curvature which almost invariably accompanies anchylosis following 
ulceration of the joint-cartilages, and which has been already considered. 


(a) Above cited. 
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One knee may curve or bend inwards, producing the deformity called 
In-knee ( Genu valgum, Lat.; Ziegenbein, Schemmelbein, Germ.; Genou 
en dedans, Fr.) or Knock-knees, when both knees are in like manner affected. 
It is characterized by a projection inwards of the inner condyle of the 
thigh-bone, with a less or great divergence of the leg and foot outwards, 
so that in standing the feet are far apart from each other, and the thigh- 
bones, overhanging the inside of the heads of the shin-bones, are, together 
with the weight of the body, supported mainly by the internal lateral 
ligaments of the knee-joints. The knees also, instead of being against 
the same imaginary plane, are placed one behind the other. When this 
deformity is great, walking is very awkwardly performed, as it is neces- 
sary, in bringing the leg forwards, to abduct it considerably, to avoid 
striking the knees together; and in consequence of the oblique direction 
of the leg, the inner ankle also bends inwards and the person treads upon 
the inside of the foot. 

This is a very common ailment in labouring persons who carry very 
heavy weights, but is generally worst in those accustomed to wheel heavy 
barrows. It, however, is by no means unfrequent in young people who 
grow quickly, but is often recovered from, as their bodily strength im- 
proves, unless occupied with hard labour. 

Little can be done for this distortion, which I have in one or two persons 
known to incapacitate from following any laborious employment, besides 
supporting bandages and cold douche baths. Although irons are recom- 
mended, I have not seen much benefit from them. 

The knee may also be curved outwards (Genu varum, Lat.; Sabelbein, 
Germ ;) this is, however, rare, and must not be confused with the so- 
called bow leg, which depends principally on outward curving of the 
shin-bone, and to which the slight outward bend of the knee is only 
consequent. 

The knee is, however, most commonly bent forwards, ( Contractura Genu, 
Lat.; Vorwdrtsbeugung des Kniees, Germ.,) and this may occur from 
original shortening of the bending muscles of the leg, or of the fascia 
covering the thigh, an account of which last was first published by Fro- 
RIEP (a), who found, in a corpse, that although the flexing muscles were 
cut through yet the knee could not be straightened. Very frequently the 
knee is bent at a later period of life, and the most common causes are rheu- 
matic inflammation of the tendinous structures about the joint independent 
of disease of its interior, or scrofulous inflammation running on to suppu- 
ration, around or even in the joint itself. Palsy of the extending muscles 
may also give rise to this kind of bending of the knee. 

The treatment of these cases consists in rubbing and in the application 
of extending apparatus and the use of passive motion, from patiently per- 
sisting with which for a long period, considerable benefit and occasional 
cure results ; but in those cases which cannot be managed, it has been 
recommended to divide the hamstrings, an operation, I believe, first prac- 
tised by Micuartuis (6), who had performed it three times previous to 
October, 1810, and it has since been occasionally performed with varied 
success. ‘The operation is performed, either by division of the hamstring 
tendons at once, or by partial and repeated cuts till they are completely 
divided, using at the same time an extending apparatus as the patient 


(a) Chirurg. Kupfert, No. 346. Kinschneidung ; in HureLanp and Humpy’s 
(6) Ueber die Schwaichung der Lehnen durch Journ. der prak, Heilk., vol. vi. joule 
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can bear it. Objections, however, have been made to the operation, that 
in consequence of the often long-continued bent position of the leg, the ~ 
joint surfaces in the knee are so much altered in form that they cannot 
retain their reacquired natural position, and consequently dislocation of 
the shin-bone backwards occurs (1). The operation is performed by pass- 
ing a phimosis-knife between the hamstring and the bone, or between it 
and the skin, taking care to avoid the peroneal artery and posterior tibial 
nerve (2). 

(1) Fercusson, of King’s College, informs me, that in two or three instances he has 
seen dislocation at the knee occur after division of the hamstrings for contracted knee, 
and has been obliged to amputate the limb. 

(2) STANLEY (a) operated on a case of contracted knees two years after paraplegia 
consequent on sleeping in a damp bed. “Each knee-joint was immovably fixed in the 
state of extreme flexion; the ham-strings were contracted and rigid; and the cellular 
tissue around them had become indurated, and firmly agglutinated to the tendons, 
whereby their outline could not be distinctly traced. * * * To avoid all risk of 
injuring the popliteal or peroneal nerve, he deemed it prudent to divide the rigid ham- 
strings, and the surrounding indurated cellular tissue, by small subcutaneous incisions 
many times repeated in both limbs, applying after each operation the apparatus for 
extending the knee-joint.” By this proceeding, after many months, the joints slowly 
straightened, and became movable; but, the action of the ankle-joints being impeded by 
the rigidity of the AcHILLES’ tendons, STANLEY divided these, and afterwards the 
extensor tendon of each great toe, as it was rigid, and kept the toes constantly raised. 
Warm baths and friction were employed for suppling the limbs, and, at the end of 
‘ eighteen months, the case was perfectly cured.—J. F. S.] 


C.—OF CURVATURES OF THE FEET. 


1369. The feet may be curved in various ways; thus, they may be 
turned inwards (Vari) or outwards, (Valgi,) or the sole of the foot and 
the heel may be inclined so backwards and upwards, that the entire sole 
shall have the same direction as the leg, or the foot may be so drawn 
forwards and upwards towards the shin-bone, that the point of the 
heel alone touches the ground. The first kind of curvature is called 
Club-foot ; the second, Splay-foot ; the third, Horse-foot ; and the fourth, 
Heel or Hook-foot (Pied-bot caleairen of SCOUTETTEN. ) 

Duvat (6) includes the various curvatures of the foot under the general name 
strephopodie, and distinguishes varus as strephendopodie, valgus as strephexopodie, horse- 
foot as strephocatopodie, its highest degree as sitrephypopodie, and heel-foot as stre- 
phanopodie. 


a.—OF CLUB-FOOT. 
(Varus, Lat.; Klumpfuss, Knollfuss, Germ.; Pied-bot, Fr.) 
SHELDRAKE, THomas, Observations on the Causes of Distortions of the Legs of 
Children. London, 1794. 
Iprp., A Practical Treatise on the Club-foot. London, 1798. 


Brickner, A., Ueber die Natur, Ursachen und Behandlung der einwirts gekriimmten 
Fiisse. Gotha, 1796. 8vo. 


Naumpure, J. S., Abhandlung von der Beinkriimmung. Leipzig, 1796. 8vo. 

WANTZEL, J. M,, Dissert. de talipedibus variis. Tubing, 1798. 

Scarpa, A., Memoria Chirurgica sui Piedi torti congeniti dei Fanciulli, e sulla 
Maniera di corregere questa Deformita. Pavia, 1817. Third Edition. 8vo. 

Jére, Ueber Klumpfiisse und eine leichte und zweckmissige Heilung derselben. 
Leipzig und Marburg, 1806. 4to.; with copper-plates. 


(a) London Medical Gazette, vol. xxxv. p.98. 1844. 
(b) Revue Médicale, 1818, Dee. 
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Devrecu, Considérations sur la difformité appelée Pied-bots ; in Clinique Chirurgicale 
de Montpellier, p. 147. 

HeEtp, CHARLEs, Dissertation sur le Pied-bot. Strasbourg, 1836. 

Lirrir, W. J., Symbole ad talipedem varum cognoscendum. Berlin, 1837. 

Isrp., A Treatise on the Nature of Club-foot, and analogous Distortions, including 
their treatment, both with and without surgical operations; illustrated by a series of 
cases, and numerous practical instructions. London and Leipzig, 1839. 8vo., 

STROMEYER, L., above cited. 

ScoureTTEN, H., Mémoire sur la Cure radicale des Pied-bots. Paris, 1838; with 
plates. 

Bouvier, Mémoire sur la Section du Tendon d’AcHILLE, dans le traitement des Pied- 
bots. Paris, 1838. 


DIEFFENBACH, above cited, p, 73. 

BonneET, above cited. 

PHILLIPS, above cited. 

Dvvat, V., Traité pratique du Pied-bot. Paris, 1839. 


1370. Club-foot is that deformity in which the foot is so twisted on its 
long axis, that its inner edge is raised, the outer turned downwards, and 
the sole of the foot with its back brought more or less vertical. The toes 
are strongly bent, the back of the foot more convex, the sole more 
concave, and the heel raised, and inclined inwards, so that it does not 
touch the ground. The whole foot is unnaturally turned inwards. 
Upon the back (instep) of the foot, a considerable prominence is formed 
by the head of the astragalus ; the AcHiLLEs’ tendon is much stretched. 
Walking is more or less interfered with ; the patient cannot tread upon the 
sole of his foot, but only on the middle of its outer edge, and, often only 
on the outer part of the back of the foot, where commonly a large cal- 
losity or mucous bag is enlarged or newly formed. ‘he patient is never 
able to bend his foot by muscular power ; but, in making the attempt, 
he rather adducts the foot already inclined inwards. 

1371. Club-foot has various degrees. When slight, the curved foot 
may be brought back to its natural position, and the prominence on 
its back then disappears; but the foot again treads in its unnatural posture 
when walking is attempted. In the higher degrees, the foot can never 
be at once brought to its natural position, and often can scarcely be 
moved in that direction. In these motions of the foot, the fibres of the 
m. gastrocnem and tibialis anticus, and the plantar aponeurosis, which 
are always more or less stretched, oppose the straightening of the foot. 

1372. This malformation, which has been noticed as hereditary, is 
either congenital, or occurs subsequently. In the former case, which is 
the most common, the club-foot arises as consequence of arrested develop- 
ment; of a continuing, excessive activity of the bending muscles of the 
foot, as has been often observed in a three months’ fetus ; or as conse- 
quence of peculiar position of the foot during pregnancy, and therewith 
also deficient innervation depending on diseased activity of the brain, and 
nervous system. After birth club-foot may be developed by wounds, by 
palsy of muscles, by spasm or neuralgia, and if the foot have been kept a 
Jong while in a particular posture by an ulcer, or any other painful cir- 
cumstance, by which shortening of certain muscles is produced. The 
disturbed antagonism of muscles (contraction of those attached to the sole, 
and to the inner edge, extension of those to the outer edge, and back of 
the foot) is the special cause of this malformation ; all the changes which 
therewith occur in the ligaments and bones are merely secondary symptoms. 
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The shortened muscles are m. tibialis anticus, and posticus, gastroenemtt, 
soleus, and plantaris, the plantar fascia, m. flexor longus digitorum pedis, 
abductor pollicis, transversalis pedis, flecor brevis minimi digiti, flexor 
longus, and brevis pollicis. The lengthened muscles are m. peroneus 
longus, tertius, brevis, extensor longus and brevis digitorum pedis, ab- 
ductor minimi digiti. All the ligaments on the plantar surface, and on 
the inside of the foot, are shortened, as, on the contrary, those on its back 
and outer edge are lengthened. The tarsal bones are herewith, according 
to the degree of curving, more or less removed from their mutual contact, 
without entirely leaving the sockets or hollows, in which they had been 
received. The navicular, the cuboid, the heel-bone, and astragalus, 
especially change their position, and are twisted on their small axis. If 
club-foot exist long, the bones are fixed in their unnatural position, and 
more or less changed in their form. 


Opinions as to the cause of club-foot are very various. The notions of Pars 
and others, who held it to be the consequence of long sitting during pregnancy, with 
the legs twisted over each other, or from pressure of the feet in washing and carrying 
children, are merely to be mentioned. DUVERNEY (a) fixed the cause of these 
curvatures in the muscles, and derived it from the unequal stretching of them and of the 
ligaments. Scarpa, as well as Briicuner and Naumpers, believed that vicious twisting 
of the foot first exists, and thereby is caused an approximation of the points of insertion 
of some muscles, and the distancing of others from their fixed points ; consequently, a 
shortening of the former, and an elongation of the latter. WaAnTZEL considers club-foot 
as great adduction, accompanied with violent extension, whence necessarily are the 
corresponding consequences; and Jore holds it as a continued adduction, become 
habitual to the foot. Dexpscu (5) has of late withdrawn his previous opinion that the 
cause of club-foot is in the form of the bones, because the muscles do not oppose a 
contrary direction of the foot, which is especially distinct in those cases where the 
shortening is accompanied with atrophy, and with a sortof palsy. He considers the 
congenital, or accidental shortening of the muscles, as the peculiar cause of club-foot 
and, at the same time, has pointed out the retraction of the plantar fascia. RUDOLPHI, 
who has several times seen this deformity in the fetus of from three to four months, 
derives it from arrest of the nervous influence, contrary to the opinion put forth by 
Camprr and Guisson, that the club-foot arose from vicious position of the child in the 
womb, by which the foot was pressed on, and its development prevented; an opinion 
in which CRUVELHIER (c) has participated, and MarTin (d) has sought to ground in 
pressure of the womb from deficiency of the waters. ScourTETTEN holds the following as 
the causes of congenital and postgenital club-foot. 1. Unequal division of power 
between the extending and flexing muscles ; 2. Vicious condition of the joint surfaces 
of the tarsal bones; 3. Vicious position of the fetus in the womb; 4. Compression of 
the flexible joints by contraction of the womb; 5. Convulsions of the child in the 
womb; 6. Convulsions in early childhood; 7. Chronic inflammation of the muscles of 
the leg; 8. Vicious innervation, dependent on disease of the brain, or spinal marrow, 
without previous convulsions ; 9. Contraction of the plantar fascia ; 10. Contraction 
of the muscles, without discernible cause. DuvaL (e) assumes as causes of congenital 
clnb-foot, (as well as of the other curvatures,) vicious position of the foot in the womb, 
and disturbance of the functions of the brain and spinal marrow. Consecutive or acci- 
dental curvatures he derives from wounds, fractures, dislocations, bad holding of the 
foot, from inflammation, abscess, and soon. With all these causes, unequal activity of 
the muscles exists. Bxasrus (f) puts forth the congenital club-foot alone as the true 
one; in it the above-described symptoms are found. That occurring after birth, which 
usually is not so great, and is produced by wounds, ulceration, palsy of the muscles, 
dyscrasy, and neuralgy, is a natural extension of the foot, caused by too violent contrac- 
tion of the muscles of the calf, in which the turning around the long axis of the limb 
follows only secondarily from walking. This he calls the seeming club-foot. 

Club-foot is, according to Lrrrix, easily distinguishable from that deformity of the 


(a) Traité des Maladies des Os, vol. ii. c. 3. 


(b) Orthomorpie, p. 117. (d) Bulletin de l’Academie de Medecine de 
(c) Anatomie Pathologique du Corps Humain. Paris. 15 Nov., 1836. 
Paris, 1828-30. Ihb., liv. ii. (e) Revue Medicale, Nov., 1838. 


(f) Klinische Zeitschrift fiir Chirurgie und Augenheilkunde. pt. i. p. 60. 
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tarsus which is caused by rickets. The participation of the parents in the disease, the 
usual complication which accompanies rickets ; above all, the curvature of the bones of 
the limbs, serve as sufficient diagnostic marks. The pathognomonic signs, retraction of 
the heel, stretching of the tendons of the muscles of the calf and the adductors, concavity 
of the sole of the foot, and the curvature of the inner edge of the foot are wanting. 

On anatomical examination the bones appear in varus to be brought out of their 
position, without prejudice to their natural firmness, from muscular activity, and the 
weight of the body; in false varus, which arises from rickets, the bones are not only 
brought out of position by the weight of the body, but also compressed and misformed, 
in consequence of their softening. 

[The following interesting case of club-foot was under my care some years ago, in 
which the cause was at first very doubtful, and led to several operations; but subse- 
quently I think there could be little doubt that it was hysterical. 

CasE.—S. P., aged seventeen years, a stout, healthy girl, was admitted 

April 9, 1837. She has been irregular for several months, and has had three fits, but 
of what kind cannot be ascertained. About a month ago she went to bed seemingly 
quite well, and with perfect use of her limbs; but, when she awoke in the morning, her 
right foot was immovably fixed, with the sole turned upwards and inwards, so that 
when put to the ground, the limb rested on the whole length of the outer margin of the 
foot. This was accompanied with great pain along the course of the m. peronet. 

At the present time the foot is firmly fixed at right angle with the leg, and the sole 
faces directly inwards, the m. tibialis anticus is in strong action, and its tendon raising the 
skin in front of the ankle-joint. No other tendon or muscle is unnatural. Any attempt 
to restore the proper position of the foot causes great pain in the course of the contracted 
muscle. 

In the course of the two following months, a moxa was thrice applied on the calf of 
the leg, with the hope of stimulating the antagonist muscles to action, but without 
benefit. 

May 18. She was attacked with pain on the inner edge of the calf of the leg, followed 
by a little swelling, as if the m. gastrocnemit were in action at that point, and accompanied 
with slight tenderness. These subsided in the course of a few days, and her condition 
otherwise remained unchanged. 

June 15. A stream of cold water was ordered to be poured on her leg, from a height 
of five or six feet, for a quarter of an hour every morning. This was persisted in for 
three weeks, occasionally followed by pain; but then given up, as there was an erysi- 
pelatous blush about the ankle, which, however, soon subsided. 

July 10. A moxa was put in opposite the origin of the sciatic nerve. 

July 14. Complains of pain on the outer side of the calf, but more severe than before 
and accompanied with swelling of the muscle; these have been coming on for the last 
three days, and the swelling is about the size of half a walnut, tender, but not firm 
though very distinct. 

On the following day she was electrified in the whole length of the m. peronei, and 
from them across to the m. tibialis anticus. This was continued daily for a short time 
and she fancied she could move her great toe a little. 

July 21. One or two electric shocks were also passed through the region of the womb, 
in hope to excite it to action ; but, after repetition for two or three days, was given up 
as it produced great pain in the pelvis, without other effect. 

Aug. 9. The electric shocks having blistered the front of her leg, sparks were ordered 
to be taken daily instead. About a fortnight or three weeks after, the anterior tibial 
muscle certainly had yielded, and she was able to get the sole of the foot flatter upon 
the ground, and walk a little better. This, however, lasted only a fortnight, and the foot 
then gradually reverted to its old position, if not worse. The electricity was therefore 
given up, and nothing more was done till 

Oct. 21, when the tendon of the m. tibialis anticus was divided two inches above the 
ankle-joint, with a phimosis-knife, and snapped with a sharp report. Motion was imme- 
diately restored, and the sole could be placed on the ground, but returned to its old 
position when left alone, and she then suffered great pain in the instep, and up the front 
of the leg, which continued for three hours. It therefore was necessary to preserve the 
natural position, by applying a foot-board to the sole, on the sides of which the branches 
of a stirrup were attached, and from its crown a rod, with a screw for adjusting its 
length, was carried upon the front of the leg, and fixed bya circular bandage below the 
knee. This apparatus did not answer the purpose, and therefore, on the following day, 
I put Boynr’s splint on the outside of the limb with a foot piece. This was continued 
for more than a week, but every day the foot was found returned to its old posture, and 
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for the greater part of the time the pain in the leg continued. At the end of the week 
a back-splint was put behind the length of the limb, and the top of the long splint 
fastened to it, to prevent it turning forward, in which position it had been daily found. 
This at first seemed to do very well, but it failed, though carefully attended to in the 
same way for a fortnight. rf 

Nov. 15. Still nearly as great inversion of the foot as at first, but it could be restored 
to its proper place by the hand as easily as at first, and when let go again became 
distorted. The peroneal muscles do not seem to have the least power. Flexion of the 
foot upon the leg is much restricted, and it seems probable that the AcHILLEs’ tendon 
will require division. ' 

Wishing to try whether any advantage would be attained by her attempting to walk, 
an apparatus was applied on the outside of the leg, consisting of an iron rod, jointed-at 
the ankle and keee, and extending half up the thigh, with some straps round the leg 
and thigh, and a foot-piece at right angle with its lower end, upon which the sole of the 
foot was firmly bound with a roller. She was directed to move about with this, and 
upon crutches. The sole bears well on the ground, but the great toe turns inwards, and 
she has pain along the back of the leg. This plan was persevered in for ten days, the 
bandages being adjusted as was found necessary. 

Nov. 25. On consultation with Dr. Lirrix he thought the m. tibialis posticus was at 
fault, and I therefore divided it with a phimosis-knife, from behind forwards—to wit, 
entering the knife between the tibial and long flexor muscles of the toes, about three 
inches above the ankle, and carrying the point down to the bone, cutting with it inwards. 
The inversion immediately subsided, and the foot recovered its natural position; a slip 
of plaster and a narrow roller were applied, but nothing more done. 

In the evening she had pain along the inside of the shin-bone, which increased during 
the night, and subsided on the following morning, but came on again towards evening 
with severe burning, and a sensation of stretching along the front of the leg, but which 
entirely subsided next day. 

Nov. 29. On visiting her this morning, the foot was again found a little turned in the 
old direction, which she herself had noticed when she first woke this morning. She 
complains of “a shrinking pain along the inside of the leg, very different from the 
stretching which she first felt on the night of the 26th; but which has now entirely 
ceased,’ The foot can be restored to its natural position without the least difficulty, 
but, when left alone, has still the disposition to turn in. The jointed iron rod and foot- 
piece were therefore reapplied, and answered well, 

From this recurrence of the distortion, and the continued absence of the menstrual 
discharge, accompanied with headache and pain in the loins, it became questionable 
whether it might not really be an hysterical affection, of which indeed there had been a 
suspicion when she was first admitted. It was therefore determined that she should 
take mist. ferri. comp. 3jss. ter die, which was continued till 

Dec. 16 without any benefit. It was therefore left off, and five grains of ergot of 
rye three times a day, with a warm foot-bath every night, were ordered. Two days 
after, the headache and pains in the loin were much relieved, and had ceased entirely on 

Dec. 23; but no change or improvement has occurred as to the menses, or the inver- 
sion. The medicine was suspended for three weeks. 

Jan. 28, 1838. The ergot resumed for a week. 

Feb. 7. The ergot again. Ordered for the same period. 

Feb, 24. No alteration. The foot continues turned in, but there is no disposition of 
elevation of the heel. It was therefore determined to excite the action of the m. peronet 
by blistering along their whole length. 

March 3. A second blister has been applied, but there is no improvement; indeed, 
the heel is more elevated. A third blister was then put on, and the stirrup readjusted 
to the foot and leg. On the following day the menstrual discharge appeared sparingly, 
the first time for thirteen months, and continued only a couple of days. 

_ March 31. She took a dose of the ergot, and next day the menses appeared, and con- 
tinued for three days; but no recovery of the foot followed, and she left the house in 

April, with the sole still turned inwards and upwards. 

I saw nothing of her for several months, till I accidentally met her; and, observing 
she was walking well with the sole of the foot to the ground, which she informed me 
had recovered itself, without any further treatment, a month or two after she had left 
the house, and that she was menstruating regularly. 

From this account, I was led to believe that the contraction of the muscles, which 


had successively occurred, was hysterical, and that the operations I had performed 
were superfluous. 
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Varus sometimes occurs as consequence of palsy of the muscles of the leg during 
teething. I operated, in 1839, on a case of this kind ina girl, between eleven and twelve 
years old, in which the foot first dangled from the ankle; but, as she grew up, and began 
to walk, inversion commenced, and, when I first saw her, whilst standing upright, the 
foot rested on the whole dorsum pedis, except the great metatarsal bone, which faced 
outwards ; the tuberosity of the heel-bone was raised about an inch from the ground, and 
its under surface faced inwards ; before this bone nearly the whole sole faced directly 
upwards. When lifted from the ground, the foot nearly recovered the natural position ; 
but there was still a little disposition to inversion, and the weight of the front of the foot 
pointed the toes. When the knee was straight, the foot could not be flexed at all on 
the leg; but, when the knee was much bent, the sole could be almost entirely applied to 
the ground. The gastrocnemial muscles were little developed, and the muscles generally 
did not control the foot. The AcHILLEs’ tendon was divided, and extension made ; 
after five weeks, a steel rod, jointed at the angle and knee, and attached to a boot, 
was put on, soon after which she got up, and, in rather more than seven weeks, began 
to walk with the sole flat on the ground, with the assistance of: a stick, which, in the 
following week, she threw aside of her own accord, and walked slowly without assist- 
ance. She would probably have improved more quickly, but that a slough formed on the 
skin of the tuberosity of the heel, in consequence of the foot-piece of the first-applied 
apparatus having pressed unduly. At the end of six months she walked very well, and 
the treatment had perfectly succeeded. 

Shortly after, I had another case of the same kind in both feet of a child, three years 
old, in which the same proceeding was adopted with success, as the child walked upon 
the soles tolerably at the end of six months, whilst wearing boots with jointed steel leg- 
rods. But he could not do without these, as the paralytic muscles had not recovered, 
although galvanism had been employed.—J. F. S. 


1373. As to the prognosis of this ailment, all depends on its degree 
and complication. If there be simply disproportion between the muscles, 
if the twisted bones have neither their form changed, nor are fixed in their 
unnatural position by anchylosis, a favourable issue may be hoped for ; 
and the more if the patient be young, far distant from manhood, have no 
accompanying dyscrasic disease, and the nutrition of the curved foot have 
not suffered much. ‘he time in which the cure of this ailment may 
occur, is not determinable, and depends upon the mode of its treatment, 
in addition to its degree and duration. In adults who have walked long 
on their crooked feet, in which the bones are anchylosed, or considerably 
changed in form, their complete cure is impossible. 

1374. The treatment of club-foot consists in the restoration of the 
natural antagonism of the muscles, and of the straight direction of the 
foot, which is effected either by lengthening the shortened muscles by 
means of gradual extension and mechanical contrivance, or by cutting 
through the tendons of the shortened muscles, and subsequently straighten- 
ing the foot by mechanical means. The first (mechanical) mode of treat- 
ment is always tedious and difficult, especially in a greater degree and longer 
duration of club-foot, in which case frequently it is of no service. It is 
indicated in slighter degrees of club-foot, when the foot can, without 
much trouble, be brought straight, and a constant careful oversight of 
the patient is possible. The division of the tendons is in all cases the 
most fitting, when the first mode of treatment has been without benefit, or 
where the greater degree and duration of the curvature has led to the 
expectation of its being baffled, or, from external circumstances, a speedy 
termination of the cure is required. 

1375. The treatment, by gradually lengthening the shortened muscles, 
is divided into the periods of rightly directing, of steadying the foot, and 
of walking. | 

In order to bring the foot gradually into the straight direction, it is 
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recommended to use a warm bath, in which twice daily, the foot is to be 
immersed up to the knee, for about half an hour, and during this time 
attempts made to bring the foot into its natural position, holding it with 
one hand, so that the thumb lies upon the back, the forefinger on the inner 
edge, and the other fingers upon the sole of the foot, and with the other 
hand placed round the heel, by which the foot, and especially the heel, is 
turned outwards, the front of the foot raised, and its hind part depressed. 
These manipulations must be carried on slowly, and for some time. When 
the foot has been taken out of the bath, and properly dried, lard or 
goose-fat is to be rubbed on the inner and hinder part of the leg, and on 
the inner and plantar surface of the foot, and any spiritous fluid should be 
rubbed on the fore and outer part of the leg and foot. For the purpose of 
keeping the foot drawn towards its natural direction, a triangular piece of 
cloth is used, folded to the breadth of two fingers, and about three- 
quarters of an ell long; it should be placed beneath the calf, carried 
around both ankles, from without inwards, over the back, and over the 
middle of the inner edge of the foot, under the sole outwards, and, by 
proper drawing, it bends the foot outwards. ‘This turn being repeated, 
the tip of the cloth is carried from the outer, obliquely upwards towards — 
the upper edge of the foot, and both then connected by a packer’s knot 
upon the back of the foot, are carried around the ankle, and tied together 
(BrtcuNeEr’s bandage.) This cloth must be applied once or twice a 
day ; but, as it nevertheless is easily displaced, strips of sticking plaster 
may be applied on the same plan, much more efficiently, for the purpose of 
bringing the foot into place (a). 

In children born with club-foot, we are restricted for the first two or three months, 
on account of the delicacy of their skin, to frequent daily manipulation, by which it 
must be attempted to bring the foot gradually to its place ; and subsequently the mode of 
treatment proposed is to be employed. Success is frequent in these cases, on account 
of the slight degree of the evil and the yieldingness of all the parts. A club-footed 
patient who has already walked, must from the very onset of the cure be carefully 
restricted therefrom. 

Scarpa has recommended a peculiar spring for gradually bending the foot outwards ; 
it is applied on the outside of the foot, and fastened with two straps. Repeated expe- 
may has decided me on giving up this practice, and giving preference to the sticking 

aster. 
mn [As far as I have had opportunity of observing, little real benefit is derived beyond 
straightening the foot, whatever bandage or apparatus be used, before the child can be 
put on his feet, and the weight of his body counteract the unnatural contraction, or 
disposition to contract, of the gastrocnemial muscles. I therefore rarely do more than, 
as CHELIus recommends, fix the foot with sticking plaster, and, perhaps, put on a light 
tin shoe, with a back, to render the bandage more firm, but with little expectation of 
flexing the foot.—J. F. 8.] 

1376. When the foot has been so far managed, that it can be brought 
with the hand to its proper place, it is best retained there by the so-called 
Scarpa’s second machine (1), which is applied over the stocking and 
worn day and night. The patient may then be permitted, gradually and 
upon even ground, to stand and walk. After some time, when the foot 
retains of itself its natural position, the apparatus may be left off during 
the day, but still worn at night. It is best to let the patient wear a 
ee boot, which should lace to the toes and have a thin steel plate at its 

ack. 


(1) Scarpva’s machine consists of a shoe, the front of which is made of a thin padded 
shoe sole, and the back part of a steel plate (a parabolic spring) which encloses the 


(a) Gress. Salzb., Medic.-Chirur, Zeitung, 1814. vol. iv. p. 75. 
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whole heel. On the inner part of this parabolic spring is a padded strap, which is 
drawn over the back of the foot and fastened to a stud on its outside. A horizontal 
spring is continued from the outside of the parabolic one to the tip of the foot, around 
which it is fastened by a padded strap. At the hind end of this spring is a strap 
fastened to a stud on the inside of the parabolic one; and from the outside of the latter 
a moderately curved spring, with its concave surface towards the leg, ascends up to the 
region of the knee, and is connected with the parabolic spring by a rivet in form of 
a JT. ‘Two padded straps serve for fastening it to the leg above the ankle and below 
the knee, which, by means of pieces of tin and screws, can be variously attached to the 
vertical spring. Scarpa’s machine is similar to that proposed by DELPEcH (a). To 
it must be given merited praise and preference above all others (6) (2). 

Besides those mentioned, a number of machines and apparatus have been proposed, 
of which mention can only be made. Hrppocrates’ laced boot; the apparatus of Pars, 
Hiipanus, and Haar; the machines of VENEL BRUNNINGHAUSEN (c), of AUTENRIETH, 
of Biomer (d), of DrELacrorx, and others. 

[(2) Scarpa’s shoe is a very good instrument when the varus is not great, but it will 
effect no benefit in a bad case; nor will any other; and division of the tendon, or 
tendons, will be requisite to produce a cure. I may mention, that where I have seen it 
used, the child walks on his heels, and in spite of the spring, the gait is that which is so 
well known as resulting from what is called pigeon toe.—J. F.S. | 


1377. The subcutaneous division of the tendons for the more speedy 
restoration of the position of the foot especially applies to the AcHILLEs’ 
tendon, the tendon of the m. tibialis anticus, and the plantar fascia. The 
ACHILLES’ tendon generally offers the greatest hindrance to the proper 
direction of the foot ; its division alone is in many cases sufficient, or only 
in the after-treatment is the necessity for the division of the other tendons 
declared ; often, however, on first examination the necessity for the simul- 
taneous division of both is shown by the great stretching which the other 
tendons present. Besides those mentioned, I have, even in the most 
severe degree of club-foot, never found it necessary to divide any other, 
although the division of the tendons of the m. tibialis posticus and of the 
m. flexor longus pollicis have been considered necessary and performed 
by others; and SrromeEyeER, who has frequently cut through the tendon 
of the m. tibialis posticus, himself admits that from the result of his 
observations on the division of this tendon no decisive influence upon the 
restoration of the form and function of club-foot is to be ascribed to it. 

1378. The division of the AcuILLEs’ tendon is performed most simply 
and effectually in the following manner. The patient is laid upon his 
belly, the leg held by one assistant and the foot pressed in its natural 
direction by another, so that the AcHILLEs’ tendon may be tightly strained 
and very prominent; the thumb and forefinger of the left hand are then 
to be placed on both sides of the tendon to fix it and the skin covering 
it, and then a narrow slightly convex and pointed bistoury (1), held flat, is 
to be thrust in at the inner side of the tendon and directly behind it, about 
two inches above the heel, beneath the skin, without penetrating it on the 
outer side, and then the edge of the knife being turned towards the ten- 
don, cuts it through (whilst the flat of the thumb of the left hand placed 
upon the tendon presses it against the edge) with one or more strokes, 
without injuring the skin. At the moment of the complete division of 
the tendon a crack is heard, the two ends of the tendon separate more or 
less widely asunder, and the foot inclines in the same proportion to its 
natural position. As soon as the knife is withdrawn slight pressure 


(a) Above cited, pl. v. vi. vii. Orthomorphie, (c) Ricurer’s Chirurg. Bibliothek, vol. xv. p. 
pl. xlii. DOG. pital 23: 

(b) MerInHAvSEN; in Gott. gel. Anzeig., 1799, (d) B. Bruns, Dissert. de talipede varo. Berol., 
p. 713; 1807, p. 2049; 1801, p. 1821. 1827. 
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should be made with the thumb against the little wound, to squeeze out the 
blood and to prevent the entrance of air; the wound is to be covered 
with some strips of sticking plaster and wadding, which are fastened with | 
some turns of a lightly-applied roller. The patient is then to be carried 
to bed, and the foot placed in a suitable position. 


TuILenius (a), Micnaxr cis (6), and Sartorius (c) cut through the tendon simul- 
taneously with the skin. Dxxprcu thrust the blade of a bistoury behind the ACHILLES’ 
tendon, so that on both sides a skin wound is produced about an inch long; a convex 
knife is then introduced, with the edge of which towards the tendon he divides it 
transversely, without wounding the skin above it. Srromeyer thrusts in a narrow 
curved fistula-knife about two inches above the heel, behind the AcHILLES’ tendon, and 
out at the other side, and cuts through it in withdrawing the knife. Stoss makes 
with a narrow double-edged bistoury, which he thrusts in flat behind the ACHILLEs’ 
tendon, a wound two and a half inches wide, without perforating the skin on the other 
side, draws the bistoury back, and introducing a button-ended one, slightly curved, and 
cutting on to a slight extent, with which he divides the tendon. Bouvrer (d) makes a 
slight puncture in the skin with the point of a lancet a few lines before the tendon, 
where it is thinnest and strongest, and introduces through this puncture a straight 
narrow button-ended tenotome between the skin and tendon, and cuts through from 
before backwards. GusRIN brings his narrow tenotome, slightly rounded in front, 
through a previously made small skin-wound beneath the tendon. ScoUTETTEN 
stretches the skin with the fingers of the left hand, at the same time drawing it some- 
what inwards, and thrusts in the tenotome at the inner side of the tendon, carrying it 
from behind forwards and from within outwards, without penetrating the skin on the 
opposite side; he now depresses the handle, draws the knife backwards and forwards, 
and the tendon is divided. Dierrenpaca and others practise in the above-mentioned 
way. 
[(1) I never use any other than a common phimosis-knife, which I pass flat before the 
tendon, till I can feel its point against, but without penetrating the skin on the outside of 
the leg; then turn the edge to the tendon, which being made tense by an assistant, 
and pressed against the knife with the left thumb, I cut through with the end of the 
knife as I withdraw it.—J. F. 8. ] 


1379. When after from three to five days the little wound has closed, 
the return of the foot to its natural position is to be set about witha 
machine, which gradually effects the necessary apparent change of posi- 
tion. Sroiss’ apparatus best answers this purpose. The return of the 
foot to its natural place ensues more quickly or more slowly according to 
the degree and duration of the curvature; all violence must be avoided, 
and by the gradual reinforced degree of extending the foot and proper 
soft pads, all painful pressure and excoriation are to be avoided. When 
the foot is brought to its natural position, ScarPa’s apparatus may be 
applied and the patient allowed to walk. The movements of the foot are 
at first uncertain and stiff, but they improve by exercise, and in similar 
proportion does the atrophic condition of the muscles diminish, to which 
end rubbing at the same time with spirits may somewhat contribute. 


DeELPEcn’s apparatus (e), SrRomEYER’s ( f), SCOUTETTEN’S (g), and Paux1’s (/) are also 
used for this purpose. Pauxi, when after two or three days the little wound is healed, 
surrounds the foot with a mould of plaster of Paris, which he makes in a sort of 
jointed wooden boot and leaves to harden. If the proper position of the foot cannot be 
at once effected, he renews it frequently (1). 

In uot very great curvature, the foot often at once, after the division of the ACHILLES’ 
tendon, can be restored to its natural position, and in these cases the extending machine 
may be at once applied. In most cases, however, this is impossible, or pain, inflam- 


(a) Medicinische und chirurgische Bemerkungen. Frankf., 1789. p. 339. 


(6) Ueber die Schivachung der Sehne durch (d) Bulletin de l’ Académie de Médecine de Paris, 
Einschneidung, als einem Mittel bei manchen December, 1436. 
Gliederverunstaltungen ;_ in Hurenann’s and (e) Above cited, pl. ix. 
Himvy’s Journal, vol. vi. Nov. 1831, p. 3. (f) Pl. iii. 

(c) SrrBoip’s Sammlung seltener und auserle- (g) Pl. vi. 


sener chirurgischen Beobachtungen, vol. iii. p. 258. (h) Above cited, fig. 1. 
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mation, and so on, are too easily excited by the extending force ; it is therefore best to 
commence the setting straight first when the little wound has healed, (Srromryer, 
DIEFFENBACH, Stoiss, myself, and others,) (2), and not immediately after the operation 
(THILENtUs, MicHaExis, Sartorius, DELPECH, Bouvier, Paui, Duvat, Buastus.) 

[(1) When I first began to operate on cases of varus, I had not any opportunity of 
either being acquainted with or seeing STROMEYER’s apparatus, which I think is by far 
the best instrument for treating these cases I know of, and I used Boyer’s splint for 
fractured thigh, with the shoe, which I first fastened on the foot, and then having fixed 
it upon the projecting bar, gradually, from day to day, drew down the upper end of the 
splint to the plane of the thigh-bone as the patient could bear it ; for although when the 
shoe was firmly fixed, the length of the splint was so great, that it produced such 
powerful leverage as to overcome every resistance to placing the foot immediately in its 
proper position, yet I was afraid of attempting it at once, on account of the violence 
which would have been needed, and the pain the patient would have suffered; for even 
in the way I used it, the patient suffered considerably from the stress of the shoe-straps, 
and constantly sought to relieve himself, so that almost daily the foot was found more 
or less displaced, however well it had been arranged on the previous day, and therefore 
the progress of the cure retarded. 

I therefore altered my plan, and instead of at once attempting to turn the sole down 
and flex the leg upon the foot, I first endeavoured to get the foot straight with the leg, 
leaving the toe pointed, and the heel raised, or in other words, to convert the club-foot 
into horse-foot, and afterwards gradually to flex the foot on the leg from day to day. 
The first part of the proceeding was effected by BoyeEr’s splint and shoe, with the 
simple alteration of making the foot-bar, upon which the shoe was fixed, round instead 
of square, so that when the bar was entered into its socket, the sole of, the foot was 
readily turned down without making any flexion upon the leg, the socket moving on the 
bar as the toe pointed, which it is always first disposed to do after the division of the 
AcuILies’ tendon. After a few days, when the patient had become accustomed to this 
new position, I began gradually to flex the foot on the leg, by slipping the foot-piece 
into the foot-piece of the stirrup apparatus for fractured knee-cap, the circular bandage 
of which was fixed above the knee, and then gradually shortened the screw rod as the 
patient could bear the stress upon the ball of the great toe, which was considerable. 
This answered the purpose, but it was a very clumsy contrivance, and I soon managed 
to contrive a more simple and efficacious instrument, which consisted of a pair of long 
narrow splints, like Boyrr’s splint, one for the outside, and the other for the inside of 
the leg and thigh, which were connected at bottom by the circular bar on which the foot- 
piece moved, and upon the leg and thigh, by three or four straps and buckles. For 
flexing the foot, a stud was placed on each edge of the foot-piece, near its toe end, upon 
each of which a leather strap fastened, by which the toe end of the foot-piece could be 
drawn up, and the foot flexed on the leg, to such extent as might be wished ; and this 
being determined, the other end of each strap was fastened on a stud in the side of the 
corresponding splint upon the thigh. 

This apparatus I have used very frequently and successfully, and with children it 
serves every purpose required, if the Surgeon be content to restore the straight position 
of the foot first, and afterwards to flex it. ‘The instrument has the advantage of being 
easily made by a common carpenter and smith, and with little expense, even if a new 
one be made for every case treated. I do not presume to put in it competition with 
STROMEYER’s excellent apparatus, which cannot always be obtained when required, is 
expensive, and needs some little practice for its proper employment. It is, however, a 
most capital instrument, and effects at the same time the flattening of the sole and the 
flexion of the foot with little more than a feeling of confinement to the patient, if it be 
properly adjusted. 

(2) I fully agree with those who prefer leaving the limb at rest for a few days after 
dividing the tendon; as the patient then bears the extension with less pain. I first 
began by putting the limb in place at once after the operation, but finding it often 
necessary to slacken the bandages, I gave it up, and pursued the other practice with 
greater satisfaction.—J. F. 8.] 


1380. If there be present with club-foot, considerable bending of the 
toes and great concavity of the sole of the foot, in which case the plantar 
fascia is stretched like a cord in attempting to extend the foot, the divi- 
sion of that fascia is necessary (1). If the foot be strongly drawn inwards, 
and the curving of its outer edge be so considerable that the great toe 
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and the inner edge of the foot are much contracted, then the tendons of 
the m. tibialis anticus and extensor proprius pollicis must be divided. In 
greater bending inwards of the foot, so that it can only with the greatest 
force be moved towards the horizontal axis of the shin-bone, the tendons 
of the m. tibialis posticus and extensor proprius pollicis must be cut 
through. 3 

In dividing the plantar fascia, the heel and toes should be strongly 
drawn asunder by an assistant, by which the fascia is still more stretched 
and projected, the knife is to be introduced, flat, on the inner edge of the 
foot under the fascia, its edge should then be turned and the fascia cut 
through as it is withdrawn, without injuring the skin on the opposite side, 
which I have often done with ease. The tendon of the m. tibialis anticus 
may in this way be divided at the lower end of the shin-bone, where it 
projects very greatly beneath the skin; also the tendon of the m. extensor 
pollicis proprius, to the outer side of which the anterior tibial artery lies, 
and may be easily avoided. The division of the tendon of the m. tibialis 
posticus is made half an inch above the inner ankle; the nail of the left 
forefinger is to be placed over the posterior tibial artery, and the point 
of a curved knife carried to the bone, and forwards upon it, divides the 
tendon (2). A cut three-fourths of an inch long is made more conyeni- 
ently along+the course of the tendon above the inner ankle; the foot is 
then turned outwards, and the exposed tendon divided with the point of a 
knife (StRoMEYER.) ‘The tendon of the m. flexor pollicis longus is cut 
through near the inner edge of foot, where, when violently stretched, it 
projects between those of the m. flexor pollicis brevis and of the m. adductor 
pollicis, beneath the skin, without thrusting the knife out at the other 
side. 

[(1) Shortening of the inner portion of the plantar fascia, producing great diminution 
in the length, with considerable elevation of the inside of the arch of the foot, in which 
case, the great toe generally stands almost upright, instead of resting horizontally on 
the ground, I have seen several times, independent of any disposition to club-foot. I 
have usually cured it without difficulty, by thrusting a phimosis-knife on the inside 
of the foot, opposite the base of the great metatarsal bone, between the skin and fascia, 
and dividing the latter in withdrawing the knife. No apparatus is requisite, but after 
three or four days, when the weight of the body can be borne, the patient is to be 
directed to walk about a little, so that the the newly-formed connecting matter is gradu- 
ally lengthened, and the arch of the foot drops to its natural level; the great toe also at 
the same time recovers its place. 

(2) The division of the tendon of the m. tibialis posticus is the only one which 
requires much anatomical kno wledge or care, on account of the close neighbourhood of 
the posterior tibial artery, which I once divided in performing this operation ona child; 
it bled very smartly for a few minutes, and having enlarged the wound, I attempted to 
take it up, but the ends had retracted so much, that I could not succeed, and therefore 
thought best to bring the edges of the wound together and apply a compress. Union 
took place, and no hemorrhage occurred. I have been told that such accidents are not 
very unfrequent, and that no inconvenience follows ; but there can be no doubt it were 
better avoided.—J. F. S.] 

1381. If the patient be kept quiet, ordinarily no important symptoms 
come on; I have not, at least, observed any in my own practice; and if 
they occur, they would depend rather on the patient’s constitution than 
on the operation itself, if properly conducted. Should inflammation 
ensue, and if it be not dispersed by cold applications, the pus must be 
early evacuated, and by proper treatment the extension of the suppuration 
and exfoliation of the tendon prevented. If unfavourable symptoms 
occur after this operation, and if in some cases of old and very consider- 
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ably curved club-foot the result of this operation be not perfect, or even 
not considerable, and which indeed cannot be previously ensured, yet they 
do not damage the value of this operation. Even in the earliest child- 
hood it may be employed. | 

Buastus supposes that the operation, when applied to true club-foot, that is, to severe 
eases, where it alone can be preferred, effects little or nothing; that it rather only 
applies to spurious club-foot, and especially to slight cases. Club-foot is a complication 
of anomalies: and that the inversion is the most important point; but the operation is 
directed against only one anomaly, and not at once against the most important. Many 
groups of muscles participate in the vicious position; the operation is only directed 
against the muscles of the calf,—at most against the m. tibialis anticus or some one 
of the others. Atrophy of the leg is always present, and against it can the operation 
be of no use. This opinion is contradicted by what has been already said, and by the 
experience both of others and myself. Against Buasrus’s opinion of the propriety of 
amputation in such states of club-foot, compare STROMEYER (a). 


b.—OF SPLAY-FOOT. 
(Valgus, Lat.; Plattfuss, Germ.; Pied-plat, Fr.) 
BucHETMANN, Inaug. Abh. iiber die Plattfuss. Erlangen, 1830; with plates. 
NEVERMANN, Ueber den Plattfuss und seine Heilung; with a plate; in Hamburger 
Zeitschrift, vol. iv. part ii. 1837. ‘ 
STROMEYER, above cited, p. 99. 
DIEFFENBACH, above cited, p. 127. 


1382. Splay-foot, the reverse vf club-foot, is a frequently occurring 
deformity, in which there is not any actual twisting, but rather only such 
inclination of the foot outwards that the inner ankle projects very much 
and descends lower than natural, that beneath the outer ankle is a more 
or less deep depression, the natural arching of the back of the foot and 
the cavity of the sole and of the inner edge of the sole are lost, and the 
foot touches the ground at once with the whole sole, and is widest at the 
tarsus. Generally the foot is unusually cold, dusky red or bluish, as if 
frost-bitten, but, however, much disposed to sweat, so that it is always 
moist ; the skin of the sole is soft, and without the usual hardness and 
callosities. In walking, splay-footed persons direct the knee inwards and 
the foot outwards, so that they mostly tread on the inside of the foot. 

i383. The inconveniences in splay-foot are, speedy fatigue in walking, 
swelling of the foot around the ankles, and soreness of the soles of the 
feet, on which account persons so affected are not fit for military service 
in the infantry. From the continual straining of the feet, even chronic 
inflammation of the ligaments and synovial membranes arises, by which 
not merely pain but also serous exudation among the tarsal bones takes 
place. This requires rest, by which the transition to caries is prevented 
(StROMEYER.) It is remarkable that affections of all kinds arising on the 
feet or legs of splay-footed persons, especially inflammations and ulcers, are 
always remarkably stubborn. 

Splay-foot must be distinguished from Broad-foot, which is simply an 
enlargement of the natural form of the foot dependent on the extension 
of the lateral ligaments, attached to the metatarsal bones, caused by their 
frequent use (0). 

(a) Casprer’s Wochenschrift, 1836. Nos. 34,35. 


(6) The Circular to the Prussian military physi- foot, in reference to the examination of recruits; in 
cians, showing the difference of Broad and Splay- Rusv’s Magazin, vol. v. p. 1. 
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1384. Splay-foot is either congenital, and shows itself in different degrees 
directly after birth, as I have several times noticed, in which there is 
unyieldingness of the m. peronei, especially of the m. peroneus longus, and 
the ailment is certainly caused by the position of the child in the womb ; 
or it is developed later, rarely in the female sex and in children under 
ten years. There is probably a congenital disposition in the position of 
the tarsal bones, or atony of the plantar fascia and tarsal ligaments, 
where first, at a subsequent period, and from straining in standing, 
walking, and so on, splay-foot is developed, and the heel-bone is so twisted 
inwards that its outer surface inclines more upwards, and the inner more 
downwards at the same time. The position of the other tarsal bones 
and their joints is little changed; the head of the astragalus and cuboid 
bone often project rather more inwards. In many families, especially 
among Jews, splay-foot is hereditary. Continual standing, especially with 
bare feet upon the damp ground, and much work influence its develop- 
ment. In the higher classes splay-foot very rarely occurs. 


As to the causes of splay-foot, which have, however, only recently been attentively 
noticed, opinions are different. According to Liston (a) the ailment arises from a thicken- 
ing (exostosis) of the distal end of the first metatarsal-bone, in consequence of blows, rheu- 
matism, gout, and scrofula, in opposition to which Frori=p (6) correctly observes, that this 
is only an accidental complication of splay-foot. RoGNETTA (c ) holds congenital splay-foot 
consequent on deficient development of the heel-bone, and the acquired, as consequence of 
relaxation of the ligaments of the tarsal bones. THUuNE (d) lays the cause in a twisting 
round of the heel-bone, so that its outer surface is turned upwards, and its inner one 
somewhat inwards. The firm connexion between the heel-bone and astragalus by their 
unyielding ligamentous apparatus, causes a similar change in the position of the astra- 
galus. If deformity be added, it is accompanied with subluxation between the articular 
surfaces of the head of the astragulus and the navicular bone, in which case the tuber- 
osity of the latter sinks lower than the front part of the head of the former, which is 
itself sunken. The ligaments, especially the dorsal ligaments, between the astragalus 
and navicular bone, but still more, the plantar ligaments, and most of all, those between 
the two bones are very much stretched. The front fibres of the deltoid ligament, and 
ligamentum fibulare tali anticum, are also considerably stretched, as the shin-bone 
rests only on the hindermost part of the upper joint-surface of the astragalus, and 
thereby the navicular bone is removed more forwards and the splint bone more out- 
wards from the navicular bone. SrRoMEYER places the cause of splay-foot in atony of the 
plantar fascia and of the tarsal ligaments. As these yield to pressure, the foot loses its 
arch, and contrariwise inclines outwards, because the action of the tibial muscles and of 
those of the calf, which properly press the outer edge of the foot and the ball of the great 
toe against the ground, in less strength of the ankle-joint, urge the shin-bone inward, 
which at the same time is accompanied with a driving forwards of the same bone. Atony 
of the leg is not to be considered as one of the causes in splay-foot ; for in some degree 
of bad cases all the muscles are in such stretched condition that it cannot be ascribed to 
atony. : 

THUNE (e) distinguishes primitive and secondary valgus. The former is already 
fully developed at birth, and accompanied with a stretching of the muscles on the fore 
and outer part of the leg, which increases and becomes painful if it be attempted to put 
the foot straight ; but the foot itself is not deformed. Secondary valgus occurs long after 
birth, after the patient has been accustomed to walk, and is constantly accompanied with 
a change in the form of the foot. Tune has endeavoured to ground this distinction on 
the different appearances in the one or other form. In secondary valgus the axis of the 
foot is on its outer edge, concave externally. The inner ankle and the navicular bone 
form a projection, which, in walking, always more nearly approaches the sole, so that 
the valgus is in thée'highest degree talipes; the heel and the outer edge of the foot are 
away from the ground ; the AcHILLEs’ tendon lies concealed behind the fold of skin, and 
is felt removed somewhat to the outer side; the heel is drawn upwards; the outer 
malleolus lies concealed in the ankle-joint ; the leg, in consequence of wasting, is equally 


’ (a) Lancet, March, 1835. 
(6) Chirurg. Kupfert. pl. 339. (d) NEVERMANN, above cited. 
(c) Archives générales de Médecine, 1834. (e) NevERMANN, above cited. 
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thick below and above, so that the knee appears as if deformed; the back of the foot 
(instep) is very much arched; and walking is performed generally not with bended 
knees. In splay-foot the axis of the foot is not changed, the ankle is very prominent, is 
lower than usual, and touches the ground ; the whole sole of the foot touches the earth ; 
below the outer ankle a cavity is formed, the depth of which depends on the degree of 
the deformity ; the heel cannot be drawn up; the outer ankle is distinctly felt; the 
muscles of the calf are not greatly wasted; the back of the foot is not properly arched, 
but has at the tarsus an unnatural flattening and breadth; walking is generally per- 
formed with the knees bent. This distinction, however, depends on no actual difference, 
but is only consequent on simultaneous contraction of the muscles, that is, those of the 
calf, and on shortening of the AcaILuEs’ tendon ; therefore, in such cases, the division of 
that tendon may be sufficient (a). 


1385. In slighter degrees of splay-foot, and in young persons, the foot 
may be rubbed twice a-day with spirituous fluids, then wrapped up in a 
bandage, moistened with spirits of wine ; cold baths are to be taken from 
time to time, or a laced leather stocking worn, which equally encloses the 
foot and leg, and a shoe, with a strong tin plate, which is convex from 
behind forwards to the metatarsal bones. According to DuruyTREN, a 
shoe, with a flexible elastic sole, and raised in height from half to three- 
quarters of an inch ; according to RoGNETTA, a raised shoe, together with 
swathing the foot in a bandage moistened with camphorated spirit, which 
is to be looked to and tightened twice a-day ; according to SrroMEYER, 
a boot, in the middle of which a piece of leather is fastened, confining the 
middle of the foot from below, upwards, and from within, outwards, then 
runs pointed, and is fastened by a slit in the upper leather at the outside 
of the foot, toa buckle. In weakly persons an internal strengthening 
treatment is at the same time proper. In old persons, and in a high degree 
of splay-foot, exutories are to be kept long to the sole of the foot, blisters 
upon its inner edge and on one part of the sole, and suppuration kept up 
by acrid ointment, for the protection of the foot-swathing, and a laced boot 
(STROMEYER. ) 


LisTon recommends a plaster of mercury and iodine to the swelling of the front end 
of the first metatarsal bone, and if this be insufficient, the head of the bone is to be 
removed with cutting forceps. 

If the splay-foot be great and dependent on diseased contraction of the muscles, against 
which mechanical assistance is fruitless, HELD (5) proposes dividing the m. peronei and 
indeed the tendons of the longus and medius. The peronet contained in a common 
sheath are most prominent from four to six lines above the outer ankle ; a double-edged 
bistoury is to be introduced flat beneath them from behind forwards, and the edge turned 
against them. The tendon of the m. peroneus medius has here still some muscular 
fibres. The tendons of these muscles are enclosed in proper sheaths from four to six 
lines under or before the ankle, but they lie so close together that they can be divided 
at the same time, as the knife is introduced between them and the heel-bone, from 
above downwards, and somewhat from before, backwards. ‘The tendons cf the m. 
peroneus medius may be divided also four or five lines from the base of the fifth meta- 
tarsal bone. 

| In the cases of splay-foot which I have seen, the cause of the mischief appears to have 
been principally in the inner plantar, or calecaneo-navicular ligament; and it is gene- 
rally accompanied with tenderness in this neighbourhood. I have usually directed 
repeated leeching till all tenderness had subsided, and perfect rest; but the relief has 
only been temporary.—J. F. S.] 


(a) STROMEYER’s case, above cited, p. 95. (b) Above cited, p. 63. 


PeEL sours 


c.—OF HORSE-FOOT. 
(Pes equinus, Lat.; Pferdefuss, Spitzfuss, Germ.; Pied équin, Fr.) 
Jorc, Ueber die Verkrummungen, p. 77. 
ZIMMERMAN, Der Klumpfuss und Pferdefuss. Leipzig, 1830. 
DIEFFENBACH, BonneET, and PHILLtps, above cited. 


1386. Horse-foot is that malformation in which the whole splay-foot has 
one and the same direction with the leg; the heel is considerably drawn 
up, so that in walking the patient only treads with his toes, and especially 
with the ball of the great toe. The Acuriuzs’ tendon is very tense, 
the foot at the same time so arched that the convexity of the back 
and the concavity of the sole are increased. In the greatest degree so 
complete a turning about of the foot may be produced, that the tip of 
the foot is turned backwards, and the patient walks entirely on the 
instep (a). 

1387. The cause of this ailment lies in an unnatural contraction of the 
muscles of the calf; subsequently also the m. plantaris and plantar fascia, 
the m. tibialis posticus and peroneus longus shorten, and the curvature is 
increased. In a very high degree of this ailment the joint surfaces of the 
astragalus are so far pushed forward, that they are nearly out of contact 
with the shin-bone, which rests almost entirely upon the back part of the 
heel-bone; however, it is frequently observed that in long continued and 
severe horse-foot, the tarsal joints are not particularly changed, but that 
there is a considerable removal of the front ends of the metatarsal bones 
from their connexion with the toes, inasmuch as they bear the chief 
weight in walking, in consequence of the toes being so much turned 
upwards. 

Horse-foot is congenital or acquired ; the latter is most common, because, 
if at the time when the AcHILLEs’ tendon is shortened the ankle-joint have 
not yet attained sufficient firmness, partly from the deficient development 
of the ligaments, partly from that of the ankles, and especially of the inner, 
club-foot is quickly produced by the simultaneous shortening of the m. 
tibialis anticus and posticus. Some inclination of the foot inwards is, 
however, frequently observed in horse-foot. Diseased change in the tarsal 
bones may also give rise to similar displacement. 

1388. In reference to the causes, all that has been said in general, and 
on club-foot, applies here (1). 

The treatment consists in the employment of baths, relaxing rubbings 
of the contracted muscles of the calf and their tendons, in manipulations, 
for the purpose of bringing down the heel and raising the front of the foot, 
which position must be maintained by the apparatus of Jore (6), Srro- 
MEYER, Srorss, and others. In a great degree and long continuance of 
horse-foot, no perfect cure is effected by this treatment, even though it 
be long persisted in; and the only division of the AcHrILLEs’ tendon and 
_the subsequent application of proper apparatus, as in club-foot, in a short 
time can restore the straight position of the foot. If the back of the foot 
(instep) be very much arched and the plantar fascia stretched like a cord, 
its division is mostly necessary. SrromMEYER also cut through, in some 
cases, the tendons of the m. flexor longus and extensor pollicis, on account 
of a permanent improper position of the ereat toe. 


(a) Stouz, Mémoire sur une variété particuliére ences de Basklim, Strasbourg, 1826, vol. iii. p. 
du Pied-bot ; in the Journal de la Société des Sci- 458. 


(b) Above cited, pl. vi. 


HOOK-FOOT. 189 


Jora’s apparatus consists of a shoe like that of Scarpra’s for club-foot; on the 
outer side of which an iron rod ascends to the knee and is fastened round the leg with 
a strap. At the lower part of this rod is a spring furnished with a stop-wheel, to which 
an iron rod is attached, which runs forwards along the foot. <A strap carried round the 
front of the foot is affixed to the end of this rod, by which the foot is always drawn up (2). 

[(1) Among the causes which produce permanent contraction of the gastrocnemial 
muscles and consequent horse-foot, may be enumerated ulceration, of which I had a good 
case in 1837, in a strumous girl, whose heel was raised four inches from the ground, the 
muscles being much shrunk in the calf, and the scar of the skin closely connected with 
them. The motions of both knee and ankle being perfectly free when the knee was 
bent, I divided the Acu1LLEs’ tendon, and she was cured completely. 

I had also, in the same year, a case of horse-foot under my care, which followed a 
palsy of the left arm and leg during teething, first at ten months, and next at two years 
of age, from which, however, when three years old, the patient had recovered so far as 
to walk about with the aid of a stick or crutch; and when about sixteen, he was able 
sometimes to walk even without a stick. Towards the end of the following year the 
heel began to leave the ground, and slowly rose still higher till he was twenty years 
old, when it was at least four inches from the ground, and had so continued when I saw 
him a twelvemonth after, (Sept. 1837,) the tarsus and metatarsus being then on the 
same plane as the front of the leg, and the foot resting only on the ball of the great toe. 
The foot was livid and pappy, and when lifted off the ground, dangled at the ankle- 
joint, both flexor and extensor muscles appearing to be paralysed. Although, under 
these circumstances, relief from division of the ACHILLES’ tendon seemed to be very 
doubtful, I thought it worth while performing the operation, so that the sole might be 
brought to the ground, and then that attempts might be made to excite the muscles on 
the front of the leg to action. The tendon was therefore divided in the usual manner 
on Sept. 30, which brought the sole again flat, and its position was preserved by the 
stirrup and rod attached to a circular knee-strap, and the foot was gradually more 
flexed by shortening the rod as he could bear it. After wearing this apparatus six 
weeks, the foot, on its removal, was found still to drop, but not to the same extent. 
He was directed to try to move about on crutches, and to throw some of the weight of 
his body upon it; but the attempt produced severe pain in the muscles of the inside of 
the leg, which lasted a few hours, and then subsided. On the following day the 
muscles in the anterior tibial region were electrified for about a quarter of an hour. 
The foot however still dropping, the stirrup was reapplied ; and five days after he was 
able to bear upon the foot, wearing the stirrup, without pain. About a month after he 
left the house, the sole of the foot was then flat on the ground, and the foot itself at 
right angle with the leg; but the muscles in the anterior tibial region were. still 
wanting in tone. I have seen him several times since; the operation has succeeded so 
far as recovery of the position of the foot is concerned, but the muscles have not 
regained their power, and he is obliged to walk with a stick or crutches. The result 
of this case, as well also as of those vart already mentioned as following palsy from 
teething, led me in two or three instances to try the effect of dividing the AcHILLEs’ 
tendon where horse-foot was just beginning in children so paralysed, but no benefit 
was gained, 

(2) The apparatus I have described for the treatment of club-foot, (par. 1379, note,) 
or even the fractured patella stirrup, will answer very well for drawing and fixing up 
the foot in a proper position. Indeed, this distortion of the foot is the most easy of 
treatment, and might be managed by a careful person merely with a shoe having tapes or 
straps fixed to its front, and fastened above on either side of a circular bandage above — 
the knee.—J. F. S.] 


d—OF HOOK-FOOT. 
(Talus, Lat.; Hakenfuss,Germ.; Pied-bot calcarien, Fr.) 


1389. Hook or Heel-foot consists in the tip of the foot being directed 
upwards and its back towards the front of the shin-bone, so that the foot 
forms an acute angle with the leg, often even rests on the shin-bone, and 
in stepping, the heel only touches the ground. This deformity is always 
congenital, and manifestly consequent on the position of the fatus in the 
womb. Often immediately after birth, when the foot is very much drawn 
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up, even if, as I have frequently noticed, it lie upon the shin-bone, it may 
be brought, by slight force, into its proper place. The contracted muscles 
are the m. tibialis anticus, extensor proprius pollicis, and frequently the 
m. extensor communis digitorum pedis, the tendons of which form cord-like 
projections beneath the skin when the foot is properly placed. The joint 
connexion between the heel and cuboid bone, and the astragalus and 
navicular bone appear to suffer most; but the cuneiform bones are also 
drawn back and their joint-surfaces separated from each other in the sole 
of the foot. The point of the foot is also at the same time often turned 
outwards if the m. extensor communis act violently. 

1390. In all the cases which I have hitherto seen soon after birth, it 
was easy to bring the foot straight, and by means of a curved splint, 
fastened with a bandage on the front of the leg and back of the foot, 
to keep it so, and in a short time to effect a cure. If the ailment be 
permanent and the contracting muscles opposed, this treatment, or the 
application of a suitable splint, in which case a more considerable atrophy 
of the leg shows itself than in other curvatures, the division of the stretched 
tendons, where they project most considerably under the skin, is more 
certainly efficient. 


[Of this disease in an incipient state, I saw the following example under my late 

colleague TYRRELL, originating in accident and accompanied with severe and constant 
ain. 
4 Case.—E. G., a tall bony spare widow of forty-six years was admitted 

Oct. 24, 1835. A twelve month since she had thrown down a table, the edge of 
which struck her right foot across the heads of the metatarsal bones, and caused 
violent pain and swelling. Leeches and poultices were used without relief of the pain, 
and six weeks after the accident all the toes began to stand upright, which disposition 
increased; and when she left her bed a fortnight after, she was unable to put the whole 
sole to the ground, and could walk only on the heel, as she suffered acute pain along 
the middle of the sole, with pain in the instep, as if a cord were stretched over it, and 
shooting pain up the front of the leg as high as the knee. For the last six months the 
pain has been so severe that she has not been able to put her foot to the ground, but has 
walked on crutches; and once came into the hospital with the purpose of undergoing 
amputation, which however the Surgeon who attended her did not think justifiable. At 
present the foot is fixed at right angle with the leg, and all the toes raised at nearly 
right angles with the instep; all the tendons of the muscles in the tibial region have 
started and are very tight. She has great tenderness on the inside of her sole and heel, 
and across the under surface of the heads of the metatarsal bones, but no pain on the 
outer edge of the sole. There is great pain in the great toe, but not in the others. 
Pressure along the course of the anterior and posterior tibial and outer cutaneous 
nerves, to within a hand’s breadth of the tubercle of the shin-bone, causes great pain 
which shoots up into the knee. 

As it was thought that these symptoms were produced by the injury which the 
branches of the anterior tibial nerve had received at the time of the accident, and that 
she was probably in a condition similar to that of a horse with lame foot, for 
which SEWELL of the Royal London Veterinary College had some years since cut out 
successfully a portion of the nerve going to the foot, by which its sensibility had been 
destroyed, and the foot again rendered fit for work, it was determined to perform a 
similar operation, and accordingly, on 

Nov. 6, acut was made about a hand’s breadth above the ankle joint between the 
m. tibialis anticus and m. extensor proprius pollicis, and the nerve being found and 
carefully separated, an inch of it was removed. She suffered extremely whilst the nerve 
was being disturbed, but after its division the pain ceased, and the instep felt numb. The 
edges of the wound were brought together with plaster. She passed a good night, and 
on the following day was entirely free from pain, except slight pain in the great toe. 
On the third day, the toes had partially dropped towards their natural position, and on 
the following day were still straighter, and the great toe was numb. As there was a 
slight erysipelatous blush about the wound, the dressings were removed and a poultice 
applied. On the fifth day, a smart arterial bleeding, said to be to the amount of twelve 
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ounces, followed the removal of the poultice, but stopped by pressure for ten minutes, 
and afterwards a compress of lint was bound on the wound. A slight oozing, however, 
continued, and on the following evening, bleeding recurred, and a similar quantity of 
blood was lost; it was temporarily restrained by pressure and the wound having been 
cleared of blood, an aneurysm-needle was passed beneath the anterior tibial artery, 
which was then tied with a single ligature. 

Unfortunately after this time my notes fail, and I cannot get any satisfactory informa- 
tion, except that the woman did not undergo any second operation, and that she left 
the house four mouths after still upon crutches, but under what circumstances I cannot 
ascertain.—J. F. 8. ] 


II.—OF CURVATURES OF THE UPPER LIMBS. 


[These curvatures, excepting the fingers, are much less frequent than 
those of the lower limbs. 


A.—OF CURVATURES OF THE SHOULDER. 


These are of very rare occurrence, the weight of the arm constantly pre- 
serving its position close to the side, and antagonising any of the larger 
muscles by the contraction of which, alteration of its ordinary situation 
could be effected. In the contraction of the shoulder the arm is therefore 
pinned to the side, and the treatment consists merely in the application 
of blisters, or other irritating remedies for the purpose of inducing absorp- 
tion of the interstitial deposit originating in rheumatic, or other inflamma- 
tion of the soft parts about the joint; and the cautious use of extending 
apparatus, or passive motion, as the case may be. 


The division of the tendons, as performed by Dierrensace for the replacement of 
along unreduced dislocation at the shoulder-joint, might certainly be applied to cases 
of contracted shoulder, but I should think little advantage could be hoped from it. 


B.—OF CURVATURES OF THE ELBOW. 


Curvatures at this joint, although very commonly resulting from an- 
chylosis, or inflammatory deposit in the-soft parts about the joints, are, in 
rare instances, consequent on contraction of the m. biceps flexor cubiti, 
and m. brachialis anticus. If arising from the former muscle, any attempt 
at extending the arm throws its tendon up, as it passes over the front of the 
elbow-joint, in form of a cord; by which the nature of the ailment is 
distinctly indicated. 

If rubbing and passive motion, and the extending apparatus be unavail- 
ing, it will be necessary to divide the tendon of the m. biceps beneath the 
skin in the same way as the AcurLuEs’ tendon is divided, and afterwards 
to apply either a simple splint on the front of the whole lengthe of te arm, 
and with a bandage to straighten it gradually, as the patient can bear its 
or to make use of the extending apparatus.—s. F. s.] 


C.—OF CURVATURES OF THE HAND. 
1391. Curvatures of the hand are more rare than those of the foot, and 
mostly depend on unnatural activity of the muscles. There is either 
permanent bending of the wrist-joint, with simultaneous pronation or 


supination, or permanent straightening, or the fingers are permanently 
bent. 


——-——__—. 
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‘a—OF PERMANENT BENDING OF THE HAND. 


1392. In permanent Bending, the hand forms with the fore-arm a more 
or less right angle, and is at the same time in a state of increased prona- 
tion and adduction, or of increased supination. In both cases the fingers 
are strongly bent. The bones and ligaments of the carpus are separated 
from each other and outspread behind, but in front (volar surface) are 
contracted, and form a depression. ‘The hand and fore-arm are more or 
less atrophic. 

Lop (a) distinguishes these two kinds of curvature of the hand, Talipomanus 
flecor pronata seu Talipomanus vara and Talipomanus flexor supinata seu Talipo- 
manus valga. All the muscles which bend the whole hand and fingers, and increase the 
concavity of the hand, in the one case, the pronators, and in the other, the supinators, 
are contracted at once. 

1393. This curvature of the hand may be congenital or acquired. As 
to its causes, all that has been said upon club-foot applies. I have noticed 
curvature of the hand as a congenital deformity, once accompanying 
club-foot and once with horse-foot on thesame side. The treatment must 
be conducted entirely according to the rules laid down for club-foot. 

A proper apparatus for straightening the hand is found in Long, fig. 3. 


b.—OF PERMANENT STRAIGHTENING OF THE HAND. 


1394. Permanent Stretching of the Hand, in which its back is re- 
tracted, in a greater or less degree, towards the fore-arm,and is at the 
same time in astate of increased abduction or adduction, occurs rarely ; 
and in reference to its etiology and treatment, all that has been previously 
said applies. 


Lope calls this curvature Talipomanus extensa. All the extending muscles of the 
hand and fingers, as well also sometimes those muscles which flatten the hand, some- 
times the adductors and abductors, are contracted. , 


c—OF PERMANENT BENDING OF THE FINGER. 

DupuyTREN, Retraction permanente des-Doigts ; Lecons Orales de Clinique Chirur- 
gicale, vol. i. pt. 1. p. 117. 

1395. A permanent Bending of one or more Fingers may depend on 
various causes, namely, on diseased changes of the phalanges, on division 
of the tendons or palsy of the extensors, on a contracting scar in the palm, 
on destruction of the tendons and sheaths, or contraction of the bending 
muscles of the hand, and contraction and unyieldingness of the palmar 
fascia. The diagnosis of these various causes is really unattended with 
any difficulty, and depends on the kind of origin, or the perhaps existing 
scar, or the possibility of moving some of the finger-joints, or on violently 
straightening the finger and so on. In this respect the curvature of the 
_ finger is most important, as consequent on contraction of the palmar fascia, 
because, with definite diagnosis, the cure may be more surely effected. 

13896. The curvature consequent on contraction of the palmar fascia 
shows itself especially at the ring-finger, mostly in persons who are subject 
to hard labour, as resulting from inflammatory affection. After violent exer- 
tion of the hand, pain frequently comes on, which, however, soon subsides. 
The fingers are gradually straightened with difficulty, and the ring-finger 


(a) Above cited, 
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hegins to curve into the palm, at the onset only the first joint bends, but 
the others follow its movements. In proportion as the ailment proceeds 
the ring-finger bends still more. At this period no knotty swelling is yet 
felt on the palmar surface of the ring-finger ; its last two joints are 
straight and movable. The first joint is bent at a more or less right 
angle, it is movable in its connexion with the metacarpus, but the greatest 
violence cannot straighten it. If thering-finger be considerably bent, the 
skin in the palm presents a fold in the direction of the concavity, 
towards the ring-finger, and the convexity towards the wrist. If the 
palmar surface of this finger be felt, a stretched cord is found, the point 
of which is directed towards the first joint, and which may be followed to 
the upper part of the palm. If the finger be bent, this disappears ; but, if 
its straightening be attempted, the tendon of the m. palmaris longus is 
brought into motion, which extends to the upper part of the palmar fascia, 
and the cord is more tightly stretched. 

According to Gorraup (a) the retraction of the tendinous cords depends on new 
formations, which pass from the fascia to the sheathof the tendon, from it to the lateral 
parts of the phalanges, and even from one phalanx to another. These bridges are, 
however, merely growths of the bridges existing in the natural state. Sanson (0) also 
believes that this is the usual cause, and the contraction of the palmar fascia only the 
exception. 

If the bending of the finger depend on contraction of the bending muscles, a 
thick cord is felt, in attempting to straighten it, under the fascia; the m. palmaris 
remains immovable, but the bending muscles on the fore-arm are stretched. Ina scar, 
with the muscles attached to it, stretching movements cause pain in the same part; if 
the hand be bent towards the fore-arm, then the patient can straighten his finger, In 
palsy, or in division of the tendons of the straightening muscles, the finger is kept per- 
manently shut into the hand, but it may be straightened with a little force, no tight cord 
is felt, and all the joints are free. Indiseased changes in the joints, the finger is more or 
less bent ; the anchylosed phalanges are immovable ; but the others can be moved, and no 
tight cord is felt in the palm. Many occupations give rise to deformity of the joints 
of the phalanges without anchylosis, but with permanent bending ; thus is the little 
finger in knitters and seamstresses ; so the ring-finger, and often several fingers of the 

right hand, in tailors; and in lace-makers the four last fingers of both hands are curved 
and so on, as consequence of habit; no cord-like stretching is, however, noticed in the 
hand, and the finger may still be somewhat straightened. Scars may be easily distin- 
guished by their tension in attempting to straighten the finger. 

1397. That the cause of this crooking of the finger is an excessive 
tension of the palmar fascia, which has arisen from pressure, and bruising 
in hard handiwork, Dupuyrren has proved by careful observation, and 
by the successful division of this aponeurosts. Rubbing, bathing, mecha- 
nical apparatus, and the like, have usually no result, or only transient 
benefit. The latter I noticed in a considerable curvature of the ring-finger 
from this cause, in which, by continued use of gray mercurial ointment, 
and animal baths, the proper position and mobility were restored; but 
shortly after these remedies were given up, the finger again became 
as strongly crooked as formerly. The division of the palmar aponeurosis 
is most effectual. A transverse cut is made through the skin opposite to 
the junction of the first phalanx with the metacarpal bone, and then the 
stretched aponeurosis divided in the same direction. If the finger cannot 
then be straightened, a transverse cut must be made at the joint of the first 
and second phalanx, or in the middle of the first phalanx. If all the 
fingers be curved, a transverse cut must be made an inch and a quarter 
below the former one in the palm of the hand, and the aponeurosis divided. 


(a) Scumipr’s Jahrbiicher, 1835. p. 248. (6) Gizette Medicale, 1835. 1. 8 August. 
VOL. II. 0 
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The wound is to be covered with lint, and upon the back of the hand a 
flat piece of wood attached; on the front part, which has divisions cor- 
responding to the fingers, the latter must be kept in the straight position, 
by means of nooses, till the scars are completely formed. If the palmar 
aponeurosis be narrow and stretched like a cord, it is best to determine on 
its subcutaneous division (a)- 

Goyraup does not divide the skin transversely as DupuyTREN does, because, in 
- straightening the finger, the cut in the skin gapes too much ; but he cuts through it lon- 
gitudinally, and through the bridge transversely. 

1398. If the cause of the finger crooking be a scar, it must be treated 
according to rules to be hereafter mentioned. In contraction of the 
bending muscles, relaxing rubbings must be used on the side of flexion, and 
irritating rubbing, blisters, and so on, upon the side of extension, and 
also a corresponding mechanical apparatus. Crooked fingers, from 
destruction of tendons, or organic changes of the joint-surfaces, and the 
like, are incurable. 

Tenotemy has been variously employed in contraction of the bending tendons and 
uscles, by which the finger has been perfectly straightened, but the movements of bend- 
ing were for ever lost: the division may be performed on the phalanges or in the palm. 

1399. As to the other curvatures, which are seated in the bones them- 
selves, of the extremities, or in their joints, as for example the bending of 
the fore- against the upper-arm, or of the leg against the thigh, the bowing 
of the bones of the leg, the inward or outward turning of the knee-joint, 
and so on, what has been already observed generally, and the circum- 
stances mentioned in the several kinds of curvature, applies to them. 
Their treatment must also be by internal and external remedies, as well as 
by the construction of suitable apparatus, which must always act by spring- 
power, and, if these be useless, and the cause be in the shortening of the 
muscles, if their tendons be accessible, the division of the stretched tendons © 
and aponeuroses are easily effected. In such cases, the m. pectineus 
and sartorius, the tendons of the m. biceps femoris, semitendinosus, semt- 
membranosus and gracilis, the fascia lata in the region of the intermuscular 
aponeurosis and the m. biceps brachii have been cut through. 

Anpry, Orthopeedia, or the Art of preventing and correcting Deformities in Children. 
Translated from the French. 2 vols.,12mo. London, 1743. 
JORG, above cited. 


Winter, Beschreibung verbesserter Vorrichtungen zur Heilung schiefer Kniegelenke 
und ihrer Anwendung; in Rust’s Magazin, vol. ii. p. 163, and pl. i1., and most of the 
already quoted writers. 


STROMEYER, PauLI, DIEFFENBACH, BonnET, and PurIuuips, above cited. 


(a) B.CoopEr; in A. Coorer’s Treatise on Dislo- (c) DouvBovirzx1, P., Mémoire sur la Section 
cations and Fractures. London. Edition, 1842.  sous-cutanee des Muscles pronateurs-fléchisseurs de 
p. 511. la Main et des Doigts. Paris, 1841. 


(b) Bonnet, above cited, p. 590. 


IV.—SOLUTION OF CONTINUITY FROM UNNATURAL 
EXTENSION. 


A —IN THE ARTERIES. 


Or ANEURYSMS. 


First Secrion.—OF ANEURYSMS IN GENERAL. 


Lautu, T., Scriptorum Latinorum de Aneurysmatibus collectio. exv Icon. Argent, 
1785. 4to. contains,— 


Lancistus, K. M., De Aneurysmatibus. 
Guatrant, G., De externis Aneurysmatibus. Rom., 1772. 
Murray, A., In Aneurysmate femoris animadvyersiones, 1781. 


Trev, G. J., Aneurysmatis spurii post ven basilice sectionem orti historia 
et curatio. Norimb. 


Asman, C., De Aneurysmate, 1773. 
We tTrinus, J., De Aneurysmate vero pectoris externo, 1750. 
Marvant, De aneurysmaticis precordiorum morbis. Francof., 1766. 
VERBRUGGE, J., De Aneurysmate. L. B., 1773. 
NicHotts, On Aneurysms in general; in Phil. Trans., vol. xxxv. p- 440. 1729. 
PENCHIENATI, Recherches anatomico-pathologiques sur les Anévrysmes des Artéres 


de ’Epaule et du Bras—des Artéres crurales et poplitées; in Mém. de l’Acad. des 
Sciences de Turin, 1784-85. p. 131-191. 


PALLeETTA, Sull’Aneurisma. 


Descaamps, Sur la Ligature des principales Arteres blessées et particulicrement sur 
)Anévrysme de l’Artére poplitée. Paris, 1797. 


Caro, R., Essaies sur VPAnévrysme. Paris, an viz. 


Ayrer, A. H., Ueber die Pulsadergeschwiilste und ihre chirurgiche Behandlung. 
Gotting., 1800. 


FLasant, Sull’Aneurisma degli Arti inferiori. Roma, 1790. 


Scarpa, A., Sull’Aneurisma Reflessioni ed Osservazioni Anatomico-chirurgische. fol. 
Pavia, 1804. Translated by Wishart as a Treatise on the Anatomy, Pathology, and 
Surgical Treatment of Aneurism. 8vo. Edinb., 1808. Second Edition, 1819, here quoted. 
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1400. Every swelling produced by partial expansion of the cavity of 
an artery, or, after previous division of its coats, by effusion of blood into 
the surrounding cellular tissue, is called an Aneurysm (Aneurysma, Lat. 
Pulsadergeschwulst, Germ. ; Anévrisme, Fr.) In the former case it is 
named a true, (Aneurysma verum,) and in the latter a false or spurious 
Aneurysm (Aneurysma spurium.) Some writers have also mentioned a 
mixed Aneurysm, (Aneurysma mixtum,) where either after the external 
arterial coat is divided, the internal expands, or the contrary (a). This 
designation, however, is also used for the case when a true aneurysm bursts, 
and the blood is effused into the cellular tissue (6). ‘The mixed aneurysm, 
taken in the former sense, does not exist. BrrscHet (c) has, however, by 
close examination, determined that the middle coat of the artery is torn, 
and a sac-like expansion produced by the protrusion of the inner coat 
through the opening in the middle, and by the expansion of the external 
coat. A combined division and enlargement of an artery and vein is called 
a Varicose Aneurysm, or Aneurismal Varix (Aneurisma varicosum seu 
venosum, or Varix aneurysmaticus.) If the expansion affect several 
branches coming from different trunks, and anastomosing branches and 
their arches, with or without partial lateral enlargement of their walls, 
such are distinguished as Branching Aneurysm, or Aneurysm by anasto- 
mosis (Aneurysma anastomosium seu anastomoticum, VON WALTHER; 
A. spongiosum seu cirsoideum, Brescuet; Varix arteriosus, A. per 
anastomosin. ) 

(a) Hunrer, Wituram, in Medical Observations and Inquiries, vol. i. p. 338. 


_ (0) Monro, A., in Essays and Observations of (c) Memoire Chirurgicale sur differentes espéces 
Edinburgh, vol, ii. p. 238. d’Anévrysmes, Paris, 1824. 4to., with six plates, 
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[The writings of the ancient physicians show their acquaintance with aneurysm, 
which they described as of two kinds; one, the consequence of a wound in bleeding 
from the vein in the arm or spurious aneurysm, which would seem to have been of not 
unfrequent occurrence, as they are best informed about it; and the other by dilata- 
tion of the artery without injury, or true aneurysm. I have selected passages from 
GALEN, A’T1us, and Pau of fKigina, which are the foundation of the opinions long and 
subsequently held by writers on this subject. 

GALEN (a) says :—“ When an artery is expanded, the disease is called an aneurysm. 
This happens when, the vessel being wounded, the adjoining skin cicatrizes, but the 
wound still remains in the artery, which neither unites nor heals, nor is filled up with 
flesh. Such diseases are known by the pulsation of the arteries, but when pressed, all 
the swelling disappears, the substance producing it returning into the artery, and 
which I have elsewhere shown consists of thin and yellow blood mixed with thin and 
much spirit. Forthwith is this blood hotter than that in the veins, and when the aneu- 
rysm is wounded, it darts forth and can with difficulty be stopped. But in edema the 
substance yields to the pressure of the finger, and the ,limb pits, but there is no pulsa- 
tion in this disease, and the colour is whiter, and the edema is much more spread and 
greater than in aneurysm, except when a thrombus having arisen from it, produces 
gangrene.” In another place (b) GALEN says :—“ Aneurysm is the dilatation of a vein, 
or the dispersion of the spirituous matter by its bursting beneath the flesh.” 

Aittus (c) describes the signs of aneurysm as “a tumour of small or large size, of 
one colour, free from pain, soft to the touch, and having a spongy looseness. It yields 
so to pressure of the fingers as to seem almost to disappear, but on the removal of the 
fingers it very quickly returns, which is especially observed in aneurysm and the rest 
that occur without a wound. But when there has been a previous wound of the artery, 
and the skin uniting, there is also accompanying dilatation of the vessels, the tumour is 
not equally soft, for the blood being more copious than the spirits, collects in clots and 
swells out the tumour.” 

PauL, of Aigina (d), proceeds farther, and distinguishes spontaneous aneurysm from 
that produced by accident. After having quoted GALEN’s definition and symptoms, he 
says :—“ But I distinguish the one from the other thus : those which arise froma dilated 
artery are more bulky and deeply situated, and on examination with the fingers a sort 
of noise is heard; but no noise is heard in those caused by rupture, which are more 
round and arise superficially. He advises different treatment for the two forms of 
disease, as will be presently mentioned. 

Joun Hunter defines aneurysm as “ the dilatation of the coats of an artery, arising 
probably either from disease or accident, producing weakness, which becomes the re- 
mote cause, while the force of the circulation is the immediate cause. It probably may 
also arise, however, from a disproportion in the blood’s motion, and then the dispropor- 
tion between the force of the circulation and strength of the artery is both the remote 
and the immediate cause ; but this is probably only in the larger arteries, where the 
force is greatest.” (pp. 543, 44.)] 


1401. In true aneurysm the walls of the artery are either expanded only 
at a small part of their course, (Aneurysma verum circumscriptum,) or 
the expansion affects a larger extent, and is gradually lost (Aneurysma 
verum diffusum.) False aneurysm is also divided into the circumscribed 
or consequent, ( Aneurysma spurium circumscriptum seu consecutivum, ) and 
the diffused or original (Aneurysma spurium diffusum seu primitivum.) 
In the former case the blood is effused under the cellular tissue of the 
artery, and outstretches it into a sac; in the latter, all the coats of the 
artery are divided, and the blood is poured forth into the interspaces of the 
whole limb (par. 278.) 


Brescuer distinguishes four principal kinds of true aneurysm according to the 
different form of the expansion of the arterial canal. 1. The true sac-shaped aneu- 
rysm, in which the artery exhibits at one part of its tube a fulness like a little sac, 


(a) Tleps Tav rapagvow Oyxwv BeBasyv, have been obliged to use the Latin Translation bv 
chap. xi. vol. vii. p. 725. Kuxn’s Edition. 8vo,. Janus Cornarivs, Basile, mpxiuq. fol., not being 

(6) Ovo: lareixos, par. ceelxxviii. vol. xix. p. aes put hand pas Greek copys. eS ~ 
4h Koan’s Fait. (@) BiBAwm sara, book vi. chap. xxxvii. p, 


(¢) TetpaPiBaoy, Discourse xy. chap. 10. I 188. Besilew, mpxxxvitt. fol. 
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originating in the expansion of all the coats of the arteries. 2. The spindle-shaped 
aneurysm, in which all the coats of the whole tube of the artery are expanded, but 
narrow above and below, like a spindle. 3. The true cylindrical aneurysm, in which 
the canal of an artery is, for a greater or less distance, more or less regularly expanded. 
4. The true varicose aneurysm, or aneurysmal variz, in which there is an expansion of 
the artery, to a greater or Jess extent of its length, often throughout the entire length 
of the trunk of the vessel, and of its principal branches, exactly as in varicosity of the 
veins. Besides this transverse expansion, there is also a lengthening of the vessel, which 
becomes bent, and describes more or less numerous and considerable curves. There 
are also sometimes observed, besides this, sudden expansion of the whole arterial 
cylinder, at certain parts, knots; or little circumscribed aneurysms, which are true sac- 
shaped and often mixed aneurysms. Very frequently the walls are thinned, softened, 
and falling together like those of varicose veins, whilst in true cylindrical aneurysm 
the walls are thickened. The artery affected with varix has great resemblance to a 
varicose vein; the pulsation, however, always presents a distinguishing and deter- 
minate character. 


1402. ‘he symptoms which characterize aneurysm are the following :— 
A little elastic pulsating swelling, which diminishes on pressure, and soon 
returns on its withdrawal, arises at some one spot corresponding to the 
course of the artery. The pulsation ceases when: the artery is compressed 
between the swelling and the heart, and the former becomes generally 
less tense. If the artery be compressed below the swelling, the pulsation 
becomes more bounding and distinct. The tumour is usually free from 
pain, the skin over it unchanged, and it quickly enlarges to a considerable 
size. In proportion as the swelling increases, the blood contained in it 
becomes more solid by coagulating, and can be no longer got rid of by 
pressure; the pulsation is weaker, and often entirely lost (1). When the 
tumour has acquired considerable size, it acts injuriously by its pressure 
and expansion upon the neighbouring parts; the circulation in the diseased 
artery, in the other blood and lymphatic vessels, is interfered with; the 
nerves are compressed; the nourishment, warmth, and sensation of the 
part are diminished ; the limb becomes cedematously swelled ; the tumour 
is covered with varicose vessels, and becomes bluish ; and the surrounding 
muscles, and bones even, may be destroyed by the constant pressure and 
absorption. In consequence of the expansion of the parts coyering the 
swelling, they at last inflame; at the most prominent part an abscess, or 
commonly a slough is formed, after the separation of which the coagulated 
blood is discharged, and a dangerous or fatal bleedinge nsues (2). The 
coverings of the tumour may be also torn by gradual distension. Its size 
may even become so great, that by the pressure and destruction of the 


surrounding parts, the nourishment of the limb may be entirely prevented, 
and its death caused (8). 


If the aneurysmal sac increase, it attaches itself to the surrounding parts, which are 
thickened by inflammation and by the exudation of plastic lymph, and thus enabled, 
although the coats of the artery be torn, to prevent the penetration of the blood into 
all the interspaces of the part. If, however, the aneurysmal sac tear suddenly before 
these adhesions are formed, the blood is poured forth into all the interspaces of the part. 

((1) “The coagulation takes place,” observes Joun Hunter, “at the most distant 
parts from the direct current. of the blood: the firmness and colour of the lamine, in 
different parts of the tumour, are such that it is easy to distinguish an old coagulum 
from. a new one; the external laming are of a dusty brown colour, and these lamine 
grow gradually redder as we advance inwards towards the current of the blood. As 
the dilatation increases, the coats of the artery are thickened by the thickening process, 
or the cellular membrane already thickened becomes firm, and adheres from a con- 
sciousness of weakness. When the aneurism proceeds to this state it generally gives 
way to thecirculation. It must be observed that the force of the blood on the sides of 
the sac diminishes in an inverse ratio to the increase of its sides, which, therefore, are 
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longer in dilating than might be imagined; but after proceeding to a certain length, 
the adventitious coat gives way, and the blood is effused into the surrounding cellular 
membrane, producing distension ; and when the artery is a considerable one, there is 
an obstruction to the blood’s motion in the collateral branches, producing mortification. 
When the artery opens externally, it is always on that side where the artery gives way 
most.” (p. 546.) 

(2) The mode in which an aneurysm bursts externally is thus described by JoHn 
Hunter. “When an aneurism is in an artery whose dilatation brings it to the skin, 
the coagulum comes first, and obstructs the circulation in the skin; the skin inflames and 
mortifies, forming a black slough, which dries and adheres to the cougulum. As the 
slough separates there is an vozing of blood at the edges, which becomes more and 
more, till at last in a large artery, as the aorta, the plug may be wholly pushed off and 
the patient die instantly. If in a smaller artery, death will be more gradual.” (p. 546.) 

Honeson makes the following good remarks upon the bursting of “ aneurisms, which, 
like abscesses, generally proceed towards the surface of the body ; but in this respect 
they are very much influenced by the situation and the side of the vessel from which 
the disease originates. When the sac points externally it rarely or never bursts by 
laceration, but the extreme distension causes the integuments and investing parts to 
slough, and upon the separation of the eschar the blood issues from the tumour. A 
similar process takes place when the disease extends into a cavity which is lined by a 
mucous membrane, as the cesophagus, intestines, bladder, &c. In such cases the cavity 
of the aneurism is generally exposed by the separation of a slough which has formed 
upon its most distended part and not by laceration. But when the sac projects into a 
cavity lined by a serous membrane, as the pleura, the peritoneum, the pericardium, &c., 
Sloughing of these membranes does not take place, but the parietes of the tumour, 
having become extremely thin in consequence of distension, at length burst by a crack 
or fissure, through which the blood is discharged. I have,” says he, “examined aneu- 
risms that have burst into the cavities of the pericardium, the pleura, and the perito- 
neum, and the opening has always been formed by laceration, and not by sloughing : 
on the other hand, all the instances of this disease that I have seen, in which aneurisms 
burst upon the surface of the body or into cavities lined by a mucous membrane, the 
opening ae been the consequence of sloughing and ulceration, and not of laceration.” 
(pp. 85, 6). 

(3) When aneurysms burst into mucous canals, they do not generally seem to pro- 
trude much into their cavity, but the walls of the aneurysm and of the canal becoming 
adherent, ulceration takes place, and in this way the blood escapes from the sac and 
often very quickly destroys the patient. 

The same thing also happens in that very rare termination of aneurysm by bursting 
into another artery, an example of which is given by Dr. WELts (a), and the preparation 
is in the Museum at St. Thomas’s Hospital. The following is an extract of this inter- 
esting case :— 

A fair-complexioned, thin, and temperate man, 35 years old, was in 1789 affected 
with symptoms supposed to denote the approach of pulmonary consumption, but after 
some time they disappeared. Nine years after he had a slight attack of hemiplegia, 
from which, however, he soon recovered. In March, 1804, he was frequently troubled 
with noise in his ears, flatulence, and pains in his hands and feet, from one or other of 
which he was never after free, but he never complained of any unusual feelings about 
his chest. On the 11th of August, 1807, having fatigued himself a good deal with 
walking, and eaten a full dinner, he fell asleep, awoke much refreshed, and played 
with his children in the garden. “ While thus amusing himself, he was suddenly seized 
between eight and nine in the evening with a sense of great oppression in his chest, 
He soon after became sick and vomited; in the matter thrown up some streaks of 
blood were observed. He now went to bed, but though the weather was warm, and he 
was covered with bed-clothes, his skin felt cold to those who were attending on him, 
Soon after midnight he laboured under a constant desire to cough, and was con- 
tinually expectorating mucus tinged with blood. His body was moistened with 
a cold sweat, his pulse was extremely feeble, sometimes it was searcely perceptible.” 
He continued getting worse through the night, “his breathing became difficult, and he 
frequently tossed and writhed his body as if he was suffering great pain and uneasiness, 
About a quarter past five he suddenly became worse, and expired. Almost imme- 
diately before his death he complained much of heat in his chest, and threw off the 
clothes to cool himself.” On examination, “the blood-vessels of the lungs were found 
very much distended, and there was also a considerable quantity of blood in the air-cells. 
The right lung adhered slightly to the ribs and pericardium; but this seemed to have 


(a) Transactions of a Society for the Improvement of Medical and Chirurgical Knowledge, vol. iii. 
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been the consequence of some disease which had existed long before death. Each 
cavity of the chest contained about ten ounces of a fluid highly tinged with blood; the 
pericardium contained about two ounces of a fluid similarly tinged. The ascending 
aorta was distended to about the size of a large orange. The tumour adhered to the 
pulmonary artery, just before its division, into the right and left branches. Within the 
circumference of this adhesion there was a narrow hole, by means of which a com- 
munication was formed between the two arteries. The cavities of the heart, and the 
great blood-vessels, were very much distended with blood.” (p. 88.) In the Museum 
at the Royal College of Surgeons, there is one specimen of aneurysm of the arch of the 
aorta burst into the pulmonary artery close to its valves by an oval opening half an 
inch in its greatest diameter; and also a second, in which there is a small round aper- 
ture between the sac and the trunk of the pulmonary artery. The patient died of jaun- 
dice and dropsy ; but the aneurysm was not indicated during life. 

It may be here mentioned that the pressure of an aneurysmal sac will sometimes produce 
obstruction in the neighbouring vessels. In St. Thomas’s Museum there is an example 
of complete obstruction of the superior vena cava, and vena innominata, by an aneurysm 
of the aortic arch involving also the arteria innominata ; in the Museum at Fort Pitt, 
Chatham, is one in which the superior vena cava is obliterated ; and in the College 
Museum, one in which the superior vena cava is almost obliterated. | 


1403. The distinguishing characters of circumscribed true and false 
aneurysm, are usually described as the following :—True aneurysm 
quickly diminishes on the application of pressure, though it reappears 
almost as soon as the pressure is removed: false aneurysm only disap- 
pears gradually, and returns slowly after pressure has been taken off, 
because the blood can only gradually pass from the sac into the artery, 
and from it again into the sac. <A distinct sound is often observed when 
the blood again flows into the sac (1). The pulsation is weaker in false 
than in true aneurysm, and sooner becomes indistinct in the enlargement 
of the swelling. _The aperture by which the sac of the false aneurysm 
is connected with the cavity of the artery, is narrow in comparison 
with its base; in partial extension of all the arterial coats, the entrance 
for the blood is just as wide as the base of the sac. When the extension 
occupies the whole tube of the artery, the swelling is always cylin- 
drical or egg-shaped, yields easily to pressure, and in the dead body is 
always found smaller than it was during life. The form of the false 
aneurysm is irregular, and continues the same in the corpse. In the sac 
of a true aneurysm, layers of coagulated blood are never deposited, which 
is always the case in false aneurysm, with very rare exceptions (a). The 
more all the coats of the artery are expanded the more they are thinned, 
whilst, on the contrary, the sac of a false aneurysm increases in thick- 
ness (b), However, in true cylindrical aneurysm the walls may be 
equally thick, so that, if cut through vertically to its axis, the walls do 
not drop (ce). 


[(1) Lawrence (a) observes :—“ There are some instances in which pulsation cannot 
be felt, in which it may be heard, either by the application of the ear directly applied to 
the tumour, or through the medium of the instrument called the stethoscope. The 
sound that is communicated in either of these cases is very peculiar, the sound produced 
by the passage of the stream of blood from the opening in the artery leading to the 
aneurismal sac. The blood passes through comparatively a contracted orifice, to enter 
into a large cavity, and each jet of the blood propelled into the aneurismal tumour by 
the contraction of the heart, produces a sound which is something like that of the sound 
of blowing through bellows—whih, whih, whih; you will hear a succession of these ; 
and hence the French, in my opinion, have very appositely characterised it by the 
term bruit de soufflet ; souffiet is the term used for bellows: and, in fact, it means 


‘noise of a bellows; and, in short, it cannot by any terms be more clearly illus- 
trated.” (p. 160.) 


(a) Honason, above cited, p. 82. (b) Scarpa. 
(c) Brescuxrt, above cited. 
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I cannot assent to several of the conditions laid down by CHELIUs, as distinguishing true 
from falseaneurysm. ‘The diminution of the bulk of a true aneurysm depends materially 
on the stage at which it has arrived; if it be recent, and there be little or no lining of clot, 
it does diminish readily on pressure of the artery between the sac and the heart; but the 
diminution under these circumstances is less and less, in proportion to the increased 
bulk of the sac, so that, in a large aneurysm there is, comparatively, little diminu- 
tion of size, though the current of blood be stopped. False aneurysm diminishes 
still less, and often, indeed, when the blood continues, as it commonly does, pour- 
ing into the cellular tissue it there coagulates, scarcely any perceptible diminution of 
size is made by pressure on the artery between it and the heart. And a true aneurysm 
which has burst a sac beneath the skin, as sometimes happens, is similarly cireumstanced. 
The pulsation is generally less distinct in a false than in a true aneurysm; but this also 
depends on the period and extent occupied by the blood which has escaped, and is pro- 
portionally less, the greater the quantity of blood poured out. The external form of 
a false aneurysm is undoubtedly irregular, as it much depends upon the looseness of the 
surrounding cellular tissue, and whether the part be or be not enveloped in a tendinous 
sheath; but the immediate sac, consisting only of more or less numerous layers of 
coagulated blood, which, as they continue to form, thrust the loaded cellular tissue away 
from the artery, and hollow it out for their own lodgment, is generally of a regular oval 
form, and has at one or other part an aperture, by which blood continues escaping and 
gorging the cellular tissue surrounding the false sae, till at last it distends the skin so 
much that it mortifies and gives way at one or more points, and bloody serum and clots 
mixed with ill-formed pus, which is commonly produced towards the termination of 
the disease, begin to be discharged, and increase in quantity till the false sac itself 
break away and the blood readily makes its way out. I cannot understand the observa- 
tion, that ‘in the sac of a true aneurysm layers of coagulated blood are never depo- 
sited,” which is, most undoubtedly, incorrect in all cases where the aneurysm results 
from ulceration or tearing of one or other coats of the artery ; for very speedily after a 
pouch is formed, layers of clot begin to form. And even when the disease only depends 
on dilatation of the arterial coats, though at first there be no layers of clot, yet as the 
disease proceeds, they are certainly formed, although Hopason denies it, and says :—“ In 
those sacs which consist either in a general or partial dilatation of the coats of the vessel, 
I have never met withit.” (p. 82.) As to the difference of thickness of sac in true and 
false aneurysm, although in the former the coats of the artery thin, as the disease 
increases, yet there is a continued slow inflammatory action going on upon the external 
surface of the sac by which its thickness is preserved, till the parts by which it is sur- 
rounded having been either absorbed or stretched to bursting by its size, the sac itself is 
the only remaining resistant to the impulse of the blood, and in its turn yields, thins, 
and at last it bursts. As to the thickening of a false aueurysmal sac, it continues indeed 
so long as the surrounding cellular tissue confines and supports it, but when the tissue is 
absorbed or sloughs, the want of support is here also felt, and the false sac thins, yields, 
and bursts as in true aneurysm.—J. F. S.] 


1404, The distinction of aneurysm from other swellings is grounded on 
the pulsation, the diminution by pressure, the reappearance when the 
pressure is removed, and the position corresponding to that of the course 
of an artery. When therefore the pulsation is indistinct, or not at all 
perceptible, and the swelling cannot be diminished by pressure, it must 
be the more carefully examined, and attention paid to its origin and its 
early condition. Swellings in the neighbourhocd of a large artery, 
or lying upon it, participate in the pulsation, which, however, to a 
practised touch is easily distinguishable, as it consists only in a raising 
and sinking of the swelling; but if such swelling contain any fluid which 
undulates by the imparted motion, the diagnosis is doubtful: a degree of 
certainty, however, may be attained, if the artery be compressed above 
the swelling, and the latter be then properly examined (6). 


{Aneurysms are sometimes mistaken for abscesses. DupuyTrEN witnessed a case in 
which the blood issuing from an aneurysm of the arch of the aorta, made its way 
behind the breast-bone into the bottom of the neck, and there formed a tumour, which, 


(a) Lect. on Surg. ; in Lancet, 1829-30, vol. ii. mie, de Physiologie, de Pathologie, et de Chirurgie, 
(6) Rises, Mémoires et Observations d’Anato- Paris, 1841. vol. i. p. 255. 
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being mistaken for an abscess, was punctured, and gave rise to repeated, and at last fatal 
bleedings. RicHERAND (a) says, that “ FERRAND, principal Surgeon at the Hétel-Dieu, 
thinking to open an abscess in the armpit, plunged his knife into an axillary aneurysm, 
and killed his patient.” (p. 72.) AsrLEy Coorer mentions an instance of an aneurysm 
which had presented in the loin, being punctured, under supposition of it: being a lumbar 
abscess ; the mistake, however, being ascertained, the edges of the wound were imme- 
diately brought together and healed, and the patient died by the tumour afterwards 
bursting internally. (p. 35) I myself recollect a spurious aneurysm, after venesection, 
having been punctured as an abscess; the bleeding was stopped immediately, but about 
twenty hours after, as the girl was dressing her hair, the bandage slipped off, a violent 
gush of arterial blood followed, and she lay in great jeopardy for many hours before she 
was in a fit state to have the artery secured. 

On the other hand, a pulsating tumour may be mistaken for an aneurysm, an example 
of which is mentioned by Warner (0), in a boy who had his breast-bone much frac- 
tured by a fall, and came to Guy’s Hospital a fortnight after. ‘There was an evident 
separation of the broken parts of the bone, which were removed at some distance from 
each other. The intermediate space was occupied by a tumour of considerable size ; 
the integuments were of their natural complexion; the swelling had as regular a con- 
traction and dilatation as the heart itself, or the aorta could be supposed to have. Upon 
pressure, the tumour receded; upon a removal of the pressure, the tumour immediately 
resumed its former size. * * * The event was, the tumour burst in about three weeks 
from his admission, discharged a considerable quantity of matter, and the patient did 
well by very superficial applications.” (p. 155.) 

Sometimes a large varix of the accompanying vein may turn so completely over the 
artery as to hide it completely, and receive its pulsation. In St. Thomas’s Museum 
there is a very fine example of this disease in the internal jugular vein, the swelling of 
which, from its size, must have occupied nearly the whole of the one side of the neck. 
Such cases may be distinguished by pressure of the swelling at its farthest extremity 
from the heart, in which case its size will diminish, whilst if pressure be made between 
it and the heart its bulk must be increased, which is the very reverse to aneurysm. 

Tumours of any kind upon an artery will often acquire pulsation from it, and be 
liable to mistake; their unvarying size, however, and commonly the cessation of the 
pulsation when the swelling is lifted up, will generally determine their true character.— 
A ey 


1405. Aneurysms arise either of their own accord, or after determinate 
external influence (A. spontaneum and traumaticum.) In the former 
case they occur generally at more than one spot, either at once or 
consecutively, and thus show that a peculiar morbid condition spreads 
more or less over the arterial system. This is observed most commonly 
in persons who are subject to rheumatism, gout, scrofula, syphilis, who 
have used much mercury, and have drank spirits to excess. In these cases 
there frequently arise inflammation of the internal coat of the artery, | 
ulceration, loosening, thickening, even ossification between the internal 
and middle coats, by which the walls of the artery yield to the pressure 
of the blood, or the internal and middle coats are torn or destroyed. 
The external influences which produce aneurysm are wounds, violent 
efforts in lifting heavy weights, in jumping, in vomiting, coughing, and 
the like. These circumstances (wounds naturally excepted) produce 
aneurysm the more readily, if the coats of the artery have been changed 
by disease, as above mentioned. 

[RicHERAND mentions a curious circumstance in reference to “a class of persons who 
almost always die of aneurysm, and whom he noticed whilst engaged with anatomy. 
These were the servants of the amphitheatre, whose business it was to bring the subjects 
and remove the refuse of the dissections. I never saw one,” says he, “ who did not 
abuse spirituous liquors, and was not constantly drunk; and to this were added the fee- 
bleness resulting from such excess, the fatigues of so disgusting and laborious an occupa- 


tion which occupied their nights, the exertions required to carry bodies often too heavy 
for a single person, wearied with sleep and drunkenness.” (p. 71.) 


(a) Nosographie Chirurgicale, voliv. Fourth Edit. Paris, 1815. 
(b) Cases in Surgery. London, 1784. 
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GUTHRIE also observes :— “ The exertion in general is infinitely greater in the man 
than in the woman; and I think this, combined with the freer use of ardent spirits, a 
much more likely predisposing cause than either syphilis or mercury.” (p. 87.) 

With regard to the age at which aneurysm occurs, AsttEy Cooper observes (b) :— 
“ The period of life at which they most frequently occur is between thirty and fifty years ; 
at that age in the labouring classes the exertions of the body are considerable and its 
strength often becomes diminished : in very old age this complaint is less frequent, as 
muscular exertion is less. ‘The greatest age at which I have seen aneurism has been 
eighty years; this was in a man for whom I tied the popliteal artery in Guy’s Hospital, 
for popliteal aneurism ; and, notwithstanding his advanced age, I never had an operation 
succeed better. I also operated on a man of sixty-nine years, and that case also did well. 
A boy, in St. Thomas’s Hospital, had an aneurism of the anterior tibial artery, who, I 
was informed, was only eleven years old. The man of eighty was the oldest, and the 
boy of eleven the youngest, which I have seen with aneurism.” (pp. 40, 1.) 

As regards the frequency of aneurysm in the sexes, WILSON (a) remarks, that shortly 
before Joun HunTer’s death, he heard him state that he had only met with one woman 
with true or spontaneous aneurysm. AsTLEY Cooper says :—“In forty years’ ex- 
perience, taking the hospital and private practice, I have seen only eight cases of pop- 
liteal aneurism in the female, but an immense number in the male. The aneurisms 
which I have seen in the female, have been the greater number in the ascending aorta 
or the carotid arteries.” (p. 41.) Of the sixty-three cases referred to by Hopason, 
seven only were females, and the other fifty-six males. (p. 87.) GuTHRIE states, that 
he “does not recollect having seen more than three women suffering from popliteal 
aneurism ; and it is probable that they are found, on an average, at least, from twenty to 
thirty times, in men for once in woman. The structure of the vessels is the same, but 
the mode of life is different.” (p. 87.) Lisrranc (6) mentions that of one hundred 
and fifty-four cases which he had collated, one hundred and forty-one were males, 
and thirteen females. I myself, in the course of thirty years, do not recollect more 
than three external aneurysms, which were popliteal, in females.—J. F. 8.] 


1406. Aneurysm may occur in all arteries: the internal arteries are, 
however, more frequently attacked with it than the external, the reason 
of which may be, that the nearer the arteries are to the heart, the thinner 
are their walls in proportion to their diameter, consequently they are less 
capable of withstanding a violent pressure of the blood. The curves, 
also, which the arteries describe in their course, have an influence on the 
more frequent origin of aneurysm. Aneurysm of the arch of the aorta is 
most frequent ; next comes aneurysm of the popliteal, then of the inguinal, 
axillary, and carotid arteries. False aneurysm, as a consequence of the 
wound of an artery, occurs most commonly in the brachial, after an 
unlueky blood-letting. 


[“The force of the heart, however,” says Joun Hunrer, “has some power in 
operating as a remote or first cause of aneurisms. Aneurisms are most frequent in the 
larger arteries, as at the arch of the aorta, and more frequent in the second order of 
arteries than in the third; but they are sometimes found even in the fourth and fifth. 
¥ * * The nature of the artery contributes likewise, the structure of the large arteries 
being chiefly of elastic matter, and not near so muscular as the small ones, which have 
therefore greater powers of resistance.” (pp. 544, 45.)] 

Of the comparative frequency of aneurysm in the different external arteries, the 
following tables are given by Hopcson and by Lisrranc :— 


Hopason, LisFRANC. 
Popliteal and Femoral 14 males. Boplitealicny: <n) vado-d 2 Oo Brought forward. . 165 
Ditto. . . . + Ilfemale. | Femoral, atthe groin . . 26 Anteriortibial ...... 3 
Garo. 5 . « + ‘2 males: Sa other parts . . 18 Gluteal A day 
Subclavian and ax- Carotid owe se a 8) lea Internaliiises. Agee 
RAE ME aks. aks GTS, Rubclaviand oo. 75s. Sa By Tempore cg pk 9 
Beriavires 6 os! whl “55 Axillary . . . . . «. 14 Internal carotid 1 
; ExpernakiliattGalys GAs ORS eas 1 
Brachio-cephalic . . . . 4 Radial . obs don 1 
Pree «ee ee he a le baler eS 1 
Commopilitgs et 7) Se) Paronedbueii’ .4es 0 
wotale oo 1 34 Carried forward . 165 ‘eotaienr eee 179 
- (a) Lectures on the Blood, and the Anatomy, (b) Des diverses Méthodes et des différens Pro- 


Physiology, and Pathology of the VascularSystem. — cédés pour l’Oblitération des Artéres dans le traite- 
London, 1819. 8vo. ment des Anéyrysmes, Paris, 1824. Svo. 
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Not unfrequently there is more than one aneurysm existing at the same time: it, 
therefore, becomes a matter of high importance to make a careful examination of the 
whole of a patient’s body upon whom it is proposed to operate; for if there be any 
internal aneurysm, it is useless to subject him to an operation from which he can derive 
no real benefit, as the internal aneurysm will sooner or later destroy him, AsTLEY 
Cooper mentions that “the elder CLINE was about to operate upon a man in St. 
Thomas’s Hospital who had a popliteal aneurism, but deferred it on account of the 
patient’s complaining of a pain in his abdomen. A few days afterwards the man died sud- 
denly, and, on examination, an aneurism was found between the two emulgent arteries, 
which had burst into the abdomen.” (p. 30.) Or the excitement of an operation may 
cause the bursting of an internal aneurysm, which happened with a patient upon whom 
AstLEY Coorer had commenced operating for popliteal aneurysm. “The patient 
stretched himself on his back, and his urine flowed from him; * * * he gave a deep 
gasp, and in a few minutes was dead. The next day,” says Cooper, “I opened the 
body, and found the pericardium distended with blood, which had escaped from an 
opening seated at the beginning of the aorta, immediately above the semilunar valves.” 
(p. 29.) The preparation is in the Museum at St. Thomas’s Hospital. 

Sometimes many aneurysms are met with in the same person. AstLEY Cooper tied 
the external iliac artery for an aneurysm at the origin of the profunda, and another in 
the middle of the thigh; the man died afterwards of aneurysm at the bifurcation of the 
aorta, which burst into the belly. ‘‘ Upon examination, an aneurism was found in each 
ham ; one at the bifurcation of the aorta, one at the origin of the arteria profunda, one 
in the middle of the thigh, and two between the popliteal aneurism and the femoral, 
making in all seven aneurisms.” TYRRELL, in a note upon this case, mentions another 
instance in which he operated on a man who was afterwards found to have seven 
aneurisms.” The operation was performed for a popliteal aneurysm in the left ham. 
“Whilst feeling in the course of the artery, before commencing the operation, I 
found,” says TyrrELL, “a small aneurism near the part in which I had intended to 
secure the vessel; this led to a more minute examination of the patient, and at that 
period another aneurism was found just above the tendon of the triceps, on the same 
side, making two femoral aneurisms and a popliteal on the left side. On the right side 
the artery felt dilated in several places, but a little below Poupart’s ligament an aneu- 
rism existed as large as an egg. After further consultation, it was decided that I should 
tie the femoral artery between the two small aneurisms, as we feared that a ligature in 
the external iliac would not command the hemorrhage from the aneurismal sac,” 
(which had been punctured to ascertain its character, previously very doubtful.) The 
space between the two aneurisms in the femoral was about an inch, or an inch and a 
half, appeared sound, and a ligature was applied on it. During the following three 
weeks the limb became gangrenous, and the aneurismal sac in the ham sloughed, 
exposing the thigh-bone, but amputation was not performed, for fear of the diseased 
condition of the artery. “The ligature did not separate from the wound until the sixth 
week, and the patient lingered till the 28th of July,” (eight weeks and a half after the 
operation.) “The popliteal and inferior femoral aneurisms of the left side had been 
destroyed by the sloughing; that above the ligature was not closed. On the right side 
were found three femoral aneurisms, and a small popliteal, making in all seven; besides 
some dilatation of the aorta, immediately above the bifurcation,” (pp. 38,°9.) 

Still more remarkable is the case mentioned by PELLETAN (a), who (observes :— 
“JT have often seen numerous aneurysms affecting indifferently the large and small 
arteries, but specially those of size; I counted 63 in one man, from the size of a filbert 
to that of half pullet’s egg,” (p.1.) And in another case, related by CLoqueEr (6), 
“all the arteries were studded with aneurismal tumours from the size of a hempseed 
to that of a large pea. Some were on the aorta and its principal divisions, but they 
projected little and were much less numerous than on the arteries of the limbs,” which, 
“on many parts of their length, formed kinds of necklaces; all the swellings were 
numerous and close together. Those of the lower limbs were perhaps less numerous ; 
without exaggeration they might be estimated at several hundreds. The arterial walls 
seemed unaltered in structure, except at the swellings, where the tunics were dilated 
and thinned. In none did I observe rupture of the inner or middle coats.” (p. 86.)] 


1407. The old opinion that spontaneous aneurysm almost always de- 
pends on an expansion of all the arterial coats, has been disputed by many 
writers, but. most efficiently by Scarpa, and the origin of aneurysm 
placed in a tearing of the internal coat of the artery, effusion of blood 
through this tear, and expansion of the cellular sheath of the artery. 

(a) Clinique Chirurgicale, vol. ii. (6) Pathologie Chirurgicale. Paris, 1831. 4to. 
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The correctness of this opinion is grounded on the condition of the arte- 
rial coats in their natural state, and on the careful examination of aneu- 
rysmal arteries. For the internal and middle coats of arteries cannot, on 
account of their slight degree of elasticity, permit any great degree of 
extension without tearing; whilst, on the contrary, their external or 
cellular coat is in the highest degree extensible. Examination shows that 
in all large aneurysms their proper sac communicates with the cavity of 
the artery by a large or small opening, frequently, as it were, fringed, 
and often hard and callous; that, therefore, the swelling never includes 
the whole tube of the artery, as would be the case in expansion of all the 
arterial coats, but is connected with the artery like an appendage fixed on 
astem. Further, that in the wall of the artery, opposite the torn part, 
the several coats are found in their natural condition, and can be decidedly 
distinguished from each other; that in spontaneous aneurysm the internal 
coats are usually changed in a manner (par. 1405) which, indeed, 
favours their tearing, but not their extension. Also, in expansion of all 
the coats of the artery, no collection of coagulated blood can take 
place, as the blood always remains within the cavity of the vessel. The 
reason, however, why it is so easily assumed that the sac of the aneu- 
rysm is formed of all the coats of the artery, is founded on the cellular 
tissue being always considerably thickened, and at the commencement 
of the tear being adherent, in the closest manner, to the internal coats 
of the artery, which are here always more or less disorganized, often 
quite brittle. Besides, also, every remark usually applied to aneurysm 
by expansion, is equally applicable to aneurysm by tearing. Only in the 
aorta, near to the heart, does Scarpa admit the possibility of simul- 
taneous expansion of all the arterial coats; however, even here it can 
only attain a certain degree, without tearing of the internal coat. 

[Joun HunTER somewhat inclines to a‘diseased condition of the artery; for he says :— 
“ It would appear that there must bea specific disease of the artery in most cases, for 
dilatation is too local for so general a cause as the force of the heart.” (p. 545.)] 

1408. Close and careful, however, as are the observations of Scarpa, 
and valid as is his opinion against the often too ready assumption of an exten- 
sion of all the arterial coats in aneurysm, their truth cannot, however, 
be admitted in every case. Examinations instituted by the closest observ- 
ers, show that the arteries are subject to an expansion, not only of their 
whole tube, but also of particular parts (a). Scarpa himself admits 
the possibility of extension of all the coats in the arch of the aorta. 
In old persons, especially females, the expansion of the arch of the aorta 
without degeneration or tearing, is twice as frequent. Even the trunk of 
that vessel has been found throughout regularly expanded to nearly 
double its size (6). Enormous expansion of the aorta and pulmonary 
arteries, are a common appearance in diving animals. 

On examining an aneurysm in which the internal coat has been torn, 
and a considerable sac formed in the cellular coat, the area of the artery 
is often found considerably enlarged, at the place where the tear has 
occurred, and no other change in the inner and middle coats of the 
artery, than that they are expanded and thinned. The enlargement of 
the neighbouring branches of the arteries, if the circulation be in any 
way checked in the principal trunk, and the frequently considerable 
expansion of the capillary vessels in the ,branching aneurysm, presently 


(a) Hopason, above cited, p. 74, BrescHer, (6) Mercxert, Handbuch de pathologischen 
above cited. Anatomie, vol. ii. pt. i. p. 244. 
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to be considered, contradict Scarpa’s opinion. From. these reasons, 
however, it only follows, that a simultaneous expansion of all the arterial 
coats is possible, but that when it attains a certain degree, tearing of the 
internal and middle coats occurs; consequently, a false aneurysm is pro- 
duced from a true aneurysm. | 

1409. Although the above-mentioned (par 13872) results are the 
common terminations of aneurysm, and the disease, if left to itself, 
nearly always ends fatally, yet, however, it is capable of a spontaneous 
cure, which may be brought about in different ways. 

1. If the aneurysmal sac attain considerable size, it may compress and 
obliterate the artery. ‘This is the more rare case (1). 

2. A severe inflammation which attacks the whole aneurysmal sac, 
and runs into suppuration or gangrene, may act so violently upon the 
artery itself, that its adhesion may be produced, and no bleeding occur 
after the bursting of the sac; but the suppurating part closes without 
any trace of aneurysm. 

3. A deposit of clot in layers may take place in the sac, by which its 
cavity may be diminished, and at last even filled up. The clot extends 
into the canal of the artery, and closes it to the next collateral branch, 
above or below the swelling (2). This kind of spontaneous cure of aneurysm 
is announced by the swelling becoming solid, and by a weaker or com- 
pletely stopped pulsation (a). 

4, The clot contained in the sac may be converted into a solid, fleshy, 
steatomatous mass, by which the bursting of the sac is prevented ; in which 
case, however, the area of the artery is preserved, and the sac gradually 
diminished by absorption (0). 

In simultaneous extension of all the coats of an artery, spontaneous cure is impossible, 
because it never arrives at the deposition of a clot (c). 

[(1) The obliteration of an artery by the lengthening of an aneurysm into a pouch- 
like form, at that side of the sac most distant from the heart, is well explained by Joun 
Hunter. He says :—“ Even in the last-mentioned situation, (the leg,) the force of the 
heart directs, in some degree, the swell of the tumour ; but that is not until the sac isa 
good deal enlarged. The force of the blood against the most distant part of the sac 
endeavours to carry it on further in the direction of the motion of the blood, which in 
time makes a pouch ; therefore it is elongated in the direction of the sound artery. The 
sac often, by its increase, presses on the sound part of the artery, and becomes the cause 
of its obliteration, as I have seen more than once.” (pp. 544, 45.) Of this kind of 
spontaneous cure there is a magnificent specimen in the Museum at St. Thomas’s, 
in an aneurysm of the femoral artery, just below the profunda, which has formed a 
large long sac that has descended for several inches below its communicating open- 
ing and has completely compressed the artery, which is full of clot even into the 

am. 

(2) There is in St. Thomas’s Museum a very excellent example of a popliteal 
aneurysm, in course of cure by this proceeding; the clot in the aneurysmal sac is 
very close and solid, and through its centre is a track, less in diameter than the 
natural tube of the vessel, by which the blood has been conveyed to the leg, but 
which has been evidently fast diminishing. Forp’s cases, presently to be noticed, 
appear to have been cured in this way. In the Museum of the College of Surgeons 

there is a globular axillary aneurysm, about an inch in diameter, filled with 
laminated clots, and the artery beyond it contracted.—J. F. S.] 

1410. What‘has been said about the spontaneous cure of false aneurysm 
applies also to artificial assistance. For in general the cure of an 
aneurysm is only possible, in so far as a closing of the artery can be 
produced, or such a collection of the clot in the sac, as may withstand 
the pressure of the blood, and gradually contracts; the artery, however, 
remaining pervious. 


(a) Hopeson, above cited, p. 114. (b) Ib., p. 118. 
(c) Scarpa. 
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1411. After the obliteration of the trunk of the vessel the circulation 
is carried on in the limb, by the collateral branches, which enlarge con- 
siderably, and are connected with each other by numberless anastomoses. 
In many cases a more direct and manifest anastomosis of the vessels take 
place, so that after the closure of the principal trunk, the stream of blood 
at once passes by the neighbouring branches ; in other cases, the collateral 
circulation is only undertaken by small numberless anastamoses (a). Upon 
the different ways in which the collateral circulation is produced, and partly 
also on the point of time when the vessel is examined, after the obliteration 
of the principal trunk, may depend whether the collateral branches appear 
more or less, or even not at all, enlarged. 'The frequent examinations, in 
which, after the obliteration of the principal trunk of an artery, the other 
arteries of the limb are found considerably enlarged, do not therefore 
contradict the equally true observations, in which this enlargement is not 
found (6). 

1412. The remedies which have been proposed, generally, for the treat- 
ment of aneurysm, are, rest and antiphlogistic treatment, the application 
of cold and contracting remedies to the swelling, the compression, and tying 
of the aneurysmatic artery. 

1413. Strict rest, lowering treatment, restricted diet, repeated blood- 
letting, even to the greatest degree of weakening, (VALSALVA’s plan,) and 
the internal use of digitalis, are the only modes of treatment by which the 
cure of internal aneurysm may perhaps be effected ; in which indeed, 
under great diminution of the circulating power, the blood coagulates in 
the sac, and the aperture, whereby the sac communicates with the artery, is 
closed. In certain cases the area of the artery may be at the same time 
preserved, (par. 1409,) but in others the coagulation of the blood extends 
into the atrery, and shuts it up. In true aneurysm, a diminution and 
contraction of the walls of the artery may thus be effected. 

1414. The astringent remedies employed for the purpose of restoring 
their elasticity to the arterial coats, or for effecting the complete coagula- 
tion of the blood in the sac, are, applications of cold water, pounded ice (1), 
bark, oak bark, and so on. If this mode of treatment, which was formerly 
employed, have in many cases a satisfactory result, it may be in part ascribed 
to the compression generally at the same time employed with it, and more 
especially to keeping the patient at rest. Perhaps, however, all share 
in the business must not be denied to. these topical applications, as they 
are capable of favouring the coagulation of the blood in the sac, and in 
this way promoting the cure (c). 

[(1) Gusrtn, of Bordeaux, appears to have first proposed the application of pounded 
ice, or iced water, to the aneurysmal sac (d); and though its beneficial use was 
much doubted, yet RicHERAND says, that “subsequent observations have proved the 
advantage of pounded ice in the treatment of aneurysm. The examinations of the 
bodies of persons cured in this way, have dissipated all doubts as to the value of this 
remedy.” And he mentions a case reported in the Bulletin de la Faculté de Medecine 
de Paris, No. 4, 1812, in which a popliteal aneurysm was thus cured. The patient 
lived a considerable time after the disappearance of the tumour, and the preparation is 
now in the Museum of the School of Medicine. On the contrary, Hopeson says :— 
“T have seen ice applied to a large inguinal aneurism, but it produced such excruciating 
pain that its employment was from necessity discontinued.” (p. 163.)] 


(a) Hopeson, above cited, p. 235. 


(>) Fressiine, Dissert. de sistendis hemorr- — refrigerans dans les Anévrismes externes. Paris, 
hagiis. Groen., 1804. Wauruer, Neue Heilar- 1810. 
des Kropfes, u.s. w. Sulzbach, 1817. p. 65, (d) Recueil Periodique de la Societe de Sante, & 


(ec) Rapeoose, H., Dissert. sur l'emploi des _ Paris, No. 3. 
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1415. Compression and ligature of the aneurysmatic arteries are the 
two modes of treatment which especially apply to the cure of external 
aneurysms. They agree with each other in effecting the obliteration of 
the artery ; this takes place slowly by compression, in which case the 
circulation is gradually restored by the collateral branches, but occurs 
quickly on tying the artery. Only in a spurious aneurysm, which arises 
from a wound in an artery, and has not long existed, can a cure by com- 
pression be effected, without subsequent closure of the artery, as has been 
already granted in wounds of arteries, under certain circumstances (par. 
2To 

mae Compression has been employed upon the aneurysmal swelling, 
above it, and as a swathing of the whole limb. Proper apparatus or band- 
ages have been used for the purpose. 

1417. Compression of the swelling alone, is on many grounds objection- 
able. It is difficult or impossible, on account of the depth of the artery, 
and the different size of the swelling, always to employ the compression 
properly, and in the same direction ; the aneurysmal sac may be developed 
in another direction, and if the compression be made sufficiently great, 
severe pain, inflammation, and bursting of the sac, may be caused. Nor is 
it certain whether the pressure operates upon that part of the artery above 
the opening, by which the sac communicates with the artery, or upon the 
part below this opening, in which latter case the speedy bursting of the 
artery may be produced. 

1418. Compression of the artery is to be made at that part above the 
aneurysmal swelling, where the artery is superficial and the surrounding 
parts afford a proper point of support for the compression ; in doing this, 
however, care must be taken to avoid the collateral vessels above the 
swelling, especially the larger ones. All the contrivances by which this 
compression is effected, must be so managed that they compress the limb 
only on two sides, because otherwise they would check the circulation too 
much (par. 285.) ‘The compression nust be gradually increased, with 
the greatest care, and so long continued till the obliteration of the artery 
is effected. ‘This compression is often unbearable, when, for example, the 
artery is accompanied by the principal vein of the limb, or by consider- 
able nerves. The femoral artery in its upper third, and the brachial artery, 
throughout its whole length, bear compression best. The position of the 
median nerve, however, close to the brachial artery, renders this less fitting, 
and the compression is painful. It is therefore especially applicable only 
to the femoral artery (a). 

Here also nay be mentioned alternate compression with several tourniquets at differ- 
ent parts. . 

Howras and Cusack (6) have communicated cases of successful result from compres- 
sion of the femoral artery in aneurysm of the popliteal artery, in which the compression 
was employed only.for some hours, and repeated every day, or at longer intervals. 

1419. The compression of the whole limb, by proper bandaging, in 
which, by the application of graduated compresses along the course of the 
artery, increa8ed pressure is made, is not usually accompanied with incon- 
venience to the patient ; the oedematous swelling disappears, and the cure 
may be effected by this simple remedy. ‘The event of the cure in these 
cases appears always to be the complete coagulation of the blood in the 


(a) GuILniER Laroucnre, C. H., Nouvelle longee sur les principales Artéres des Membres 
maniere d’exercer la Compression médiate pro- Strasbourg, 1825. . 4to. 


(6) Dublin Journal of Medical Science, vol. xxiii., 1843, p. 364. 
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aneurysmal sac, depending on the arrest of the circulation throughout the 
whole limb. 


[The unsatisfactory results of the treatment of aneurysm by tying the affected artery 
above and below the sac, opening and emptying the latter, either before or after the 
ligature, and then inducing it to fill up by granulation, as also the dangers of amputa- 
tion, led Guarrant (a) to consider the possibility of some other proceeding for the manage- 
ment of “a disease, so evidently incurable, that both medicine and surgery renounced 
all kind of treatment.” He had, however, observed several cases spontaneously cured, 
in patients who would not submit to either of these operations, and he hoped to succeed 
by a somewhat similar process. “ Many indeed,” says he, “were the trials and dangers 
depending on the varieties of aneurysm, some of which differed from others in their 
nature ; nor did all arise from one and the same spot. But when I especially inquired 
into those aneurysms which occurred at joints, I was led to suspect that by rest in bed and 
weakening the whole body, at the same time also restraining the flow of blood in the artery 
running to the affected part, and finally by gradually compressing the aneurysmal 
tumour itself by the aid of bandages, I might be able not only to prevent its increase, 
but that in course of time the grumous blood would, by little and little, of itself, be 
changed into serum, and rendered fit for circulation, and that the entire resolution of 
the tumour would at length take place. A methodical bandaging, which should from 
day to day more and more compress the affected part, seemed to me the only means 
which could fulfil all the indications ; but as in doing this many hindrances occurred 
to me which seemed adverse to a happy result, I continued in doubt, whether I should 
entirely give it up, or whether at some future time I should be induced to practise it.” 
(p. 129.) In this frame of mind he continued till 17 57, when a case of aneurysm of 
the upper part of the femoral artery having occurred, he employed simple bandaging, 
which to a certain degree controlled the growth of the swelling. But the patient 
would not submit to the necessary rest, and left Guarrant for another Surgeon, who 
tied the artery, and, probably opening the sac at the same time, bound it up very tightly, 
and the man died of mortification of the limb on the third or fourth day. As this 
could not be considered a satisfactory trial of his plan, he determined on trying it in 
another case, a spurious aneurysm, as he calls it, of the popliteal artery, and of which he 
commenced the treatment in November, 1765, according to the following manner :— 
“Having for some days previously,” says he, “applied lint dipped in vinegar and 
water, I covered the whole mass of the tumour with lint, and then applied two oblong 
pillows across each other, like the letter X, upon the centre of the swelling, in such a 
way that the upper ends of both embraced the knee above and the lower below ; an- 
other oblong pillow, wetted with vinegar and water, was then applied along the whole 
length of the femoral artery to the groin, and.moistened all the lint surrounding the 
knee and covering the whole extent of the thigh. I then employed a strong long ban- 
dage, three inches wide and no more, and having made the first turn upon the centre 
of the swelling, carried it around both above and below, in the usual way of bandaging 
the joint, and wound it round sufficiently to cover up and compress it equally. In the 
same way I bound the whole length of the thigh up to the groin, and in order to render it 
more secure, made a couple of turns round the trunk, and so completed the bandaging. 
1 took special care that the first turn of the roller should not too much constringe the 
part, and was very cautious that the pressure should be equally kept up, so that every 
turn of the bandage covered the preceding one rather more tharhalf its breadth ; which 
indeed, in every surgical operation where this indication presents, should always be 
done.” (p. 131.) Blood-letting, low diet, complete rest of the joint, and the application 
of spirits of wine, were ordered. “I left the bandage undisturbed,” he continues, “as 
long as it performed its duty. If properly applied, it would remain for eighteen or 
twenty days. * * * In re-applying I always took care it should be put on somewhat 
tighter. I also directed moderate blood-letting, especially when either the leg or foot 
swelled in the least, which prevented the renewal of the bandage if by chance it became 
tighter than the patient could bear. Subsequently the lint and pillows were moistened 
with vinegar and water, that I might prevent too much heat of skin, which coming on 
might have delayed not a little the cure. By patient and assiduous use of this treatment 
I was delighted to find that the swelling, although it constantly preserved its hardness 
and pulsation, daily decreased more and more; so that, indeed, after three months, I 
had the great pleasure of seeing the patient leave the hospital perfectly cured, Nothing 
remained of it at the place of the torn artery but a callosity, scarcely the size of a large 


(a) Quoted at head of Article in Laurn’s Collectio, 
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bean.” (p. 132.) Such was the treatment Guarrant adopted and continued to practise 
with success, and upon it has been founded the practice of others at a subsequent period. 

Joun Hunter tried compression in one of his cases, but the patient could not bear 
it, and he was obliged to tie the artery. 

In the beginning of 1802, BLIzaRD (afterwards Sir WILLIAM) attempted compres- 
sion of the femoral artery in a case of popliteal aneurysm, with the hope of effecting 
obliteration, in the following manner (a) :—*“ The points of ‘support for the instrument 
were the outer part of the knee and the great trochanter, a piece of steel passing from 
the one to the other: and tothe middle of this a semi-circular piece of iron was fixed, 
which projected over the femoral artery, having a pad at its end moved by a screw, by 
turning which, the artery was readily compressed, and the pulsation in the aneurysm 
stopped, without any interruption to the circulation in the smaller vessels. But although 
the patient possessed unusual fortitude of mind, and indifference to pain, he was incapa- 
ble of supporting the pressure of the instrument longer than nine hours; and when it 
was loosened, the pulsation in the tumour returned with unabated force. After a fair 
trial of this plan the man quitted the London Hospital ; and his femoral artery was tied 
by Astiey Cooper in the following April, in the then usual way, with two ligatures 
and division of the artery between. He did well. 

In 1807, Freer, of Birmingham (b), having witnessed two cases in which GUATTANI’s 
treatment had been adopted, “does not hesitate to recommend the cure of aneurism to 
be attempted, in the first instance, by pressure, rather than by an operation, which fre- 
quently occasions death, even when the patient might have recovered, if left to nature 
alone.” Compression may be applied either on the aneurismal tumour itself, or upon 
the sound artery above it. In those cases, where pressure has been hitherto applied, 
it has been upon the tumour itself; and though this mode of application has frequently 
been attended with success, it is by no means so likely to answer the intention of uniting 
the sides of the vessels, as when used on the sound part of the artery. From the re- 
sult of those experiments I made upon the radial artery of a horse, I should recommend 
the pressure to be applied on the extremities, either by the assistance of SENFFIO’s 
instrument, or in the following manner :—First, place a bandage moderately tight 
from one extremity of the limb to the other, then place a pad upon the artery a 
few inches above the tumour, that you may havea greater probability of its being in a 
sound state; then, with a common tourniquet surrounding the limb, let the screw be fixed 
upon the pad, having previously secured the whole limb from the action of the instru- 
ment, by a piece of board wider than the limb itself, by which means the artery only 
will be compressed when the screw is tightened; the tourniquet should then be twisted 
till the pulsation in the tumour ceases. In a few hours, as by experiment in the horse, 
the limb will become edematous and swelled; the tourniquet may then be removed, and 
no stronger pressure will be required than can easily be made with the pad and roller. 
The irritation produced by this mode of pressure, excites that degree of inflammation 
of the artery which deposits coagulable lymph in the coats of the vessel, thickens them, 
diminishes the cavity and eventually obstructs the passage of the blood.” (pp. 112,18.) 
HopGson mentions two cases in which this mode of treatment was adopted: in the one, a 
popliteal aneurysm, the pressure could not be supported longer than two hours, and in the 
other, where “it was applied to the brachial artery, the pain and swelling of the limb © 
was so considerable that the Surgeon was compelled to abandon the practice.”(p. 177.) 

RICHERAND (c) observes, that if “the compression be made above the aneurysm, the com- 
pressed artery must be S@perficial, and have a solid point d’appui in a neighbouring bone. 
The compression also must not operate on the whole circumference of the limb; if 
spread over too large a surface, it will be too weak to press down the walls of the 
vessel; it will uselessly cause severe pains, produce swelling of the limb, by opposing 
the return of the lymph and venous blood ; and it will hinder the passage of the blood 
through the collateral vessels, and consequently tend to produce want of nourishment, 
and gangrene of the limb, by obliterating all its vessels, on which account circular com- 
pression is to be entirely discarded in cases of aneurysm. * * * A tourniquet, or any 
analogous instrument, should be used, which will make a strong pressure on a particular 
part of the artery, and at a part directly opposite; whilst the limb remains free from 
all compression at any other part of its circumference.” In illustration of this method, 
he mentions a case of popliteal aneurysm, in which, for a whole year, complete quiet, 
lying in bed, low diet, bleeding every month, and pressure, where the artery passed 
through the tendon of the m. triceps femoris, were employed. ‘The compression was 
effected by a semi-circular steel spring, like that of a rupture truss; a screw, with a pad 


_(@) From a paper of AstLEy Cooper’s on Aneu- (b) Quoted at head of Article. 
rism, in Med. and Phys. Journ., vol.viii. p. 2. 1802. (c) Nosographie Chirurgicale, vol. iv. 
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at its end, graduated the pressure on the vessel at will: The pain at first prevented its 
constant application; but, by gradually accustoming himself to it, and increasing the 
force, he succeeded in weakening, and then in preventing the pulsations of the swelling, 
which became adherent, hardened, and reduced to a little tubercle, formed doubtless by 
the coagulated blood, and adherent to the inside of the aneurysmal sac. The practice of 
Professor Dusots presents many instances of success by the same means.” (pp. 95, 6.) 
Compression for the cure of aneurysm, has, however, been little thought of, or employed 
in this country, till within the last four years, when it was revived by Hurron, of 
Dublin (a), for a case of popliteal aneurysm, as large as a hen’s egg, as the patient 
would not submit to the operation of tying the femoral artery. “For three or four 
weeks he maintained the horizontal posture, and a compress and bandages were applied ; 
but, as the tumour gradually increased in size, and as he suffered pain from the pressure, 
this treatment was‘discontinued.” On the Ist Nov. 1842, Hurron therefore applied an 
instrument, “so contrived as to admit of pressure being made by a screw and pad upon 
the course of the femoral artery, and the counter-pressure upon the Opposite surface of 
the limb, without interfering with the collateral circulation, In the first instance, the 
compression was made upon the femoral artery in the middle third of the thigh; and, 
although it was effectual in compressing this vessel, it produced so much uneasiness that 
it could not be sustained, and, after a few applications, the apparatus was removed, and 
adapted to the upper partof thelimb. Nov. 12. The femoral artery was compressed as 
it passes from the pelvis under Poupart’s ligament, and the pressure maintained for 
more than four hours. ov. 14. The tumour feels rather more solid; the purring 
thrill before felt, on the re-entrance of the blood into the sac, is no longer sensible; the 
pulsation as before. Nov. 22. Duration of compression three hours; the pulsation 
returned after its removal. ov. 24. Artery compressed six hours; same result. He 
could not bear pressure next day for soreness in the groin; and he had some pain inthe 
tumour, Vov. 26. The compression resumed, and continued for four hours ; when the 
instrument was removed, the pulsation had ceased in the tumour, which felt solid, and 
was free from pain. Mov. 27. The pulsation had in a slight degree returned ; compression 
for six hours. Nov. 28. No pulsation was now felt in the tumour. It had decreased’ in 
size, and was solid. ov. 29. The compression was maintained for six hours; no pulsa- 
tion felt; compression applied three hours. Dec. 1. An artery, about the size of the 
temporal, is felt pulsating along the surface of the tumour, which is quite solid, much 
diminished in size, and is altogether free from pulsation. The use of the instrument 
was now discontinued, Dec. 27. The tumour reduced to the size of a small walnut, and 
very hard. He was this day discharged at his own request.” (pp. 364, 65.) Very soon 
after the termination of this case, Cusack treated a popliteal aneurysm in the same way, 
beginning first with a bandage over the whole limb, to which subsequently was added a 
compress on the aneurysmal sac; this was continued for a month, but without effect. 
“ Feb. 22. Hurron applied his instrument, the pad being screwed down on the femoral 
artery at as high a point as possible, and with a force sufficient to stop completely the 
pulsations in the tumour; a compress was then laid over the aneurism, and secured by 
a flannel bandage, beginning at the toes. He soon began to feel uneasy ; but when it had 
been on for one hour and a half, his face became pale, his pulse weak and slow, and he 
complained of faintness, with a feeling of weight in the situation of the pad, running up 
to his heart, and a sensation of a rush of blood to his head, accompanied by profuse 
perspiration on the forehead and vertex ; the instrument was now loosened, and he soon 
rallied. When quite recovered, the pad was again screwed down; but he could not bear 
it for more than half an hour at a time.” The apparatus was continued for five days, 
the patient screwing down the pad as he could bear it; but no benefit having been 
gained, it was put aside, and a bandage applied. From the 22nd J anuary to the 4th of 
March, he had been taking ten drops of tincture of digitalis thrice a day; but it was 
then increased to fifteen drops, which was continued a fortnight longer, and then left off 
entirely. “ March 16. Sir P. Crampron’s instrument, modified by Mr. Daty, was put on 
so as merely to lessen the impulse in the aneurism ; no compress or bandage was put on 
the tumour. March 18. Bears this instrument much better than the last; has none of 
the unpleasant rush to the head, * * * No change in the tumour. March 22. The 
tumour is decidedly harder and smaller, the impulse being greatly lessened. At times 
‘there is only a thrill in the aneurism; sometimes there is no motion whatever in the 
‘tumour, even when the pressure is removed, but it returns on the slightest movement of 
‘the body. March 23. Pulsation has totally ceased ; the tumour is very hard, and about the 
‘Size of a large walnut; a large artery can be felt running down superficial to the 
aneurism, over which it can be easily rolled with the finger ; it then divides into two 
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branches; the articular vessels do not appear enlarged. March 25. Theinstrument was 
removed to-day. The femoral artery can be distinctly traced as far as the opening in 
the tendons of the triceps and vastus internus. April 1. The tumour is decreasing; the 
enlarged artery above mentioned is much smaller than at the last report. April 7. 
Tumour continues to decrease; the entire artery can be traced until it enters the 
aneurism; but in the lower third of the thigh, and in the ham, the pulsation is so weak 
that it can only be felt on a careful examination. April 14. The enlarged artery has 
become very small, while the popliteal artery of the affected limb now pulsates as 
strongly as that of the sound one; a number of hard cords can be felt passing over the 
tumour.” (pp. 367, 68.) In the spring of the same year (1843) BeLLiIncHam (a) 
treated a case of secondary aneurysm of the right external iliac artery, which had been 
tied by him a twelvemonth before, and though the sac had suppurated and filled by 
granulation, reappeared on the Ist of April. He was kept perfectly at rest in the 
horizontal posture, from the 3rd of that month to May 11, five or six ounces of blood 
twice taken from the arm, and tartar emetic and digitalis given. About ten days after his 
admission, the integuments became a little discoloured. No further change, however, 
occurred: and, on May 11, pressure on the distal side of the tumour was made, by 
means of the instrument for compressing the femoral artery in popliteal aneurysm, was 
commenced ; but it appeared rather to increase the pulsation in the tumour.” The 
pressure was continued at intervals, and on the next day the pad was applied to the 
artery at the origin of the profunda. The pressure was kept up the following three 
days, but discontinued at night; the tumour was smaller, and its pulsation diminished, 
but after a few days became more perceptible, and the apparatus was therefore left off.’’ 
Some days subsequently, pressure was applied directly upon the tumour, by means of a 
compress, adhesive plaster, and bandage tightly round the body.” After some days the 
tumour had diminished in size, and became more flat; the pressure gave no uneasiness, 
and was continued till the beginning of July, and on the 20th of that month, “some 
remains of the tumour could still be detected by pressure over its side, but no 
pulsation or bruit of any kind could be heard; neither can any pulsation be felt in the 
femoral artery, from Povurart’s ligament downwards. Aug. 17. No tumour can now 
be felt; there is merely a little hardness in the situation of the former swelling.” 
(p. 243-6.) In 1844, in another case, which was a femoral aneurysm in a man, who, fifteen 
months previously, had had popliteal aneurysm of the other limb cured by pressure, 
BELLINGHAM, after one bleeding from the arm, and fifteen drops of tincture of digitalis 
for five days, applied the same kind of instrument as that which had cured the disease im 
the other limb, at the groin, relaxing it at intervals when the pressure became painful. On 
the third day the instrument, having got out of order, required removal, and was tem- 
porarily replaced by a tourniquet pad at the groin, upon which a four-pound weight 
was placed, and this, with a slight pressure of the patient’s hand, stopped the pulsation. 
On the following day a seven-pound weight was substituted, the tumour was somewhat 
more firm, and rather diminished in size; but the pulsation was still very strong when 
the pressure was removed. Ice was applied a day or two after to relieve the heat felt 
in the evening. On the eighth, a bandage was applied round the limb, from the toes 
over the tumour, and partly up the thigh, and the original pressure apparatus again put 
on; but on the twelfth day the weight was resumed, as the patient preferred it. On 
the nineteenth day, the pressure having been kept up steadily, except at night, whilst he 
sleeps, “the tumour is evidently more firm, and smaller; the patient suffers no pam 
when it is pressed or handled, and has lost the uneasy feeling about the limb. To-day 
an instrument, in form of a carpenter’s clamp, was applied, the pad of which was fixed 
upon the artery in the upper third of the thigh, and he retained it on for several hours. 
However, as it compressed the femoral vein also, the limb swelled, and he was obliged 
to remove it towards evening.” The pressure was continued on the same principle, but 
with an improved instrument for the following seventeen days, but the tumour continued 
stationary. On the thirty-sixth day a second similar instrument, “but with a larger 
arc, so as to permit the pad being placed over the artery in the groin, was applied, and 
the patient directed to use it alternately with the other upon separate portions of the 
vessel; and, when the pressure became painful at one point, to tighten the screw of the 
other, and then relax it. About three in the afternoon, he fixed the pad of one instru- 
ment on the femoral artery, where it passes over the horizontal ramus pubis, and the 
second on the femoral artery lower down, and continued the pressure nearly con- 
stantly up to twelve o’clock at night, when, on relaxing the screw, he found that the 
pulsation of the aneurism had ceased. He, however, persevered in the use of the instru- 
ments throughout the night.” On the forty-second day, the pulsation had entirely ceased ; 
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“a vessel of some size was now, for the first time, felt, which ran superficially in the 
course of the femoral artery, and had evidently become enlarged since the filling up of 
the sac of the aneurism. The patient says that last night, about twelve o’clock, when 
he loosened the screw of the instrument, the anenrism no longer pulsated, from which 
time he suffered much pain, both in the tumour and about the knee.” These symptoms, 
however, subsided on the following day, when, “in addition to the superficial arter 
already mentioned in the course of the femoral, the articular arteries about the knee 
were found enlarged, one of which, on the inside, is nearly as large as the radial artery.” 
On the fifty-seventh day “the tumour was about the size and shape of a small hen’s 
egg, very firm and solid. The pulsation in the femoral artery can be traced from the 
groin to within a short distance of the obliterated sac of the aneurism.” (p. 248-54.) 

Such are the results of the first three cases, in which aneurysm has been treated by 
compression by the Irish Surgeons, and Betzincuam has enumerated (a@) nine other 
cases in which it has been employed, three of which have been managed in England by 
Liston, ALLAN, and GREATREX, and the rest in Ireland, and all cured. Thus Cramp- 
TON’S assertion (b), that “ intermediate compression, or compression from without (main- 
tained for a sufficient length of time to allow the blood in the aneurismal sac to coagulate) 
had been tried and was found ineffectual,” (p. 359,) is proved to have been so only on ac- 
count of the inefficient mode of the application of external pressure. From this account, 
although I have yet had no opportunity of practising this treatment, I must confess I 
think it highly worthy of serious attention, and am much disposed to think I should try 
it on a fitting occasion. BrLLincHam very justly observes, upon the advantage of 
alternating pressure upon the artery, that “the principal improvement which has taken 
place in the treatment of aneurism by compression, consists in the mode of applying the 
pressure; that is, instead of employing a single instrument, we employ two or three, if 
necessary; these are placed on the artery leading to the aneurismal sac ; and, when the 
pressure of one becomes painful, it is relaxed, the other having been previously 
tightened, and, by thus alternating the pressure, we can keep up continued compression 
for any length of time. By this means the principal obstacle in the way of the employ- 
ment of pressure has been removed ; the patient can apply it with comparatively little 
inconvenience to himself; time will not be lost owing to the parts becoming painful or 
excoriated from the pressure of the pad of the instrument ; and, as the pressure need not 
be interrupted for any length of time, the duration of the treatment will be necessarily 
considerably abridged.” (p. 167.) With regard to the treatment of the artery which 
has been thus treated, BeLLIncHAM says:—‘ It will be observed, from the histories 
of the cases which have been published, that the femoral artery could be traced, after 
the cure, to near the sac of the aneurism, proving that the artery is never obliterated at 
the point compressed.” (p. 165.) This is a very interesting circumstance, and supports 
JoHuN HunTeER’s opinion, that “the force of the circulation being taken off from the 
aneurismal sac, the progress of the disease would be stopped.” | 


1420. As regards the more precise determination of making use of pres- 
sure for the cure of aneurysm, it is advised by many to employ it in all 
aneurysms, so that even if no cure take place, a progressive expansion of 
the collateral branches may be effected. It may be employed if the 
aneurysm be still recent, if it be not large, especially when the conse- 
quence of an external injury ; if there be no circumstances which render a 
speedy cure necessary ; if the patient be not very stout, the limb not very 
much swollen, and the artery so situated, that its walls can be properly 
brought together by compression. Where beneficial, it soon shows; the 
experiment of compression is, therefore, never to be persisted in too long, 
and it should be left off as soon as circumstances oceur which may 
render it dangerous. It is always proper to accompany the pressure 
with rest, blood-letting, cold applications to the swelling, and the internal 
use of digitalis, and so on. 


_ SamuEL Cooper (c) believes, that compression is successful only in about one out 
of thirty cases, and that a certain number of the successful cases must doubtless be con- 
sidered rather as spontaneous cures of aneurysm. 


(a) Med.-Chir. Trans., vol. vii. (6) Dublin Journal, vol, xxvii, 1845, 
(ec) First Lines of Surgery. London, 1819. vol. i. p. 304, 
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1421. Tying the aneurysmal artery (the Operation for aneurysm) is the 
most certain mode of treatment; and there are two modes in which it is 
performed. The one, laid down in the ancient Greek Surgery, by PHi- 
AGRIus and Antyuuus, which consists in opening the aneurysmal sac, 
removing the coagulated blood, and tying the artery above and below it ; 
the other, where the artery is laid bare and tied above the swelling, between 
it and the heart, upon which the swelling diminishes and disappears (1). 


(1) This mode of operation is usually called the Hunterian. Although it had been 
previously practised by ANEL (@) and DrsauLr (8), it was, however, first raised to a 
systematic operation by HunTER (2). In former times, indeed, tying the brachial artery 
above the aneurysmal sac was performed by A&rius, PauLUs AUGINETA, GUILLEMEAU, 
and THEVENIN; subsequently, however, even the sac itself was opened. 

[(2) The operation of tying the artery at a distance from the aneurysmal sac, and 
where its coats are healthy, has been justly claimed by English Surgeons, for JoHN 
Hunter, notwithstanding that till within a few years our French neighbours have 
laboriously endeavoured to show that it was merely a repetition of the operation per- 
formed by their countryman ANEL, at Rome, in January, 1710, and subsequently by 
DesavLt, in June, 1785. Honourable exception to this nationality is offered by Dxs- 
cHamps’ able vindication (c) of HuNTER’s originality in reference to his operation ; and 
within the last few years his title to it has been almost universally conceded. The 
circumstances, however, are so interesting in reference to this operation and its import- 
ance so great, that a short notice of the operations of ANEL and of DEsauLT cannot be 
here misplaced. 

ANEL’s operation was performed on the brachial artery of a friar which had been 
wounded in venesection, but which did not bleed till the fifteenth day after the injury, 
when it was checked by the use of astringents and bandage. ANEL’s account of the 
disease is exceedingly confused and probably he did not very well understand its true 
nature, for, he says :—‘ From the day of venesection to that of the operation, we see that 
three kinds of aneurysm have occurred in the same artery of the same arm,’ a true 
aneurysm, a false one, and a true one again, upon which last he operated. It is probable, 
however, that during the whole course of the disease it was none other than the ordinary 
spurious aneurysm following a wound in an artery, which, Jonn Honrer (d) observes, 
“‘ will produce various effects according to the treatment, all of which are called so 
many aneurisms: but I do not consider a wound in an artery, an aneurism, even if 
in an aneurism itself.”” (p. 543.) ANEL thus describes the operation performed on the 
30th January, 1710 :—* Having made myself master of the blood by means of a tourni- 
quet, I made an incision in the integuments without touching, in any way, the aneuris- 
mal sac; I then sought for the artery, which I found situated below the nerve, which is: 
not common. I took every precaution in separating it from this, and having lifted it 
upon a hook, I ligatured it as near to the tumour as possible. The artery having been 
tied I loosened the tourniquet, when a small muscular branch, which I had divided in’ 
dissecting the vessel, bled and compelled me immediately to tighten the tourniquet and 
to tie the artery again a little higher up; the tourniquet being loosened, I saw no more 
bleeding nor any pulsation in the tumour. I then applied the proper dressings and 
a bandage.” (p. 220.) On the following day pulsation of the artery at the wrist was 
very distinct. “The first ligature separated on the 17th day of February, 1710 ; and the 
second on the 27th of the same month; without the supervention of the least hemor- 
rhage, on the 1st of March in the same year, this friar not only left his room, but went 
even tochurch. * * * On the 5th of March the wound was perfectly cicatrized.” (p. 221.) 
In his reflections on the case, ANEL observes :—“ With regard to the mode of doing 
the operation, I performed it in a different way to what authors describe, which I have 
seen good Surgeons adopt, and which I have myself had recourse to several times; for 
instead, as is customary, of applying the ligature above and below the aneurism, I only 
practised it above. Besides, the aneurismal sac is usually opened, but I did not touch it 
at all; not doubting but that the blood contained in it would be dissipated, being at 


(a) Suite de la nouvelle Méthode de guérir la 
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liberty to pass on towards the extremity ; that the sac, being once empty, would not fill 
again; that the layers of membrane that formed it would not fail to collapse ; and that 
thus the tumour would disappear, all which happened as I thought. In this way the 
operation was less tedious, and much less painful ; besides, my incision was not half the 
usual length, hence there was a smaller cicatrix.” (p. 223.) The tumour collapsed in such 
a way that it would have been impossible to have ascertained the spot where the aneu- 
rism existed.” (p. 222.) 

Desavur’s operation, as stated by SABaTIER (a), was performed in June, 17 85, upon 
a popliteal aneurysm which “ had acquired the size of a turkey-hen’s egg; the patient 
was thirty years of age. * * * Desauur made an incision about two inches in length 
at the upper part of the tumour, laid the artery bare, separated it from the nerve and tied 
it. * * * On the sixth day he tied a ligature of reserve, that he had placed under the 
artery above the first one. The state of the wound and of the patient was such as to 
promise a speedy cure.” The tumour diminished to half its size and the ligature came 
away on the eighteenth day. “On the following day the wound discharged a tolerable 
large quantity of matter mixed with blood, and the tumour disappeared almost entirely ; 
an evident sign of the rupture of the aneurismal sac. After this nothing was left but a 
fistulous opening which healed in a few days.” (p. 403.) 

EricuseEn (6) observes :—“ From the following remark by Maunorr it would appear 
that little importance was attached to the operation at the time even by DEsavttT himself. 
‘I lived,’ says Maunorr, ‘two years with Desauut, and I do not remember to have 
ever heard him speak of this operation. It had not been considered of consequence; and 
in general, it seemed to me, that it was quoted without being understood and after very 
vague reports.’” (p. 403.) 

Desavxt’s operation was also performed by Porr after Hunter had performed his 
new operation, in a case of femoral aneurysm of which E, Home gives a brief and not 
very clear account in the paper presently to be cited from ; it did not, however, succeed, 
and amputation became necessary, at what period, however, Home does not state. 

I have heard it mentioned that Joun Hunrer was indebted to Forp, for the sug- 
gestion at least, if no more, of his mode of operating in cases of aneurysm. It is not 
at all improbable that HunrEr’s mind may have been led to the operation he afterwards 
practised, from his reflection on the two cases of Forn’s, presently to be mentioned ; 
but this appears to be all Forp had to do with the matter, as it is very unlikely he 
should not have taken notice of the subject, had he any claim to it, in the paper (c) 
he published between two and three years after Hunrer’s first operation; and, in fact, 
he utterly discourages any kind of operation. He says:—“ An aneurysm of the larger 
vessels, when it occurs in the trunk of the body, is a disease that is usually fatal, and 
it is not uncommonly so when it happens in the extremities; the mode of cure in the 
latter case, whether by amputation of the limb or by tying the artery, being universally 
allowed to be hazardous. * * * The cases I now communicate to you serve to establish 
the fact, that in cases of aneurysm the efforts of nature alone, unassisted by art, have 
produced in the coats of the vessel a coalescence of its sides, firm enough to render the 
artery impervious to the impetus of the blood, whilst the circulation in the extremity 
has been amply supported by the collateral branches going off above the aneurysmal 
tumour.” (pp. 142, 43.) The first case he met with, several years previous to pub- 
lishing his paper, was a popliteal aneurysm ina chairman. “Tle was admitted into an 
hospital, and at the end of three months, when he called upon me,” (again,) says Forp, 
“I found that the tumour had totally disappeared, and that the limb was wasted, and a 
little weaker than the other, but that he was capable of doing his business. Upon 
inquiry, I could not learn that the cure could be ascribed to any other means than to 
the efforts of nature, with which an horizontal position of the body, and a regular diet, 
might perhaps have co-operated. This man died soon after of a fever, and as the limb 
was not examined by dissection, and a doubt arose whether the tumour was aneurysmal 
or not, the circumstances of the case were not deemed strong enough to justify any 
inference to be made from it.” (pp, 143, 44.) The next case was that of a clothes- 
presser, thirty-six years of age, who had “a tumour situated on the anterior and upper 
part of the right thigh, about three inches below Pouparr’s ligament. It was of the 
size of a turkey’s egg, and had a strong pulsation.” He had also, “at the same time, 
a swelling about the size of a pullet’s egg in the ham of the other leg, in which was 
felt a tremulous pulsation.” (p. 144.) Two months after, the swelling in the right 
thigh had considerably increased ; and from the irritation, probably dependent on a 


(a) Médecine Operatoire. Paris, 1796. 
(b) Cited at head of article. with Remarks ; in London Medical Journal, vol. 
-(¢) Cases of the Spontaneous Cure of Aneurism, ix, 1788. 
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mustard poultice having been applied, and a cordial regimen directed by an empiric 
to promote suppuration, he had a very severe attack of fever, which, however, by proper 
treatment was relieved. ‘No operation was proposed for fear of mortification and fatal — 
hemorrhage. ‘We now examined the other leg,” says Forp, “but found no traces 
left of the swelling I had formerly seen.” Six weeks after he died with gangrene 
of the right thigh, without hemorrhage. On examination of the left ham, “externally 
there was no mark left of the tumour; but upon cutting down to the vessel, we found 
the popliteal artery enlarged to the size of a small hazel nut. On opening the artery, 
both above and below this tumour, and endeavouring to pass a director and a probe, it 
was found to be quite impervious to the instruments, although some force was used ; 
and upon further examination, it was found plugged up by a substance of a hard and 
firm consistence.” (p. 148.) The last case was a femoral aneurysm, seen by ForD in 
September, 1785, when it “was about the size of a middle-sized China orange, and 
obviously increasing. The situation of it was so high up as to admit of no hope of 
preserving his life by removing the limb, or by tying up the artery. It was, therefore, 
only recommended to him to lie in bed, to keep his bowels open by gentle laxatives, and 
to live upon a very spare diet.” (p. 149.) Among the professional people who saw this 
man, and by whose concurrence compression at the groin was made, but could not be 
persevered in on account of the severity of the pain, HUNTER is mentioned; but this 
case could not have encouraged or induced him to perform his new operation, because 
“‘for four months (from September) those symptoms continued to prevail which usually 
precede a fatal termination,” and it was only “at the end of six months that the man 
began to think the pulsation was not so strong in the swelling, and that it had ceased to 
increase. * * * In the month of March, (three months after HunTER had operated on 
his patient,) the circumference of the tumour was much lessened, and the pain had 
ceased; the tension was also diminished, the inflammation of the skin had given way, 
and was now become scabious, putting on a mottled look, and appearing in some parts 
brown, and in others of an orange colour. (pp. 150, 51.) For two months afterwards 
the tumour continued to lessen. * * * He was sent into the country, where he soon 
recovered his strength and the use of his limbs so much, that in three months he was 
able to walk several miles with a stick.” After the lapse of two years, he was fully 
recovered; but “ the thigh was two inches and a half in circumference larger than the 
other, and there was a hard incompressible tamour where the aneurism was, but which 
gave him no uneasiness.” (pp. 151, 52.) From this account, it is quite clear that the 
second is the only case which could at all have attracted the attention of such a mind 
as that of HunTeEr, and lead to the proposal of his operation; but neither of the three 
seemed to have impressed Forp beyond the importance of quiet, and its adequacy to 
effect the natural cure of the disease; and from his review of these, as well as of the 
cases recited by GuatTrant, he infers—“1st. That nature is capable of effecting the 
cure of many aneurisms solely by her own efforts. 2nd. That these efforts have been 
successful even when counteracted by improper treatment, as in the (second) case of the 
popliteal aneurism (no mention, however, is made of such improper treatment in the 
recital of the case. J. F. s.); but that a quiet position of the limb, with an antiphlogistic 
regimen, contributes to the cure. 8rd. That the cure by nature is a permanent one. 
4th. That the inert mass left behind is not likely to produce any mischief. 5th. That 
the unsuccessful event of the operation for the popliteal aneurism, does not principally 
depend on any particular hazard in consequence of an obstructed circulation in the 
ham, but upon other causes.” (p. 155.) 

The first notice of Joan HuntTsEr’s improvement in the operation for aneurysm, was 
given by Everarp Home in the year 1786 (a), and in that subsequent, the dissection 
of the case. He also published another paper (6), giving the history of all the cases 
on which HunTer operated, together with some by other Surgeons. In the first paper 
Home introduces the case with the following remarks :— 

“The common method of operating in cases of popliteal aneurism having, in many in- 
stances, proved unsuccessful, the operation itself has been condemned by some of our 
most eminent Surgeons. If we consider the cases in which it has been performed, and 
where the patients have died, we shall probably find that in all of them the artery had 
been diseased at the part enclosed by the ligature, and had either sloughed off, or had 
been cut through where it was tied, so that the sides of the artery, though brought 
together, had not remained a sufficient length of time in that situation to unite by the 


(a) An Account of Mr. Hunrer’s Method of forming the Operation for the Cure of the Popliteal 


performing the Operation for the Cure of the Pop- Aneurism, containing all the cases on which he 
liteal Aneurism 5 in London Medical Journal, vol. had then operated ; in Transactions of a Society for 
vii. 1786, vol. viii. 1787. the Improvement of Med. and Chir. Knowledge, 
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first intention, and the patients lost their lives from the consequent hemorrhage. The 
femoral and popliteal arteries are portions of the same trunk, presenting themselves on 
different sides of the thigh, and are readily come at in either situation; but where the 
artery is passing from the one side to the other, it is more buried in the surrounding 
parts, and cannot be exposed without some difficulty. In performing the operation for 
the popliteal aneurism, especially when the tumour is large, the ligature is commonly 
applied on the artery at that part where it emerges from the muscles. This will be too 
limited a space, should it prove diseased for some way higher up; and if the artery 
should afterwards give way from any of the causes above mentioned, there will not be a 
sufficient length of vessel remaining to allow of its being again secured in the ham. 
To follow the artery up through the insections of the triceps muscle, to get at a portion 
of it where it is sound becomes a very disagreeable part of the operation; and to make 
an incision on the fore part of the thigh, to get at and secure the femoral artery, would 
be breaking new ground—a thing to be avoided, if possible, in all operations. From 
these considerations, suggested by the accident of the artery giving way, which hap- 
pened several times to Mr. Hunter, he proposed, in performing this operation, that the 
artery should be taken up at some distance from the diseased part, so as to diminish the 
risk of hemorrhage, and admit of the artery being more readily secured, should any 
such accident happen. The force of the circulation being thus taken off from the aneuris- 
mal sac, the cause of the disease would, in Mr. HunTEr’s opinion, be removed; and he 
thought it highly probable that if the parts were left to themselves the sac, with the 
coagulated blood contained in it, might be absorbed, and the whole of the tumour 
removed by the actions of the, animal economy, which would consequently render any 
opening into the sae unnecessary.” (p. 391-93.) 


1422. The operation for aneurysm is generally indicated—1. If compres- 
sion be not applicable. 2. When, as regards the position of the artery, it 
can be employed, but cannot be borne. 3, When the aneurysm, already 
large, threatens to burst, or has burst. 4. In spurious diffused aneurysm, 
when the effusion of blood is considerable. The result of the operation for 
aneurysm is extremely doubtful, if several aneurysms exist in the same 
person, if the patient be in years, or weakly, if from the size of the swelling, 
destruction of the bones and neighbouring parts have been produced, 
whereby, perhaps, the collateral branches have been closed ; if the arterial 
coats be rigid, or in any other way changed by disease, and compression, 
by swathing the limb, have been too long employed. The larger the 
principal trunk to be tied is, the more doubtful is the prognosis ; the 
assistance rendered by nature by the enlargement of the collateral circu- 
lation is, however, very remarkable, and under the most unfavourable 
circumstances the treatment often presents the happiest results. 


[E. Home has justly observed, “ that Surgeons have laid too much stress on the neces- 
sity of large collateral branches being present, to ensure the success of this operation ; 
this must have arisen more from their anatomical knowledge, than from observations 
made from practice, since we find the trunk of the femoral artery may be taken up in 
any part of the thigh, without producing mortification of the limb. In one patient 
afflicted with aneurism, whose limb Mr, Hunter examined after his death, though there 
was great reason to believe that the artery had been obliterated above the great mus- 
cular branch, the limb had been very well nourished.” (p. 399.) 

As regards the size of an aneurysm, best suited for operation, Joan Hun rer says :— 
“T wish never to see one, that can be made the subject of an operation, larger than a 
walnut before it is operated on.” (p. 543.) Surgeons however, at present, rarely care 
about the size of an aneurysm, provided the skin be healthy, and there be sufficient 
space to apply a ligature between it and the heart, on a presumed healthy part of the 
artery.—J. I. S.] 


1423. In the operation for aneurysm, by opening the sac,.after the circu- 
lation into the artery is arrested by the application of a tourniquet above 
the aneurysmal part, the skin covering the swelling is to be divided by 
a cut, which must extend from above to below it ; the sac of the aneurysm 
is to be opened in the same direction, all the blood-clot removed, and’ the 
cavity cleansed. The Surgeon then endeavours to find out the proper 
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opening of the artery, introduces into ita probe or a female catheter, with 
which the artery is to be raised above the sac and separated from the 
surrounding parts; a ligature is then to be passed round it with Descuamps’ 
needle (1) and tied. In this way the artery is to be isolated and tied 
above the swelling. (What will subsequently be said, in reference to the 
form of the ligature, applies here.) The cavity of the sac is then cleansed, 
filled lightly with lint, covered with sticking-plaster and a compress, 
and the whole kept in its proper place with a four-headed bandage. 

(1) DescHamrs’ needle is the most convenient instrument for a ligature; if made of 
silver, it can assume every necessary curve. WeIss’s and Krry’s needles are suitable 
for some cases of very deep-lying arteries. 

As to the numerous varieties of aneurysmal needles, compare— 

ARNEMANN, Uebersicht der beriihmtesten und gebrauchlichsten Instrumente alterer 
und neuerer Zeit. Gottingen, 1796, p. 193. 

KromBuHorz, Akologie, p. 391. 

Hourze, De arteriarum ligatura. SBerol., 1827. 4to., pl. ix. 

1424. Hunrer’s mode of operation requires the laying bare and isola- 
tion of the artery at a suitable distance above the seat of aneurysm (1). It 
is here especially to be remembered, that the artery should be separated 
from its surrounding cellular sheath only as far as is necessary to carry 
around it, with DescHamps’ needle, a round, but not too thick ligature, 
which is to be firmly tied upon the artery with two single knots (2). The 
ends of the thread should be laid in one or other angle of the wound, the 
edges of which are to be brought into close contact with sticking-plaster, 
in order to effect the cure, if possible, by quick union. The ligature 
separates, according to the size of the artery, between the eighth and six- 


teenth day. 

I consider tying the artery with a single round ligature, by which its inner and 
middle coats are divided, (ascertained by the artery forming a swelling above and below 
the ligature, and by the ligature being heaved up by the impulse of the blood,) with the 
simultaneous simple treatment of the wound, as the most preferable mode of treatment 
( pars. 283, 285.) ‘The different modifications must, however, be here mentioned, which 
have been proposed for the more certain attainment of a successful result. 

Scarpa (a) holds, in opposition to JonEs, (who concludes from his own experiments, that 
the division of the internal coat of the artery, with a single round ligature, favours the 
formation of a plug of blood, the adhesive inflammation, and the pouring out of plastic 
lymph within and without the artery,) that this result happens less frequently in men 
than in animals, that after-bleeding occurs the more quickly, as on the setting up of 
suppuration, the external coat of the artery is less capable of withstanding the impulse 
of the blood, and that this happens so much the earlier, as the division of the arterial 
coats by the ligature-thread resembles more a torn and bruised, than a cut wound. Also 
that the ligature-thread does not bring both the divided coats together, but only the 
wrinkled walls of the external. As the internal coat of the artery is very much disposed 
to adhesive inflammation, and plastic exudation, so a pressing together of the artery is 
sufficient to bring about adhesion. Upon these grounds, Scarpa prefers, to all other 
modes, tying the artery with a small band of waxed threads, between which and the 
artery, a little linen cylinder, smeared with cerate, is placed. In this mode, however, 
the artery must be laid bare, no further than necessary to carry the band round it, nor the 
cylinder be longer than a line, or thereabouts, beyond the ligature, which, for the largest 
artery, should be about a line. The band must not be drawn excessively, but only suffi- 
ciently tight to keep the uninjured walls in close contact. By this plan of tying, a 
closure of the artery is produced by the actual joining together of the touching walls of 
the artery. Such flattening of the artery and touching of its walls, had been previously 
performed with broad ligatures, with the underlaying of a piece of wood or cork (3). 
DescHamps (6), more recently Crampron (c), ASSALINI (d), and KOHLER (e) have 

(a) Memoria sulla Legatura delle principali (b) Above cited, f. 1-4, 

Arterie degli Arti; con una Appendice all’ Opera (c) In Medico-Chirurg. Trans., vol. vii. pl. v. 
sull’ Aneurisma. 4to. Pavia, 1817,—Vacca Brr- fz. 
LINGHIERI, A., Istoria di una Allacciatura dell’ (d) Grossi. 


Iliaca esterna e Reflessioni sull’ Allacciatura tem- Ce) Dissert. sistens quedam de Aneurysmatibus 
poraria delle grandi Arieri2, Pisa, 1823. scalpelli ope ra curandis. Berol., 1818, 
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attempted to operate with peculiar arterial compresses; these metallic contrivances are, 
however, dangerous, and in reference to their operation on the coats of the artery, and 
the parts surrounding it, not comparable to the soft cylinder which adapts itself to the 
periphery of the artery. 

JONES (a) advanced the opinion, that, if upon a large artery several circular ligatures 
be made near each other, whereby as many tears of the internal coat are produced, and 
the threads be immediately removed, the plastic lymph effused into the cavity of the artery 
is sufficient for its obliteration. Hopson (6) has, by experiment, disproved this opinion, 
TRAVERS (c) recommended, but subsequently disadvised such treatment. Cases, how- 
ever, are given, in which the ligature was removed twenty-four hours (d), and fifty and 
a half hours (e), after tying, and the cure ensued. Scarpa also has observed, that the 
closure of the artery follows, if the ligature, with its subjacent linen cylinder, be 
removed on the third or fourth day; only in weakly persons is it necessary to leave the 
ligature till the sixth day. Scarpa, as well as others, have made known cases favour- 
able to this mode of treatment. His mode of applying the ligature with a subjacent 
cylinder specially facilitates its removal. Scarpa uses a peculiar grooved probe, cleft in 
front and open, and a small knife for loosening the ligature. The proposals of PALLETTA 
and RoperTs must be here mentioned; by means of a sliding thread, the tightened 
principal loop may be again loosened; by GrunTINt, one thread is attached to a little 
roller, in order to draw it out after the loop is cut through; Uccrxxi introduces a small 
metal half cylinder between the linen roller and the loop (f). Vacca BERLINGHIERI (9) 
is in favour of Scarpa’s mode of tying with the linen roller, but not for the removal of 
the ligature on the fourth day. The experiments, as regards the temporary ligature on 
the human subject, are not yet sufficiently numerous to decide whether it should be gene- 
rally employed, or only in particular cases, perhaps in old subjects and so on. It is 
always to be remembered, that the removal of the roller acts as an interruption, for it is 
firmly pressed on the artery by the loop, clings tight to it, and cannot be removed without 
tearing, even after the loop has been cut through. In order to get rid of the inconve- 
nience dependent on the threads hanging out of the wound, LAwRENcE (h) proposed tying 
the artery with a fine silk thread, cutting it off at the knot, and closing the wound, (for 
the same reason, AsTLEY Cooper (7) used silk-worm gut previously moistened in warm 
water,) as the retained knots are either absorbed or enclosed in a cellular capsule. 
Many cases, however, decide against this mode of tying (j). Maunorr (4) and Aprr- 
NetHY (/), under the supposition that the tied artery retracts actively, and thereby 
especially produces tearing and secondary bleeding, advised the application of two liga- 
tures, and the division of the artery between (4). The rarity of secondary bleeding 
after amputation, which has been considered as a reason for the preference of this mode of 
tying, ison more than one ground inapplicable; experience is opposed to this method of 
tying ; besides, in many cases, it cannot be undertaken, on account of the want of space, 
or the deep situation of the artery. The application of the so-called reserve ligature, 
that is, some threads which in case of secondary bleeding may be drawn together, is not 
only useless, but dangerous, and therefore to be rejected. 

[(1)_The operation of tying the femoral artery, for popliteal aneurysm, the first upon 
which Joun HunrEr(m) operated by his new method, Dec. 1785, was conducted in the fol- 
lowing manner :— “ A tourniquet was previously applied but not tightened, that the parts 
might be left as much in their natural situation as possible ; and he began the operation by 
making an incision on the fore and inner part of the thigh, rather below its middle, 
which incision was continued obliquely across the lower edge of the sartorius muscle, 
and was made large to give room for the better performing of whatever might be 
necessary in the course of the operation ; the fascia, which covers the artery, was then 
laid bare for about three inches in length, and the artery being plainly felt, a slight 
incision, about an inch long, was made through this fascia along the side of the vessel, 
and the fascia dissected off, by which means the artery was exposed. Having dis- 


(a) A Treatise onthe Process employed by Na- 
ture in suppressing Hemorrhage, &c., and on the 
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(6) Above cited, p. 228. 

(ce) Med.-Chir.Trans. vol. iv. p. 435, vol. vi. p. 632. 

(d) The Medical and Surgical Register, consist- 
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engaged the artery from its lateral connections by the knife, and from the parts behind 
it by means of the end ofa thin spatula, a double ligature passed behind it by means of an 
eyed probe, and the artery tied, by both portions of the ligature, but so slightly as only to 
compress its sides together ; a similar application of ligature was made a little lower ; 
and the reason for passing four ligatures was to compress such a length of artery as 
might make up for the want of tightness, as he chose to avoid great pressure on the 
vessel at any one part. The ends of the ligature were carried directly out at the 
wound, the sides of which were now brought together and supported by sticking- 
plaster and a linen roller, that they might unite by the first intention. * * * The 
fourth day, on the removal of the dressings, the edges of the wound were found — 
united through its whole length, excepting where prevented by the ligatures. * * * On 
the ninth day after the operation there was a considerable discharge of blood from the 
part where the ligatures passed out; a tourniquet was therefore applied on the artery 
above, which stopped the bleeding; and although the tourniquet was taken off a few 
hours after, no blood followed. The head ofa roller was now placed upon the wound, 
in the direction of the artery, and over that the tourniquet, which was not tightened 
more than was thought sufficient to take off the impetus of the blood in that portion of 
the artery. * * * On the fifteenth day some of the ligatures came away, followed by 
a small discharge of matter, and the tumour in the ham waslessened. * * ™ About 
the latter end of January, 1786, six weeks after the operation, the patient went out of 
the hospital, the tumour at that time being somewhat lessened, and rather firmer to the 
feel. He was ordered to make some degree of pressure, by applying a compress and 
bandage, with a view to excite the absorbents to action. * * * March the eighth, the 
wound which had cicatrized, broke out again, and the patient was taken into the 
hospital. About the eighth of April, some remaining threads of the ligature came 
away, and an inflammation appeared upon the upper part of the thigh. In the 
middle of May a small abscess broke at some distance from the old cicatrix, at 
which opening some matter was discharged, but no pieces of ligature were observed. 
Several small threads were, at different times, discharged at the old sores, and the 
swelling subsided; but the thigh soon swelled again to a greater size than before, 
attended with considerable pain. In the beginning of July a piece of ligature, about 
an inch in length, came away, after which the swelling subsided entirely, and he left 
the hospital the eighth day of July, at which time there remained no tumour in the 
ham, and he was in every respect well.” (p. 394-98.) Among the few remarks 
which E. Home makes on this case, he says :—* Mr. Hunter now rather disapproves the 
application of a number of ligatures, in the manner practised in the above case, as these 
cannot come away without producing ulceration of the artery which they enclose, a 
tedious process when the ligature is not drawn tight; neither do I believe he would be 
again inclined to heal up the wound by the first intention, but rather to allow the cut 
surface to inflame and suppurate, by which he would have it more in his power to come 
at the artery, should that prove necessary; and probably, by means of the dressings, 
he might make a gentle compression to assist the ligatures.” (p. 399.) 

Brrcu (a), of St. Thomas’s Hospital, performed, I believe, the second operation after 
Hunter’s mode, in a case of femoral aneurism, resulting from a blow. “On examin- 
ation I found,” says he, “a large tumour extending within two inches of Poupart’s 
ligament upwards, and occupying two-thirds of the thigh; a pulsation could be felt, 
and there was no doubt of the disease being an aneurism of the femoral artery. * * * 
On Friday the third of November, (1786,) it was determined to perform the operation. 
Mr. CLinE undertook to compress the artery as it passed through Poupart’s ligament, 
which he easily effected with a hard compress in the shape of a T with a broad basis. 
It was agreed previous to the operation, that an incision should be carried in a semi- 
circular form round the upper part of the aneurismal sac, in order to make room for 
the longitudinal incision necessary to dissect down to the artery. This was accordingly 
done; and the integuments raised, so as to make room to feel for the pulsation of the 
artery. Some portion of cellular membrane and some lymphatic glands, were neces- 
sarily dissected and removed with my fingers. I then separated the muscular fibres, 
and tore away the, connecting parts, till the artery could be plainly felt in pulsation. 
It was then necessary to divide a part of the fascia covering the artery, which was 
done by carrying the back of the knife on Mr. Cuine’s nail, while his finger pressed 
upon the naked artery, after which the finger‘and thumb could surround and compress 
the vessel. An eye probe, armed with a strong flat ligature, was then pressed through 
the cellular membrane and carried under the artery. This being effected, we had such 
command of the vessel as to be able to strip it downward and pass another ligature 


(a) London Medical Journal, vol. vii. ; in Homx’s paper just quoted. 
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somewhat lower. This last ligature was then tied, the first being left loose to secure 
us against accident. The threads being separated and secured, the wound was lightly 
dressed, the tumour left in its natural situation, and the patient put to bed with the 
loss of only four or five ounces of blood during the operation. No pulsation could be 
perceived in the tumour after the ligature was tied.” (p. 401-403.) He went on well till 
the seventh day, when it is stated “ the tumour grew thinner at one point and seemed as if 
disposed to ulcerate the integuments. On the evening of the eighth day he became fever- 
ish.” On the tenth day “ the tumour was very thin in one part, and a fluctuation evidently 
to be felt. The limb was warm and movable, but the patient was feverish and delirious at 
night.” In this state he continued till the twelfth day, when he became sensible. “ The 
tumour burst and discharged serum and grumous blood; he fainted ; the dressings were 
not disturbed ; he slept composedly ; fainted again about six o’clock in the evening, and 
expired.” (pp. 404, 405.) The examination after death, in this case, showed “the blood 
in the tumour very putrid, and the greater part of it fluid; it appeared to be dissolved 
by putrefaction. Water injected by the external iliac artery escaped freely from the 
wound at the ligature, where the artery was open, and appeared to have ulcerated at 
that part. In dilating the artery from the ligature to the heart, its internal surface 
appeared of a bright red. This appearance lessened at the curvature of the aorta, yet 
it was very evident in its semilunar valves. The arteria profunda, which passed off 
from the femoral artery rather less than half an inch above the ligature, was also 
inflamed within.” There were nearly two inches of the femoral artery between the 
ligature and the aneurismal sac. (pp. 405, 6.) It may be here added, on Sir AsTLEY 
Cooprr’s authority, that the femoral artery in the space between the ligature and the 
profunda contained no clot, which he considered to have depended on the nearness of 
the latter artery to the ligature having prevented the formation of an internal clot, by 
the continuous flow of blood into that vessel. I am, however, by no means sure 
that this was really the case; it is very true that in the preparation which is in St, 
Thomas’s Museum no clot is apparent, as the femoral artery is slit upwards from the 
ligature to its full extent; but it seems very probable that by the injection of the water 
that a clot might easily have been disturbed, and when the vessel was laid open that it 
might have dropped out unnoticed, as at the time of this case, such a circumstance was 
not much thought of. 

(2) The importance of opening the sheath to the least possible extent, which its 
complete isolation and the application of the ligature,will admit, cannot be too strougly 
impressed. Nor less important is doing this with the least possible disturbance of the 
position of the vessel, which ought never to be lifted up nor dragged, as too frequently 
done. I think it is best after opening the sheath, to separate the artery gently with the 
director previous to passing the aneurysmal needle behind it. Some persons prefer 
Descuamps’ needle, the curve of which will be found to require adaptation correspond- 
ent with the depth and situation of the artery. Others prefer a blunt-pointed flexible 
silver needle without a handle, for the introduction of the ligature. I do not think it 
of much consequence which is employed; it is the dexterity and knowledge of the 
Surgeon, not the instrument that he employs, upon which the proper performance of the 
operation depends. Especial care should also be taken that no nerve be included in 
the ligature; and if the patient should express great pain at the time the thread is 
first tightened, there is good reason to believe this has been done, and it will be neces- 
sary to make a careful examination, and even loosen the knot, to be sure of the perfect 
isolation of the artery, otherwise dangerous symptoms will ensue. The size of the 
ligature should accord with that of the artery to be tied. As to the material, AsTLEY 
CoopER was accustomed to use Dutch twine, but round strong silk is generally 
employed, and its strength tested before it is applied, or it may break upon the artery 
in tying, an accident which I have witnessed more than once or twice. The artery 
should not be lifted up from its bed in making the knots, but the ends of the forefingers 
or thumbs carried down the wound to it, and then the tie made. Nor do I believe it 
needful to draw the silk so exceedingly tight as commonly recommended for the 
purpose, as it is said, of cutting through the internal coat; it should be drawn so much, 
that the whole of the internal coat be brought into close contact, and that the silk 
should indent the external coat of the vessel; in other words, the ligature should be 
tied moderately tight. I do not believe that cutting through the internal coat is abso- 
solutely necessary for the safe application of a ligature. A thread applied around the 
carotid artery of a dog so loose as not to interfere with the passage of the blood, is 
sufficient to cause inflammation, which will block it up completely, as was proved by 
an experiment made by my able master, the younger Cink, and which I myself have 
repeated with the like result. 
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(3) In the Museum of St. Thomas’s Hospital there are two preparations, in which the 
femoral artery was tied with a broad tape and removed after some hours by the elder 
CLINE (a), in cases of popliteal aneurysm. In one case, the artery being laid bare, a 
double tape, about an inch broad, and one piece lying over the other, was passed by 
means of an instrument behind the artery. The piece of tin which conducted the tape 
was cut off, and a cork nearly an inch long was laid upon the artery and confined to 
its situation by means of the upper tape, producing in this way, a sufficient pressure 
upon the vessel included between the ligature and cork to stop the circulation, 
and, consequently, the pulsation of the tumour in the ham. The other portion of tape 
was left loose. ‘The intention of securing the artery in this way was, to compress the 
sides of the vessel together, and produce union without ulceration. On the ninth day the 
tapes were removed, and every thing seemed to be going on very favourably when 
the patient was attacked by a fever, supposed to have been caught from another patient 
in the same ward, of which he died on the seventeenth day after the operation. On 
examination of the limb after death, it was found that ulceration had taken place, 
though the whole extent of the artery included in the tape and sinuses were formed 
both upwards and downwards in the course of the thigh to some distance. In the other 
case, similarly treated, the operation was successful, but the patient died three months 
after, of diseased lungs. Both these preparations are in the Museum at St. Thomas’s 
Hospital. 

Oumaene (now Sir Puriip), of Dublin, holding (6) that the division of the internal 
and middle coats is precisely the kind of injury which a diseased artery is least able to 
bear with impunity; and that, “accordingly, secondary hemorrhage, or even aneurism, 
is not an unfrequent consequence of this operation,” (p. 358,) adopted a modification 
of CLiNe’s use of a temporary ligature. ‘The femoral artery was laid bare, at the 
usual place, by an incision not exceeding three inches in length, and a tape one-eighth 
of an inch in breadth, was passed under it by means of an aneurism-needle. The ends 
of the ligature were passed through the holes in the foot of the presse-artére, and then 
crossed through the hole in its stalk. The artery was gently compressed by drawing 
the two ends of the ligature in an opposite direction, until the pulsation had ceased. 
The ligature was then secured by passing a small peg of wood through the hole in its 
stalk.” Soon after he had excruciating pain in the calf of his leg, and this continuing, 
at the end of two hours Crampton “determined to relax the ligature, as well to ascer- 
tain how far the pain was excited by its pressure, as to observe what progress had been 
made in the process of coagulation; the peg was withdrawn from the hole in the stalk 
of the instrument, and the ligature was thus left at liberty to yield to any impulse that 
it might receive from the artery. I watched for five minutes, with my hand upon the 
tumour, and as the pulsation did not recur, the peg was replaced, so as to secure the 
ligature at the degree of tension it now possessed.” After forty-four hours, the ligature 
was completely relaxed; there was no pulsation in the ham; and on the following day 
it was removed, and the patient cured. (p. 365-68.) Dxase, of Dublin, also performed the 
same operation, and loosened the ligature five hours after ; but a minute after, “ a deep and 
obscure pulsation was discerned in the tumour, which became more distinct every 
moment. The ligature was immediately tightened and the pulsation ceased. Nineteen 
hours after, “ the ligature was again completely loosened: we waited with great anxiety 
for nearly an hour, but the pulsation returned no more.” (p. 369.) The patient reco- 
vered. Crampron’s instrument consists of a short cylinder, having a foot at bottom 
pierced on either side with a hole for the tape, which having been passed round the 
artery, has its ends brought up through these holes and then passed through a transverse 
hole near the top of the cylinder, where they are crossed and tied ; a little screw works 
down upon this tie, by which the ligature can be tightened. 

Lisrranc (c) says :—“If an artery be of a yellow colour, it is diseased; its sheath 
must not then be opened, but inust be tied with the vessel; he has often seen Dupuy- 
TREN follow this excellent practice with success.” (p. 282.) 

He prefers opening the sheath with his nail, rather than by raising it with forceps 
and cutting it with a knife, or opening it with a director.” (p. 282.) ] 

(4) The application of two ligatures, and the division of the artery between them, 
as recommended by ABERNETHY, is now very rarely adopted, and a single ligature is 
certainly preferable; yet I cannot think with ABERNETHY, that his operation is advis- 
able as safest, when the experience of the Surgeon who operates is not large. “Though 


(a2) In Home’s Account of Hunrer’s operation, for the Cure of External Aneurism, with some 
above Sane Trans. Med. and Chir. vol. i. ome e observations and experiments, &c. ; in Med.-Chir. 
(6) An Account of a new Method of operating Trans. vol. vii. 
(c) Clinique Chirurgicale, vol. i. 
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an experienced and skilful operator,” says he, “may accomplish this object with very 
little disturbance of the artery, from its natural situation and connections ; yet I cannot 
but suspect that Surgeons in general may not be so successful, especially in cases where, 
from the deep situation of the vessel, the surrounding it with a ligature depends more on 
feeling than on sight.” (p. 248.) 

It does not appear whether ABERNETHY originally proposed the division of the artery 
between the ligatures, to admit the retraction of its ends, or whether he was aware of 
GaLeEn’s advice (a) on this point, which was to the same effect. “ If the artery be large,” 
says GALEN, “and if it can be cicatrized beyond the aneurysm, the whole of it should 
be cut through, and oftentimes that very practice prevents the dan ger from hemorrhage; 
for itappears plainly that when a complete transverse division is made, both portions of the 
artery retract on either side, the one above the part and the other below it.” 

1425. After the performance of the operation for aneurysm, the limb 
is to be put into such position, that the artery be not stretched ; the 
patient should be kept in the most perfect bodily and mental quiet, should 
be surrounded with well-advised assistants, and treated according as 
inflammatory or spasmodic symptoms occur. After the operation of 
opening the sac, the dressing is to be renewed every third or fourth day ; 
when the ligatures separate, and the wound is filled with granulations, 
its edges are to be brought together with sticking plaster. After the 
HunTERIAN operation, the wound is to be treated as one which is to be 
cured by quick union. In these modes of treatment, immediately after 
the artery is tied, the pulsation in the aneurysmal sac ceases, the swelling 
gradually becomes smaller, and at last completely disappears. The pul- 
sation, however, shows itself anew, and often very quickly, in consequence 
of which, the Surgeon may fall into error, if he Suppose that it results 
from relaxation of the ligature. The pulsation is rather a proof that the 
ligature is well applied, and that the blood again passes into the aneu- 
rysmal sac by the collateral branches. It is of uncertain duration, and 
there is generally no fear of enlargement of the sac, which slowly lessens. 
It must, however, be remembered, after HunTER’s operation, in aneurysm 
at the bend of the arm, upon the back and palm of the hand, and foot, 
that in consequence of the numerous anastomoses the blood can again dis- 
tend the aneurysmal sac (b). The pulsation which recurs in an aneu- 
rysmal sac, after Hunrrr’s operation, depends either on the flowing of the 
blood into that part of the artery between the seat of ligature and the sac, 
or on the collateral branches which open into the sac, or on the regurgi- 
tation of the blood into the sac from the artery below it (1). 

WEDEMEIER (c) has communicated a case, in which, after tying the femoral artery 
for popliteal aneurysm, the sac burst in the ham, and bleeding ensued, which rendered 
amputation necessary. 

[(1) GuTurie mentions, that “it is not uncommon for a pulsation to be felt in the 
tumour a few hours, or in a day or two after the operation from this very cause, (the 
large size and direct communication of the collateral branches with the artery below 
the ligature,) but it very rarely continues.” (p. 153.) I do not think this so common 
as just stated, for I do not recollect to have noticed it above two or three times. But 
I do not think that the absence of perceptible pulsation is a positive proof that no blood 
gets into the aneurysmal sac after the artery has been tied, as most probably it does for 
a ret ; and the distinctness of the pulsation depends merely on the quantity which flows 
into the sac. 

In a case of popliteal aneurysm, for which I tied the femoral artery on Sept. 12, 1840, 
pulsation was thought to be felt in the sac twenty-four hours after the operation, but I 
could not satisfy myself that it really existed till the third day. After this, it continued 
to pulsate feebly, but distinctly, for about two months, when its pulsation again in- 

(a) THeps PAs Boropesus Ozpameurinoy, chap. 23,  LAN@enseEcx’s never Bibl. fiir Chir. u. Ophthalm., 
vol. xi. p. 313. Kuun’s Edit. vol, ii. p. 560. 


(b) Scarpa, above cited.—WEDEMEIER; in (c) Rust’s Magazin fir die gesammte Heilk., 
vol. vi. p. 220. 
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creased a little; and under this condition he left the house at the latter end of December. 
But the most remarkable instance with which I am acquainted was a case of carotid 
aneurysm as large as a walnut, for which my friend Green tied the right carotid 
artery in April, 1831. The pulsation did not immediately cease on the application of 
the ligature, but it did in the course of the following hour; on the following day, how- 
ever, it recurred feebly, and continued, though diminishing, till the seventeenth day, 
but it never ceased. The ligature came away on the thirty-fourth day, and on the forty- 
seventh the pulsation was again distinct, though feeble. In the course of the following 
fortnight the sac increased in size, and the pulsation increased correspondently with it. 
GREEN thought the aneurysm was situated at the bifurcation of the carotid, and that 
the pulsation was kept up by regurgitation from the internal carotid. It was a curious 
circumstance, in reference to this case, that the jugular vein of the same side, on the day 
following the operation, began to pulsate, and continued to do so frequently though not 
constantly. The patient had also an aneurysm in the other carotid. Perhaps the pre- 
paration in the College Museum of an aneurysm of the carotid artery just before its 
division, and nearly filled with clot except at the upper part, towards which the current 
of blood has been directed, may correspond with GREEN’s case.—J. F. 8. | 


1426. Two circumstances are specially to be dreaded after the operation 
for aneurysm, to wit, Bleeding and Mortification of the limb. 

1427. Bleeding is the more to be dreaded; the larger the arterial 
trunk which has been tied, the nearer the ligature lies to a large collateral 
branch, or if the tied artery be in a state of chronic inflammation, or 
otherwise changed by disease. The bleeding generally occurs between 
the fourth and fifth days, but in many cases later. As soon as it takes 
place, the artery must be compressed above and below the bleeding part, 
and if the bleeding be not thereby stopped, the wound must be carefully 
examined, and the artery taken up afresh. After the operation by open- 
ing of the sac, the bleeding may take place from the upper or lower end 
of the artery, or from collateral branches opening into the sac. 


[In Hunrer’s first case (a), “ on the ninth day after the operation there was a con- 
siderable discharge of blood from the part where the ligatures passed out,” (p. 150,) 
but it was stopped by pressure with a tourniquet, and did not recur. In his second 
case, in which the wound was made to unite by granulation instead of quick union, 
“on the nineteenth day there was an hemorrhage from behind the muscle, the swelling 
of which rendered it nearly as difficult to come at the vessel as if the parts had healed 
by the first intention ; the bleeding was stopped by applying pressure, after having 
lost about 10 or 12 ounces. On the twentieth there was a slight bleeding which was 
readily stopped, yet five hours afterwards the femoral artery gave way, and he lost about 
one pound of blood before the tourniquet was applied. The artery was laid bare and 
tied a little higher up, the patient being very weak and low; in this state he con- 
tinued till the twenty-third day without bleeding, when it bled again from a small 
vessel. On the twenty-sixth a considerable hemorrhage having taken place, he be- 
came faint, then delirious, had vomiting with hiccough, and died the same day.” 
(pp. 159, 60.) No bleeding occurred in HunTEr’s other three cases. ; 

One of the most interesting and anxious cases of after-bleeding happened under my 
colleague GREEN’S care in 1825, in a case of axillary aneurysm, for which he tied 
the subclavian artery external to the scalene muscles, on the 2nd of August of that 
year. Nothing peculiar occurred at the operation. He suffered a good deal from 
constitutional excitement, which, however, subsided. On the afternoon of the 14th 
there was a sudden bleeding in a jet of five or six inches, and he lost very quickly, 
it was believed, more than a pint of blood; it ceased, however, by firm pressure with 
a wadding of tow kept up for 10 or 15 minutes, after which all the dressings were re- 
moved and linen dipped in cold water, and replaced every 10 minutes, was laid over 
the wound. On the following day pulsation in the wound was observed, but it almost 
entirely ceased two days after, and on the 26th the wound was healed, all but the 
middle. The ligature came away on the 29th, that is, 27 days after the operation. 
Oct. 31. A small sinus still continues open, from which there has been a slight dis- 
charge. About midnight, while he slept, a gush of blood occurred from the wound, 
which was readily stopped by pressure. It was attended with very great pain in his 


(a) Trans. Med. and Chir., vol. i. above quoted. 
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arm. On the following evening bleeding recurred as he was making water ; the blood, 
which was arterial, rose in a jet five or six inches, and was in as large a stream as the 
wound would permit; it was easily stopped by pressure for an hour and then cold wet 
rag applied. There was no further recurrence of bleeding, and he recovered. On the 
12th of December pulsation was felt in the radial artery. After this time nothing of 
importance occurred, and he got well. 

From this case and from two or three others I have seen, I think it must be inferred 
that when bleeding occurs at the wound after the application of a ligature, it is advis- 
able to do as little as possible, unless the bleeding be so great that the patient’s life is in 
immediate danger. Even the continuance of pressure after the blood ceases to flow had 
better be left alone, as I have already mentioned, in the treatment of some wounded 
arteries. The strictest quietude, and the application of cold evaporating washes, should 
be trusted to, and will be oftentimes successful. But the application of a ligature higher 
up must be always undertaken with great fear of the result, as generally the cause of 
want of union at the first placed ligature being a diseased state of the artery, it may be 
justly dreaded that the vessel may be similarly affeeted still higher up, and that the 
Same consequences will ensue when the ligature begins to separate. I am inclined to 
think that if the bleeding be so severe as not to admit delay, I should amputate the 
limb, not that the actual state of the artery would be other than if it were simply tied ; 
but there would be the advantage, if bleeding recurred, of having the opportunity to 
apply the actual cautery more efficiently than could be otherwise done; and as this 
practice is very successful, when, after amputation under ordinary circumstances, the 
sealing up of the artery has not happened, and either without or with its extremity 
assuming an aneurysmal character, repeated after-bleedings occur, so I think the 
actual cautery might be applied successfully to a diseased artery in aneurysm.—J. F. s. 

In connexion with this subject may be here mentioned the occasional, though rare 
recurrence of aneurysm, in a sac which had disappeared after tying the artery above it. 
‘Two instances of this kind are mentioned by Gururie (a). The first a popliteal aneurysm, 
for which the femoral artery was tied by Gunnina, of St. George’s Hospital, on 27th 
April, 1821, and the patient dismissed cured on the 30th June following. On the 20th 
July, 1825, he was readmitted under JEFFREYS, stating that the swelling had entirely 
disappeared soon after he left the hospital in 1821 ; but that six weeks since he had 
noticed its return, of the size of a hen’s egg, in the upper part of the ham. “The 
tumour (on his return) occupied the lower third of the thigh, filling up the whole of 
the popliteal space, and projecting considerably on each side of the limb, between the 
hamstrings and the exterior muscles situated on the forepart of the thigh. It appeared to 
consist of three lobes, and was altogether as big as an ostrich egg. The pulsation in it was 
feeble but distinct, the skin covering it of its natural colour, and he did not complain of 
much pain.” (p. 155.) He would not submit to havin g the artery tied, but determined on 
amputation, which, however, was deferred in consequence of violent salivation from 
taking a scruple of rhubarb and five grains of calomel, till 5th September, when the 
limb was removed “between the tumour and the part where the femoral artery had 
been tied. A large vessel, which appeared to be the femoral artery, and eight smaller 
ones, were tied ;” but he became faint and sick during the dressing of the stump, and 
eight hours after died. On examination, “ the femoral artery was found to be obliterated, 
for the space of half an inch, at the part where the ligature had been applied four years 
ago, and immediately below it two small branches were observed to enter the continued 
trunk of that vessel, These branches were equal to half the diameter of the femoral 
artery. The anastomosing branches, given off above the obliterated portion, were a 
good deal enlarged.” (pp. 155,56.) The second case was also a popliteal aneurysm, for 
which the femoral artery was tied by Briacs, 6th March, 1829. “The pulsation in 
the tumour ceased, and it diminished very much in size. It was only in June he was 
able to go to work, when the swelling had entirely disappeared. In September it began 
to appear again with pulsation, both the swelling and pulsation being soon greater than 
before.” Compression of the leg and swelling was employed, but could not be borne. 
“A hard compress, in fact a narrow roller four inches in length, was applied on the in- 
side of the thigh, just above the knee and above the inner hamstring muscles, which was 
firmly retained in that situation night and day. This gave him relief by taking away 
the pain, which was principally felt in the toes and ankle. This compress he wore 
for two months, at the end of which time the pulsation had ceased, although the 
swelling had not entirely subsided.” (p. 159.) A year after there was no appearance of 
a swelling. 

1428. Mortification of the Limb, after tying the principal trunk of an 

(a) Cited at head of Article. 
VOL. II. Q 
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artery, depends on the impossibility of properly sustaining the circulation 
in the limb by the collateral branches, and by the anastomoses of the 
capillary-vascular system. Perhaps such unyielding condition of the 
collateral vessels as does not admit properly the restoration of the cireu- 
lation, is also a principal cause of secondary hemorrhage, inasmuch as the 
plood is driven with so much more force against the seat of the ligature, 
and thereby tearing of the artery is easily produced. The circulation is 
most easily restored in young subjects, and with a certain energy of circu- 
lation. After tying the principal artery of a limb, if it be even ultimately 
well nourished, the limb is always more or less numb, insensible, and 
has its natural warmth diminished. In proportion as these symptoms are 
slighter, there is greater hope that the circulation will soon be restored. It 
is endeavoured to promote the circulation with warm flannel, or warm bags 
filled with sand or aromatic herbs so applied that the limb is not at all 
pressed, and renewed as often as they begin to cool. Subsequently warm 
applications of spirituous or aromatic fluids are to be used. After some 
days usually sensation and warmth recur, the latter often to a high degree, 
and continues, although the limb be not enveloped in warm bags or over- 
lays. It is not uncommon that, although subsequently the circulation 
recur properly, the extreme parts of the limb, to wit, several of the toes, 
mortify. If, after persisting for several days in the use of the above- 
mentioned remedies, and of careful rubbing, the sensation and warmth do 
not return, there is the greatest danger of the limb mortifying. It then 
swells considerably, becomes bluish, and if the patient do not die in con- 
sequence, amputation is the only remaining remedy, but it rarely has a 
favourable issue. 

[Sometimes, although the operation go on favourably, and the ligature-wound heal, 
yet the aneurysmal sac will burst and discharge its contents; this happened in JOHN 
Hunrer’s third operation (a), four weeks after the operation, “but it healed up like any 
other sore, and at the end of three months he was perfectly recovered.” (p. 161.)] 

1429. As regards the preference of the old, or of the HUNTERIAN 
operation, it may be assumed generally of the former—jirst, that on 
account of the usually deep situation of the artery, and of the nerves and 
veins connected with it, which parts have changed their natural place, 
it is always extremely complicated, difficult, and excites considerable 
injury, especially as the sac is generally in the neighbourhood of a joint ; 
second, that if the aneurysm be consequent on an inflammatory, ulcer- 
ative, or otherwise diseased condition of the artery, the ligature, although 
applied both above and below the sac, may be placed on some part of the 
artery where the walls are not disposed to adhesive inflammation ; third, 


that in this operation there is always a considerable quantity of blood lost ;_ 


fourth, that on account of the large and deep wound in the neighbourhood 
of the joint, anchylosis commonly remains, and, fifth, that after-bleeding 
is frequent after opening the sac. On the other hand, by this operation all 
the coagulated blood is removed from the sac, which, after the Hun- 
TERIAN operation, if not absorbed, in rare cases produces inflammation, 
suppuration, and bursting of the sac. 

1430. The advantages of Hunrer’s mode of operation are in general 
much greater than those of the old; for therein the place for applying the 
ligature may be selected, and probably upon a part of the artery which 
is best suited for adhesive inflammation; the operation itself is accom- 


(2) Home’s account, above cited ; in Trans. Med. and Chir., vol. i. 
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panied with much less difficulty and pain; after-bleeding is more rare; 
the patient can use his limb as well after as previous to the operation ; 
experience speaks in favour of HunrEer’s mode of operation. Finally, in 
many cases where, on account of the seat of the aneurysm being near the 
trunk, the opening of the sac is not possible, this operation isalone admissible 

1431. Important, however, as is the superiority of HunTER’s over the 
old operation, so that by many Surgeons it is considered unconditionally 
as the best mode of operating, yet after what has been already said about 
the accidents after the operation, the opening of the sac must be conceded 
if the aneurysm be diffused, and accompanied with much extravasation of 
blood, and in aneurysm at the bend of the arm (1), on the back and front 
of the hand and foot. (par. 1425.) 

(1) Scarpa, WaLTuer, and others, consider two ligatures in cireumscribed aneurysm 
at the bend of the arm, as a superfluous proceeding. Compare, on the contrary, the 
cases given by WEDEMEIER (a). 

The opening of the sac has also been considered preferable to HunTEr’s operation, in 
those cases in which the aneurysmal sac is very large, and its absorption not to be 
expected; experience, however, shows that even the largest sacs will gradually 
diminish. 

1432. The proposal of torsion of the artery in its continuity by means 
of a Descuamps’ needle (1), Amussat’s (2) division and thrusting back 
of the internal coats of the artery, (réfoulement de la membrane interne, et 
moyenne de Vartere,) and TaviGNot’s subcutaneous tying of the super- 
ficial arteries, must be here noticed. 

(1) Tuterry (6) and, subsequently, LrEBer have proposed torsion or twisting the arte- 
rial tube, instead of tying it, for the cure of aneurysm; and this mode of obliterating 
the vessel has been practised by them on a living animal. The artery having been ex- 
posed, a DescHamp’s needle is passed beneath so as to raise it, and then, by means of a 
stick, a twisting is produced, (without, however, opening the vessel,) proportioning the 
number of turns to the size of the artery ; the wound is then closed, and having nothing 
extraneous in it, the obliteration is as complete as if it were tied with a ligature. 
Berarp (c) properly objects to this practice, that if the artery be healthy, there is no 
fear of the ligature causing bleeding by prematurely cutting through it; but ifthe artery 
be unhealthy and friable, the twisting will at once cause tearing of its coats. 

(2) The thrusting back of the arterial coats with forceps was the result of experi- 
ments performed by Caron pu Viuxars, and repeated by AmussaT. 


In Amussat’s division and thrusting back the internal coats (d), the 
artery is laid bare by a pretty large cut, as in the ordinary mode of opera- 
tion, and isolated for some lines. ‘The artery is then seized transversely by 
the right hand with a pair of torsion forceps, the branches of which, when 
closed, touch very exactly, so that the vessel lies directly between its 
branches; a second pair of forceps is then applied with the left hand on 
the opposite side, at the distance of some lines, also transversely. The 
vessel is so held with the two pairs of forceps, that the forceps can be laid 
parallel, and not at an acute angle, and then pretty strongly pressed toge- 
ther. By these means the inner and middle coats of the artery are torn, 
and only, in the interspace between the two pairs of forceps, remains a ring 
consisting of all three coats of the artery. The thrusting back of the 
internal coats is next effected solely by the forceps farthest from the heart, 
because this, according to Amussat’s experience, is sufficient; and the 


(a) Above cited. {D Petit Apercu critique sur quelques Pro- 

(6) Turerry, De la Torsion des Artéres, Paris, cédés recemment imaginés pour obtenir l’Oblité- 
1829.— Frortep’s chirurg. Kupfertaf., pl.cexxxiii. ration des Artéres, sans avoir recours 4 la Ligature. 

(c) Dictionnaire de Médecine, ou Repertoire _ Paris, 1831.—MurtscHeruicu,C.,Ueber Amussav’s 
generale des Sciences Médicales—article, Ané- Methode fiir die Operation der Pulsaderge- 
vrysmes, vol. iii. p. 49. schwilste ; in Rust’s Magazin. 
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thrusting back of the coats upwards towards the heart is difficult of per- 
formance and insufficient. The forceps destined for the thrusting back 
are supported sometimes by the point, sometimes by the opposite end, on 
the fixed forceps, and so acting alternately and like a lever, they thrust 
back the internal coats, first on the one, then on the other side, by which 
all tearing of the artery is prevented. When the operation is thus com- 
pleted, the wound is to be closed, and the cure attempted by quick union. 
AmussaT has published numerous experiments on brutes, and the operation 
also on man, with successful result. 

According to Tavrenor’s plan (a), the two ends, laid together, of a silk 
thread are to be passed through the eye of one small and one large curved 
needle, and the loop allowed to hang loosely. ‘The smaller needle is to be 
carried over the artery, the larger one is to take a directly opposite direc- 
tion to it, is to pass through the hole made by the former, away under the 
artery, and carried out again at the same hole. From the opening, of 
each needle-track the loop of one and the two ends of the other thread 
hang down; the one is then pushed through the other ; another coloured 
thin silk thread is passed through each of the loops (so that the loops may, 
when needful, be again loosened) ; the two ends are then pulled, by which 
the loops are drawn together. |The ends are fastened to a horseshoe-like 
instrument. 


On examination of arteries which have been subjected to this operation, the follow- 
ing changes are found. At the part where the forceps next the heart was applied 
the external coat only remained entire; then followed a ring about a line broad, con- 
sisting of all the coats of the artery; beneath this again, the internal coats were divided, 
and thrust back under the cellular coat, to the extent of two or more lines. At this part 
which externally felt hard, the area of the artery was considerably diminished by the 
thrust back and inverted coats, and subsequently still more so by the ensuing 
swelling and effusion, whereby the complete obliteration was effected. 

The various remedies which have been proposed for the treatment of aneurysm, or 
which have been made use of, are still to be mentioned in historical review. 

1. Cutting into and plugging the aneurysm. 2. Suture of arterial wounds, with a needle 
and thread wound round it. LamsBert effected obliteration of the artery by this prac- 
tice in man, and AmussaT in brutes. 3. Application of a ligature with a running knot, 
for the purpose of gradually compressing the vessel. (DuBois, Larrey.) 4. Acupunc- 
ture ; E. Home (6) thrust a needle into an iliac aneurysm, heated it with the flame of a 
spirit lamp, and allowed it to remain twenty or thirty minutes. The soft and, notwith- 
standing its previous tying, still pulsatory swelling, gradually became harder, lost its 
pulsation, and the needle exhibited hardened clot every time it was drawn out. VEL- 
PEAu (c) proposes the introduction of a needle into the artery when laid bare, in which 
it is to remain for at least four days. One needle is sufficient for an artery as large asa 
feather ; two or three are necessary for larger arteries. The same result is effected by 
means of a thread carried round the artery, and tied on a little pad. According to 
Purites (d), the thrusting in of several needles into the aneurysmal sac, or the intro- 
duction of a silver thread ; in sixty hours inflammation ensued, after which the sac 
shrunk as in HunTEr’s operation. Pravaz has proposed to use galvanism, with needles 
thrust into the sae, in order to excite more quickly the coagulation of the blood. Lrroy 
p’ ETroLies (e) applied the extremities of two compressors, at the distance of some inches 
from each other, for the purpose of coagulating the blood in the interspace between 
them; he also applied ice on the part, and used acupuncture and galvanism. 5. Cau- 
terization with moxas (LaRREY). 6. The introduction of mechanical plugs of wax and 
so on into the arteries, and the compression of the ends of the artery or ligatures. 7. The 
introduction of threads into the artery (JAMESON, Worms, AmussaT.) 8. Various 
modes of compressing the artery between the rounded branches of forceps, and tying it 
below this part, according to AmussaT’s experiments on brutes. 


(a) De la Ligature sous-cutanée des Artéres ; (c) Révue Médicale, Jan. 183]. p. 137. Méde- 
in Examinateur Medical, 13-20. Feb. 1842. cine opératoire. Nouv. Edit., vol. ii. p. 66. 
(6) Phil. Trans,, 1826. (d) London Med. Gaz,, vol. xxvi. p. 134, 1840. 


(e) Lancette Francaise, March, 1835. 
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Compare, Lisrranc, Des diverses Méthodes et des différens Proeédés pour l’Oblitéra- 
tion des Artéres dans le Traitement des Anévrismes; de leurs avantages et de leurs 
inconvéniens respectifs. Paris, 1834. 


1433. In aneurysms in which tying the artery between the swelling and 
the heart is impossible, Desauxr (a) and Braspor have proposed laying 
bare that side of the swelling farthest from the heart and tying it, for the 
purpose of effecting obliteration of the artery up to the nearest collateral 
branches, by the stagnation of the blood in the aneurysmal sac. Drs- 
cuAmps (6) followed out this proposal with unsatisfactory result ; so also 
AsTLEY Cooper (c). From these cases it has been improperly deter- 
mined to reject this practice unconditionally (d), asit can only answer our 
expectations ¢f no branches arise from the artery between the seat of liga- 
ture and the sac, or from the sac itself (e). This opinion is confirmed by 
the observations of Warpror (f), LamBerT (g), Evans (h), Busun (1) 
Morr (k), and Monreomery (i), who, in aneurysm of the carotid 
artery, have tied the vessel above the swelling, and effected a cure. 


DvpvyTREN supposes that the small branches between the sac and the seat of ligature 
may become useful, as they proportionally afford a passage for the blood, and prevent 
the too great extension and tearing of the sac. Warprop also considers the objection 
of some branches between the sac and the ligature as no necessary reason against the 
operation, 

| The operation of tying the artery beyond the aneurysmal sac, was according to Boyer 
proposed nearly sixty years since by Braspor in his lectures, but never performed by 
him ; it was also recommended by Drsavtt, as feasible where it was not possible to tie 
the vessel between the heart and the sac, but neither did he perform it. The operation, 
however, was at last undertaken by DEscHamps, in a man of sixty years old, who hada 
femoral aneurysm, seventeen inches in circumference, so high up that there was not a 
finger’s breadth between the sac and Poupart’s ligament. The vessel was tied below the 
sac in hope that the blood, arrested in its progress through the vessel, would coagulate. 
The tumour, however, continued to pulsate and increased so much after the operation 
that on the fourth day, its bursting being dreaded, Descnamps, compression of the 
iliac artery being made as it left the belly, “plunged the bistoury into the upper 
part of the tumour and opened it down to the bottom.” * * * A large quantity of fluid blood 
immediately escaped and he removed a mass of clot and fibrinous concretions larger than 
the fist. The sac having collapsed, a long space was left between the upper angle of the 
cut and the compressing pad. He therefore continued the cut upwards as far as the hand 
of the assistant who was making pressure, so that he might discover the precise situation 
of the gap in the artery, which he could only see occasionally, being constantly flooded 
with the blood, notwithstanding the care taken to compress the artery. A long probe 
was passed into the upper portion of the vessel, which was raised up as high as possible, 
and the ligature quickly applied, on account of the enormous loss of blood. * * * As blood 
was seen to flow from below upwards he applied a ligature of wax thread tied with a 
double knot below the sac. * * * The patient lost such a quantity of blood that he fell into 
a state of syncope, from which he did not recover ; * * * he gradually sunk and died eight 
hours after the operation.” (p. 196-98.) Both operations were performed in a very 
bungling and inefficient manner; for, as appeared by Descuamps’ dissection, in the 
first, “the ligature included the artery, the femoral vein and a small portion of the great 


(a) Gsuvres Chirurgicales, vol. ii. part 4. 

(6) Recueil periodique de la Soc. Médic. de 
Paris, vol. v. p. 188. 

(c) Hopeson, above cited, p. 301. 

(d) Buxn’s, A., Observations on the Surgical 
Anatomy of the Head and Neck. Second Edition. 
Glasgow, 1824. Svo. 

(e) Honpason, above cited, p. 302. 

(f) On Aneurism and its Cure by a new Opera- 
tion. London, 1828. 8vo.—Med.-Chir. Trans., 
vol. xiii. pt. i.— Horn’s Archiv. fiir medic. 
Erfahrung. 1825. Sept. Oct., p. 277.—Lancet, 1826, 
Dec., vol. xi. p. 365—Magazin der auslindischen 
Literatur von Gerson und Juxius, March, April, 
1827, p. 343.—The Examination of Arteries after 
death, ibid., March and June, 1827.—Lancet,vol. xii. 

(g) Lancet, vol. xi. p. 801; vol. xii. p. 218, 


(A) Ihid.vol. xiii. p. 187. 

(¢) Ibid., vol. xiv. p. 149, 

(k) American Journal of the Medical Science, 
vol. v. p. 287. 

(/) Medic.-Chir. Review, 1830, Jan. In this 
case the sac enlarged ten weeks after the opera- 
tion, formed an abscess, on opening which eight 
ounces of stinking chocolate-like fluid escaped. 
The opening was enlarged, all the blood clot 
removed, the sac filled with charpie, and per- 
manent cure effected.—OrpenuerM, N. W., Ueber 
die Unterbindung der grisseren aneurysmatischen 
Gefass-‘Stimme an den, vom Herzen entfernten, 
Theile der Geschwulst ; in Rust’s Magazin, vol, 
xxx. p. 100.—Marsoxin et Berarp, Dictionnaire 
de Medecine, vol. iii. p, 60.—VILARDERO, Thése 
de Paris, 1831, No. 158 
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adductor muscle ; and in the second, the upper ligature was situated three lines above the 
aneurysmal sac, and included the femoral artery and a third of the profunda which had 
been pierced by the needle; the ligature of reserve placed above the last, passed between 
the femoral artery and the profunda accurately surrounding the former, the lower ligature 
applied in the second operation was upon the artery six lines below the sac, and the vein 
had been wounded by he needle.” (p. 199.) From this account it is pretty clear that the 
higher origin than usual of the profunda and its firm connexion with the aneurysmal sac, 
would have little to do with the fatal result of this horrible operation, the ‘11 success of 
which, alone to be expected, could not however present any real objection“ »the opera- 
tion proposed by Braspor, if properly performed. we 

AsTLEY Cooper tied the femoral artery below the sac of an external iliac aneurysm 
“ between the origins of the epigastric artery and of the profunda. The pulsation con- 
tinued, but the tumour did not increase in size after the operation. The ligatures 
separated favourably. The aneurism diminished so considerably, that it was con- 
ceived in a little time, if its diminution continued, it would be possible to tie the 
external iliac artery above the tumour. The patient went into the country to recruit 
his general health, where the aneurism burst underneath the peritoneum, and he died 
in consequence of extravasation of blood into the cellular membrane of the pelvis 
and scrotum. In this instance, the femoral artery was tied below the origin of the 
epigastric and circumflex iliac arteries; a current, therefore, continued to pass through 
the sac into these vessels ; consequently the blood was not at rest in the aneurism, and did 
not coagulate. After the ligature of the artery, the blood was transmitted more readily 
through the internal iliac than through the arteries which originate below the aneurism, 
namely, the epigastric and circumflex iliac. The contraction of the sac, therefore, 
appears to have been the consequence of the diminution of the stream which passed 
through it, in the same manner as an aneurism contracts, although a current enters it 
after the ligature of the artery, at a distance from the disease.” (pp. 301, 302.) 

For some time this operation was entirely given up, and was, perhaps hastily, desig- 
nated by ALLAN Burns (a) as being “absurd in theory, and experience proves that it 
is ruinous in practice.” (p. 159.) Warpror (6), however, revived it in 1822, considering 
“‘ that the changes which such an operation produces both in the artery and sac, are 
precisely those which nature employs when she cures the disease by a spontaneous pro- 
eess.” (p.19.) In the course of his reasoning to prove the superiority of tying the 
artery beyond the sac, over tying it between the heart and the sac, he makes some very 
odd and, as seems to me, incorrect observations; for instance, “ when the artery is 
tied on the cardiac side, the blood cannot make its escape, and cannot be pushed through 
the capillaries into the veins. It must remain in the sac, and must either be absorbed 
or be evacuated by a process of inflammation and ulceration of the sac.” (p. 22.) 
Now, unless the disease be of long standing, and of such size, that whatever practice 
be pursued, burst the sae will, it is rare that the bulk of the contents of the sac are 
absorbed; the greater quantity of the blood is generally fluid, and the rapid subsidence 
of the swelling, after the artery has been tied above, proves clearly that the blood 
does make its way into the veins without any “pushing,” whilst the remaining coa- 
gulated part quietly rests, often for years, without causing any inconvenience, as will 
be shown by the dissection of AsttEy CoopEr’s and Kery’s cases, hereafter to be 
mentioned. Inflammation and ulceration of the sac are of rare occurrence, so far as 
I have had opportunity of observing. Warpropr’s explanation of the diminution of 
the bulk of the aneurysmal tumour, after tying the distal part of the artery, is one 
utterly incomprehensible. “The fluid blood,’ says he, “can find a ready exit into 
the trunk from whence it came, and thus again passes into the circulation, in place 
of, as in the other case, having to passs through the capillaries into the veins; 
and, as nature immediately finds a new channel, there is no more blood impelled 
into the tumour afterwards.” (p. 22.) How “the fluid blood can find a ready exit into 
the trunk from whence it came,” is rather puzzling I should think to the blood, which 
must be constantly “ pushed” forward by every fresh portion propelled by the heart ; 
and it must be a very “new channel” indeed which nature finds, if the blood have “a 
ready exit into the trunk from whence it came.” No Surgeon who has observed the 
consequence of a ligature applied between the heart and the aneurysmal sac, presumes 
to say that “to allow the process of coagulation to go on in an aneurism, it is necessary to 
put a complete stop to the circulation of the blood in the tumour.” (p. 60). Home (ce), in 
describing HunrEr’s operation, speaks only of “ the force of the circulation being taken 

a) Surgical : 
(b) Case of Carotid A eehinn psi en Flares wr posh: a London, 1828, 8vo. 5 


ed by tying the artery beyond the tumor; in Med.- from which here quoted. 
Chir.Trans., vol. xiii. 1825; also On Aneurism, and (c) Trans. Med. and Chir., vol. i. 
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off from the aneurismal sac.” (p. 147.) In some of Hunver’s cases the pulsation did 
continue ; and it is probable that there is always some degree of circulation through 
the aneurysmal swelling, after the ligature has been applied, although not sufficient to 
convey an impulse to the walls of the sac, which is only produced when the disease has 
existed so long that the anastomosing vessels have begun to enlarge and bear a share in 
the circulation, as they do in spontaneous cure of aneurysm. It is not also “a curious 
circumstance that the natural or spontaneous process does not affect a cure, on the prin- 
ciple of the Hunterian operation, by completely arresting the passage of the blood into the 
sac ;” for, as just noticed, HUNTER’s operation proposes nothing of the kind. Nor is 
the “natural or spontaneous process in strict conformity with the principle of the 
operation I (WarpRoP) am now endeavouring to establish; that is, by the formation 
of a barrier in the artery beyond or at the distal side of the aneurism.” Nor is it cor- 
rect to state that “in a case of aneurism Mr. Mackexcan found that nature had nearly 
completed a cure of the disease on this principle ;” for “the carotid artery was plugged 
up, and the large aneurismal swelling was filled with a coagulum, leaving only a com- 
paratively small channel for the blood to pass into the subclavian artery ;” (p. 61) 
which was certainly not a barrier in the artery beyond, or at the distal side of the 
aneurysm. The operation of tying the artery beyond the sac may be permissible in 
some instances when its ligature on the hither side cannot be performed, but the prin- 
ciple on which it must be conducted, and the success which may be therefrom expected, 
must be otherwise explained than as Warprop has set it forth.—u. F. s. 

With regard to the operation of applying a ligature beyond the aneurysmal sac, 
LAWRENCE (a) observes “the circumstances under which aneurisms are placed, in 
reference to the trunk, and with respect to such an operation are not always alike; in 
fact, we may distinguish two cases in which the results of this operation may be very 
different. In the first place, we might reasonably expect to succeed if we could place a 
ligature upon an artery leading from an aneurismal tumour. under circumstances that 
would prevent the current of blood through the aneurism. We should expect here the 
same result as when we cut off the supply of blood, by placing a ligature between the 
aneurismal tumour and the heart; but there are very few arteries that are so circum- 
stanced, perhaps the carotid artery is the only one. If an aneurism be situated at the 
lower part of the carotid artery, suppose the common carotid artery be then tied, we 
know that no branch is given off between the ligature and the aneurism, by means of 
which the circulation in the tumour can be carried on; therefore, if it were tied effec- 
tually, there could be no current of blood through the tumour, that the coagulation 
might take place necessary for the cure of the aneurism. Mr. Warprop first tried the 
operation in a case of this kind, and it was completely successful. The operation was 
subsequently performed in a case of aneurism of the carotid artery, and it appeared again 
to have been completely successful, so far as the contraction of the tumour was con- 
cerned; but the patient unfortunately died in consequence of hemorrhage from the 
upper orifice of the artery where it had been tied, from the remote orifice of the 
artery, a circumstance, however, that does not at all diminish the value of the inference 
that is to be drawn from the operation, as far as regards the principles upon which it is 
founded. When, however, we come toaneurism on the trunk of the axillary, or femoral 
artery, the case is different ; if we tie the vessel beyond the tumour, in either case there 
are important branches given off between the disease and the ligature, by which, probably, 
a current of blood will continually be kept up through the tumour. In a case of 
aneurism of the femoral artery. for instance, we should hardly be able to tie the trunk 
of the vessel beyond the tumour, above the origin of the profunda ; if, therefore, the 
profunda be left going off either from the aneurismal sac, or from any part between the 
aneurism and where the trunk of the artery has been tied, we should expect from the 
active circulation which would be kept up through the tumour, that the operation would 
fail. In cases of aneurism of the axillary artery, there are a variety of large branches 
situated, near to the tumour, so that we could not apply a ligature on the distal side, 
between them and the tumour itself, and these branches would keep up the circulation 
of the blood through the tumour in the same way that it would be maintained if no 
ligature were applied. The two cases seem, therefore, to be very different in point of 
principle ; that in which the aneurism is situated near the trunk, and where the vessel 
ee off no branches between the disease and the ligature; and that in which it is so 

ituated, that numerous branches are given off between where we can apply a ligature, 
and the situation of the aneurismal tumour. Still, as I have already said, the question. 
is one of experience, and, until it has been fairly tried, we cannot venture to assert that 
the application of a ligature on the trunks of both femoral and axillary arteries beyond 
the aneurismal tumour, may not be effectual.” (p. 165.)] 


(a) Lectures in Lancet, vol. ii. 1830. 
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SECOND Section.—OF ANEURYSM IN PARTICULAR. 


I.—OF ANEURYSM OF THE CAROTID ARTERY AND ITS BRANCHES. 


1434. Aneurysm of the carotid artery is usually situated at its bifur- 
cation; it has, however, been noticed on various parts of its common 
trunk, near its origin, and on its branches, the ophthalmic, temporal, and 
others. The diagnosis rests on the general symptoms which characterize 
aneurysm; with which it is also to be remarked that the aneurysm does 
not move in swallowing, like pulsating swellings of other kinds, in the neck, 
which, for the most part, are connected with the thyroid gland. Besides, 
it is generally accompanied with violent tearing pain in the entire 
half of the head, beating in the head, sudden loss of recollection, and, 
according to the different seat and size of the aneurysm, difficulty in 
breathing. 

Burns (a) has often felt an enlargement of the common carotid, and of the root of 
the internal carotid, after death and twice during life, forming a swelling as large as a 
filbert nut, which caused no pain. I have noticed such an expansion in a strong young 
man, upon the bifurcation of the carotid, which arose after violent exertion ; excepting 
a violent beating it was unaccompanied with any inconvenience, and did not increase for 
several “years. Syme, J. (0), observed a case of aneurysm of the internal carotid artery, 
which formed a pulsatory swelling in the throat; and, from its situation, resembled 
an abscess in the tonsil. Tying the carotid artery did not stop the pulsation, and the 
patient died. 

1435. Tying the carotid artery is the only remedy which can be 
employed in aneurysm of that vessel, if the seat and size of the swelling 
especially permit. 

AcrEL (c) has restored the artery in an expansion (Aneurysma verum) of the trunk 
of the carotid artery, by gradual and strong compression as the place permitted, after 
four or five months, to its natural strength. 

1436. Numerous observations have proved that, after tying the common 
trunk of the carotid artery, the brain is sufficiently supplied with blood, 
and that no disturbance of its functions ensue. Besides the numerous 
small anastomoses, the carotids of both sides communicate, and the verte- 
bral arteries, by large inosculations in the region of the cellular sinuses, 
of the cuneiform process of the occipital bone, the falx, and the halves of 
the cerebellum, but especially by one peculiar branch from the deep artery. 
The vertebral arteries at the same time assume the function of collateral 


branches. 


Tying the carotid artery (previously undertaken by ABERNETHY (1) and Lynn in 
wounds) was first and afterwards frequently performed for aneurysm by ASTLEY 
Cooper (d). Mace1iu(e), in the space of one month, tied both carotid arteries for 
tumours of both eyes. Several months after the operation, the patient was well and the 
swellings had subsided. Mussry (f') tied both carotids at an interval of six weeks, on 
account of inosculating arterial swellings, and the case recovered. 

[(1) ABERNErHy was not the first person who tied the carotid artery; for HEBEN- 
STREIT, in the fifth volume of his translation of Bensam1In BeEtx’s System of Surgery, 
mentions a case which he had met with, where the external carotid artery was wounded 


in the extirpation of a schirrous tumour. 


(a) Observations on the Surgical Anatomy of 
the Head and Neck. p. 163. 

(b) London and Edinburgh Monthly Journal - 
of Med. Science, Nov. 1842. 

(c) Chirurgische Vorfiille, vol. i. p. 253. 

(d) Account of the First Successful Operation 
performed on the common Carotid Artery for Aneu- 


The profuse hemorrhage which instantly 


rysm, inthe year 1808, with the post mortem exami- 
nation; in Guy’s Hospital Reports, vol. i. p. 53. 


' Jan. 1336. 


(e) New York Medical and Physical Journal, 
vol. iv. p. 576. 

(f) American Journal of Medic. Sciences, vol. v. 
p. 316. 
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ensued would soon have, destroyed the patient, if the Surgeon had not immediately 
recollected himself and tied the trunk of the artery. “The operation was successful, and 
the patient lived many years after it” (a). 

ABERNETHY’S operation (6) was pérformed about 1798 or 9, on a man whose neck was 
gored bya cow. ‘The horn “ had passed beneath and torn the internal carotid artery, 
and all the branches in front of the external carotid artery. The former vessel was not, 
however, entirely rent asunder, so that the general course of the artery, and its con- 
nexion with the cranium remained in the usual state.” (p- 117.) The vessels did not at 
first bleed, but soon did, but this was checked by pressure on the common carotid artery, 
which could not, however, be borne, and the patient’s struggles removing the pressure, 
repeated bleedings ensued. The wound was therefore enlarged, the artery found and 
tied, but he died thirty hours after the ligature had been applied. (p. 1.25.) 

FLEMING (c) successfully tied the ‘carotid in 1803, for secondary bleeding, in a sailor 
_ who had attempted to commit suicide. The wound had healed so rapidly that on the 
seventh day the ligature was completely buried in granulation, and required removal 
by a cautious dissection.” (p. 4.) 

The common carotid artery was first tied by AstTLry Cooprr (d), in November, 1805, 
for aneurysm of the right carotid; the ligatures were drawn from the wound on the 
eleventh day, but the woman died on the nineteenth day, having suffered much from 
difficulty in swallowing. He tied it in another case in J une, 1808; the upper ligature 
came away on the twenty-second, and the lower on the twenty-third day, and this patient 
recovered. The account of the state of the vessels thirteen years afterwards will be 
found below. 

Travers (e) tied the carotid artery in the following year successfully for a case 
of aneurysm by anastomosis in the orbit, in a woman of thirty-four years of age. 

The carotid artery has since been tied frequently with success; and there is one very 
interesting instance in which Dr. Ropertson, of Edinburgh ( J), operated in a case 
where an aneurysm had burst into the esophagus, and the space was so little, that the 
artery was taken up only half an inch above the bifurcation of the arteria innominata ; 
the ligature came away on the seventeenth day, and the patient recovered. 

Zx1s, of Dresden (gy), tied the carotid artery in an infant of fifteen months for a vas- 
cular nevus on the left side of the face. After having exposed the edges of the m. sterno- 
mastoideus, a vein, about the thickness of a quill, was found lying across the bottom of 
the wound; this he tied and divided. There was not any arterial hemorrhage, but 
dark venous blood oozed out, which was stopped by the application of kreosote water. 
On opening the sheath, and exposing the internal jugular vein, another large gush of 
blood ensued, and was stopped by kreosote water. The vein which had been tied swelled 
so much as to excite fear of its bursting, and was therefore tied again higher up; after 
which the artery was tied with a silk thread. The tumour immediately became smaller 
and paler, shrivelled up, and exhibited in various spots, a greenish yellow colour, like an 
ecchymosis of four or five days Standing. On the fourth day the ligature on the vein 
came away, and on the following night a considerable venous bleeding took place, which 
recurred six times in the course of the next twenty-four hours, but each time was 
arrested by the kreosote water. On the evening of the eighth day the ligature came 
away; the bleeding ceased, and after seventy-two days the wound had healed. Several] 
weeks after the operation, the tumour had increased with the nutrition of the body, and 
became very large, when the child cried. About a week before the complete healing of 
the wound, the child was attacked suddenly with convulsions and hemiplegia of the 
right side; these symptoms continued with increasing debility, and on the forty-ninth 
day after the attack of convulsions, the child died. The vascular nevus had for some 
days disappeared, leaving only a few folds of the skin. No examination was allowed. 

Kuut (h), of Leipzig, has tied both carotids with success at an interval of twenty-seven 
days, for a pulsating aneurysmal tumour of the scalp, consequent on wound on the 
occiput, from which there were repeated bleedings. The application of the ligature was 
followed by convulsions, other troublesome symptoms, heaviness and throbbing of the 
head, for which it was necessary to employ venesection, though the case at last did well. ] 


1437. Tying the common trunk of the carotid artery may be performed at 
three different places, according to the different seat of the aneurysm, viz. : 


(a) Scarpa, WisuHarr’s Translation, note, p. (f) Dublin Journal of Medical Science, &c., vol. 
9, xii. p. 435. 1838. 

(b) Surgical Works, vol. ii. a (g) Zeitschrift fiir die gesammte Medicen, vol. 
¢) Medico-Chirurgical Journal, vol. iii. p. 1, lii. part 1. 

3} Medico-Chirurgical Transact., vol. i, Badly (A) Raprus und Crarus, Beit. zur prakt, 


(¢) Med.-Chir. Trans., vol. i. p. 222. Heilkunde. Leipz., vol. ii. p. 245, 
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first, immediately above the collar-bone ; second, below the part where 
the m. omo-hyoideus crosses the carotid ; third, above that point. If the 
seat and extent of the swelling do not permit the ligature below the 
aneurysm, it must be applied above (par. 1483.) The patient is to be 
placed horizontally upon a couch, the head supported by a pillow, and 
the diseased side of the neck turned properly towards the light. 

1438. In tying the carotid artery immediately above the collar-bone, 
a cut of two inches and more should be made through the skin and 
m. platysma myoides, from the top of the breast-bone along the inner 
edge of the m. sterno-cleido-mastoideus. When the edge of this muscle is 
laid bare, it must be separated from its cellular connexion with the 
m. sterno-hyoideus and sterno-thyroideus, and drawn outwards, whilst the 
latter two muscles are drawn inwards, with a blunt hook, by an assistant. 
The m. sterno-cleido-mastoideus is now to be relaxed by inclining the head 
to the affected side. The internal jugular vein appears in the wound, 
and must be drawn outwards, with the forefinger of the left hand from 
the artery, the sheath of which is then to be opened with delicate and 
careful strokes of the scalpel ; or, when the vein has been fixed externally 
by an assistant, the sheath is to be raised with forceps, and carefully cut 
into; the artery should be carefully isolated with the handle of the knife, 
and the ligature applied round it with Descuamrs’ needle. 


The operation is always most difficult at this part, on account of the depth of the 
artery beneath the m. sterno-cleido-mastoideus, and because it is entirely covered by the 
jugular vein. 

ZANG (a) has proposed that an incision, beginning from the top of the cricoid cartilage, 
should be carried outwards between the two portions of the m. sterno-cleido-mastoideus, 
and terminate at a quarter of an inch from the collar-bone; the skin and m. platysma 
myoides, and the edges of the wound must be kept asunder with the blunt hook, the cel- 
lular tissue and fascia of the neck divided, and thus the triangular space formed by the 
sternal and clavicular insertion of the sterno-mastoid muscle reached. The internal 
cervical fascia is then to be cut through, the thyroid gland drawn inwards, the jugular 
vein and pneumo-gastric nerve outwards, the artery taken hold of by the forceps, gently 
raised, and a ligature passed with a proper needle close to the part where the artery is 
covered by the m. omo-hyoideus. 

According to DieTRIcH’s proposal (6), an incision is to be made on the mesial line of 
the windpipe, from the semilunar notch at the top of the breast-bone, to the cricoid 
cartilage, from two and a half to three inches in length, through the skin, cellular tissue, 
m. plalysma myoides, and external cervical fascia, by which the small veins running 
from above downwards are avoided. The tendinous connexion between the m. sterno- 
hyoideus and sterno-thyroideus is then to be divided, the edges of the wound drawn asunder 
with a blunt hook, and the muscles just mentioned pushed from the windpipe, with the 
handle of the knife, and carried towards the shoulder. The branches of the inferior 
thyroideal vein, as well as the thyroid gland, which appears from the middle to the upper 
end of the wound, must be avoided. The finger is to be introduced into the wound — 
downwards and outwards, after the cellular tissue has been divided with the handle of 
the knife, and the vessel is felt enclosed in its sheath, which is then to be opened, the 
artery a little raised, and the ligature introduced. 

_ As upon the left side the carotid artery lies deeper and nearer to the pleura, the 

jugular vein and pneumo-gastric nerve higher, and the thoracic duct close behind the 

ries of the artery, the performance of the above mode of treatment the more 
ifficult. 

The following method, proposed by Coares (c), is more easy and more sure. A 
cut from two to two and a half inches long, is to be carried upwards from the upper 
edge of the breast-bone, upon the inner edge of the sterno-mastoid muscle ; from the 
lower end of this incision, a second is to be made parallel to the upper edge of the 
collar-bone, to the inner edge of the clavicular part of the sterno-mastoid muscle, about 


; (a) Blutige Operationen, vol. i. p. 233. 
(b) Above cited, p. 162. (c) Medico-Chir. Trans., vol. xi. pt. ii. 
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an inch and a half long: the cellular tissue, m. platysma myoides, and external cervical] 
Jascia, is to be divided in the two cuts. A director is then to be carefully thrust under the 
sternal portion of the sterno-mastoid muscle, which should be cut through three lines 
from the upper edge of the collar-bone, together with the internal cervical fascia. The 
flap is turned somewhat upwards, and. held back with a blunt hook. The cellular tissue 
is then to be divided, and, if there be much fat, it must be removed partly with the 
scissors, forceps, or bistoury, so that the vessels, with their sheath, behind the collar- 
bone, and on the outer edge of the m. sterno-hyotdeus, may be brought into view. These 
muscles are to be inclined with the handle of the knife towards the wind-pipe, and the 
sheath, opened with the greatest care, and without any violence, as the delicate walls of 
the thoracic duct, which lies close behind the sheath, are torn with the slightest violence. 
The isolation and tying of the artery is effected in the way already described. 

1439. If the aneurysm be higher up, the tying of the carotid artery must 
be effected below the part at which the m. omo-hyotdeus crosses. A cut isto 
be made through the skin and m. platysma-myoides, in an oblique direc- 
tion along the inner edge of the m. sterno-mastotdeus, commencing at the 
top of the cricoid cartilage, and terminating an inch from the sternal end 
of the collar-bone. When the edge of the sterno-mastoid muscle is exposed, 
it must be separated carefully from the sterno-hyoid muscle, and drawn 
outwards ; the omo-hyoid muscle then appears crossing over the vessels of 
the neck, and the carotid artery, jugular vein, and pheumo-gastric nerve 
enclosed in their sheath, with the descending branch of the hypoglossal 
nerve upon it. The omo-hyoid muscle is now to be drawn outwards and 
upwards, the thyroid gland inwards, and the jugular vein with the fore- 
finger of the left hand outwards, and there kept (1). The sheath is now to 
be opened, immediately where it covers the carotid artery, either with a 
director, or, if carefully raised with the forceps, with the scalpel held flat, 
or, what is best, with some careful strokes of the scalpel. The artery 
should now be separated from the surrounding parts with the handle of the 
knife, to an extent sufficient for passing around it the ligature with 
DESCHAMPS’ needle. 

As the swelling up of the jugular vein often renders the isolation of the artery very 
difficult, this may be facilitated by applying compression on the vein above, with the 
finger. For the purpose of not injuring the important surrounding parts in isolating 
and tying the artery, it is to be borne in mind that the jugular vein lies on its outer side, 
and upon it; the pneumo-gastric nerve between the vein and artery, and the sympathetic 
nerve behind them. As important varieties in the course of the vessels of the neck, in 
connexion with this operation, it must be remembered that the division of the carotid 
artery often takes place deep in the bottom of the neck, and that the vertebral artery 
arises from the aorta, or the subclavian ascends along the side of the carotid, and close 
behind it. Ifthe artery be laid bare, as proposed, to a great extent, two ligatures must 
be applied, and the artery tied at the upper and lower part of the exposed portion (a). 

[(1} Astitey Cooper (b) observed in his first operation for carotid aneurysm, that 
“the motion of the internal jugular vein produced the only difficulty in the operation, as, 
under the different states of breathing, it sometimes presented itself to the knife tense 
and distended, and then as suddenly collapsed.” (p. 3.) This, however, is not always 
the case, as in an instance meationed by Hopason where the carotid artery was tied for 
a spurious aneurysm, the result of wounding the vessel with a penknife, “the jugular 
vein afforded no trouble in the operation; it was not even seen.” (p. 332.) And in 
another operation, by Dr. Joun Brown, of Meath (ec), for wounded carotid by a penknife, 
the vein “did not appear, nor was it a source of the slightest inconvenience in the Ope- 
ration.” (p. 305.) ‘ 

If, however, the vein be wounded in the operation, it must be tied as was done by 
Simmons, of Manchester (d).] 

1440. If the carotid be tied above the crossing of the m.omo-hyoideus, 
(which is only possible when the aneurysm is seated in the branches of 


(a) Hovason, above cited, p. 342. (c) Dublin Hospital Reports, vol. i. 
(6) Med.-Chir. Trans., vol. i. (d) Cyclopeed. of Pract. Surgery, vol. i. p. 262, 
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that vessel, or when the aneurysm is deep, and the artery must be tied 
above it,) the cut must be carried either from the top of the cricoid carti- 
lage two inches upwards, in the direction of the inner edge of the sterno- 
mastoid muscle, or commenced at the upper edge of the thyroid cartilage, 
and, on the contrary, carried down a sufficient length along the inner 
edge of the sterno-mastoid muscle. In this case the operation is to be 
proceeded with as before, only the omo-hyoid muscle must be drawn 
downwards. In other cases, when the skin, m. platysma myoides and 
cellular tissue are divided, the edges of the wound must be held asunder, 
athin layer of cellular tissue divided ; and, in the triangular space formed 
at the lower end of the wound, by the crossing omo-hyoid muscle, at the 
upper end of the wound, by the digastric muscle, and externally, by the 
inner edge of the sterno-mastoid muscle, the artery must be isolated, as 
already mentioned (a). 

The superior thyroideal vein above the cricoid cartilage, crosses the common carotid 
artery, and with it the laryngeal and pharyngeal vein, as well as some branches anasto- 
mosing with the external jugular vein, run together before the carotid, and partially 
form some anastomoses. These veins must be avoided, and drawn upwards (1), and the 
superior thyroideal artery inwards. 

[(1) I have on one or two occasions seen these veins wounded in tying the carotid 
artery ; they bled very freely, but were soon stopped by a little pressure. —J. F. S.] 

1441. When in one or other way the ligature has been carried round 
the carotid artery, it must be fastened sufficiently tight with two single 
knots; the one end of the ligature cut off near the knot, the other brought 
out of the wound by the shortest course, and the union of the edges of the 
wound effected with sticking plaster. Such symptoms may occur after 
the operation as have been already generally mentioned. ‘The patient 
should be kept quiet in bed, with his head somewhat raised, and bent 
forwards. On the fourth or fifth day the dressing is to be renewed. ‘The 
patient should be treated antiphlogistically, according to the symptoms, 
and with suitable antispasmodics, if cramps come on. After tying the 
carotid, it is not uncommon that, on account of the great anastomosis, 
the pulsation in the sac reappears; no further increase, however, is to be 
feared ; it gradually becomes weaker, and the sac diminishes. 


For the history of the ligature of the common trunk of the carotid artery, and the 
collection of the hitherto known cases, see DreTRIcH (6). 

[The following is the account of the dissection of the second case in which ASTLEY 
Cooper tied the left common carotid artery in 1808, for aneurysm (c), the patient 
having died thirteen years after of apoplexy (d). “The disease of which he died 
sufficiently attested the freedom of the circulation, as well as its force in the cerebral 
vessels, on the side on which the carotid had been tied. The arteries on the left side of 
the brain were rather larger than those on the opposite side. The anterior cerebral 
artery was of the same size as its fellow: the middle cerebral larger than that on the 
right side, which was filled with coagulum and did not admit the injection. The large size 
of the latter vessel is accounted for by the increased size of the communicating branch ; 
which receiving its blood from the basilary, had become as large as an ordinary 
radial artery. The basilary appeared to be of its usual capacity, although it was evi- 
dently the channel which supplied the middle cerebral artery. The blood probably 
found an easier course from the basilary, through the left communicating branch, than 
into the right corresponding vessels, which appeared rather diminished in size. From 
an inspection of the base of the brain after the vessels had been injected it immediately 
struck the observer, that the left side of the arterial circle of W1LLIs was much more 
developed than the right, and that the left side of the brain received its full share of 
arterial blood. The anterior cerebral artery received its supply from its fellow by 
means of the transverse branch: these vessels seemed to be of their usual size. The 


(1) Drerricu, above cited, p. 180. (c) Med.-Chir. Trans., vol. i. p. 222. 1809. 
(b) Above cited, p. 132. (d) Guy’s Hospital Reports, vol. i, 1836. 
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internal carotid was pervious for about half an inch, and of its ordinary capacity. The 
external vessels were not so well displayed. Those of the face did not receive the injec- 
tion. The common carotid trunk was impervious throughout its whole extent, being 
reduced to a mere cord. The external carotid was injected at its commencement: and 
the superior thyroideal was filled from the arteries of the opposite side; but beyond this 
the arteries were empty and therefore could not be satisfactorily traced. The free com. 
munication of the branches of the external carotids, in their natural state, affords an 
ample channel of supply, when the circulation in one is cut off. The aneurism must, 
as Sir AsTLey Cooper suspected, have been situated in the internal carotid artery. 
(p. 57.) The preparation of the carotid arteries of this case is in the Museum at St. 
Thomas’s. | 

1442. If an aneurysm be seated in the branches of the carotid, the tying 
of the affected artery must, if possible, be performed. This tying may 
also be required on account of other diseased conditions. We must 
therefore consider tying the external carotid, the lingual, the external 
maxillary, the temporal, the occipital, and the posterior aural. Tying 
the superior thyroideal artery will be mentioned in the treatment of 
bronchocele. 

1443. Tying the external carotid artery is considered as one of the most 
difficult operations, on account of the vessel being surrounded with arteries, 
veins, and nerves, and therefore also it is usually recommended to tie 
the common trunk instead of it (a). It has, however, been performed 
successfully by BusHeE (6), on account of aneurysm by anastomosis; 
by Morr (c) in removal of the lower, and by Lizars (d) in that of the 
upper jaw-bone. 

Dierricu (e) has proposed the most convenient mode of operating ; 
a finger’s breadth from the lower edge of the lower jaw, at a distance 
of half an inch from the inner edge of the sterno-mastoid muscle towards 
the larynx, a cut should be made obliquely upwards, and parallel to the 
edge of the sterno-mastoid muscle, through the skin, cellular tissue, and m. 
platysma myoides. After the division of a thin layer of cellular tissue, 
the external cervical fascia appears, upon which run some veins, which 
are to be raised, and the fascia and the cellular tissue divided with the 
handle of the knife. The internal cervical fascia is then to be cut through 
with slight strokes of the knife, and, whilst the edges of the wound are held 
asunder with blunt hooks, the inner edge of the sterno-mastoid muscle 
appears on the outer edge of the wound; at its inner edge the tongue- 
bone is felt ; at the upper angle of the wound are seen the submaxillary 
and parotid gland; at the under edge, the digastric muscle; and at the 
lower angle the omo-hyoid. With the greatest care the fat and cellular 
tissue filling the bottom of the wound must now be divided, keeping 
towards the upper angle of the wound, for the purpose of best avoiding the 
venous branches, to wit, the superior thyroideal, sublingual and facial, and 
thus the artery is exposed, partially covered by the common trunk of the 
facial veins. Now begins the most difficult part of the operation, to wit, 
the isolation of the artery from the surrounding important parts. At the 
upper angle of the wound the artery crosses the lower edge of the digastric 
muscle, as well as the principal trunk of the hypoglossal nerve, which runs 
parallel to the edge of the muscle; on the inside some twigs pass down 
from the hypoglossal nerve, and, at the same time, the superior thyroideai 


(a) Manec, above cited, pl. iv. 
(6) Lancet, 1827-28, vol. ii. p. 482. (d) Lancet, 1829-30, vol. ii. p. 54. 
(ec) American Journal of Medical Sciences, vol. (e) Above cited, p. 186. 
ix, 1845, 
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artery and vein run down from above to the internal jugular vein. ‘The 
trunk of the facial veins lies in part upon the artery, and upon the wall of 
the artery descends a branch of the hypoglossal nerve. On the outside of 
the artery are the internal carotid artery, and the internal jugular vein, 
which frequently covers the latter artery ; together with them descend the 
pneumo-gastric and sympathetic nerves, which divide into many branches. 
Between, and rather behind the two arteries, passes up with, and very near 
it, the ascending pharyngeal artery, from the external carotid. The 
laryngeal nerve, as well as branches of the hypoglossal nerve, cross it 
deeply, passing on the back and inner part inwards and upwards. ‘The 
external carotid artery is best tied either above the giving off of the 
superior thyroideal, or where it crosses the lower edge of the digastric 
muscle. This muscle, and the hypoglossal nerve, must therefore be 
somewhat separated from the cellular sheath, and with the submaxillary 
gland drawn upwards with a hook by one assistant, whilst another draws 
the internal carotid artery, the internal jugular vein, and the nerves 
outwards. When the operator has now in part pressed the trunk of the 
facial veins lying on the artery, aside and inwards, he opens the sheath 
of the artery with the handle of the scalpel, and passes the ligature with 
Descuames’ needle from without inwards. 

1444. Beciarp (a) has proposed tying the lingual artery in bleeding 
after deep extirpation of the tongue, and the like. Tying it on one side 
is sufficient, as the bleeding from the other side of the tongue may be 
stanched by cauterization. The patient lies with his head somewhat bent 
back, and with his face turned towards the sound side; the operator tho- 
roughly satisfies himself of the position of the tongue-bone, which, during 
the whole operation, must guide him, and makes a cut from an inch to an © 
inch and a quarter long, which he commences a little behind the horn of 
the tongue-bone, and carries upwards and forwards, half an inch over the 
body of that bone. The skin and m. platysma myoides are thus divided, 
avoiding the facial vein, which is to be turned backwards. The cellular 
sheath of the submaxillary gland is then to be opened, and the gland raised — 
without injuring it, upon which the digastric and stylo-hyoid muscles, as 
well as the hypoglossal nerve, appear. If these different parts be very 
near the tongue-bone, as happens with persons who have short necks, they 
must be gently raised, so as to expose the outer side of the hypoglossal 
muscle, some fibres of which are to be seized with the forceps, raised, the 
director introduced under them and then divided, upon which the artery is 
exposed, and easily isolated. 

Dietricu (b) makes the cut as in tying the external carotid artery, only with this 
difference, that he begins three lines from the under edge of the lower jaw, and carries 
it two inches downwards, through the skin, cellular tissue, m. platysma myoides, and 
external cervical fascia. The vein being avoided, and the second fascia divided, the 
edges of the wound are to be kept asunder with hooks, when the submaxillary gland and 
lower edge of the digastric muscle appear at the upper angle of the wound. The cellular 
tissue, connecting the gland with the muscle, is to be divided, and the gland raised up, 
which exposes the stylo-hyoideal muscle. Both muscles and the hypoglossal nerve are 
to be drawn downwards or upwards, and the two layers of cellular tissue being divided 
with the handle of the knife, the artery now appears close to the trunk of the 
external carotid artery, from which it is given off. In front of the artery passes the 


lingual vein ; often, also, on its inner and outer side the facial vein ; and still further, 
the superior laryngeal nerve. The nerve must be drawn down, the vein up, and the 


(a) Manec, above cited, pl. iii—Brn1, CHartes, Operative Surgery, vol. ii 307.—Wise} 
AVERILL, above cited, p. 53. ; aie: (0) Aboreniteal p. ae 
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artery tied from below upwards, immediately above the great horn of the tongue-bone. 
Ifthe artery is to be tied still more distant from its origin, it is not necessary to cut into 
the fleshy fibres of the hypoglossal muscle. The artery otherwise runs through suffi- 
cient extent before it passes under any muscle. 

1445. The external maxillary or facial artery is tied at the angle of 
the lower jaw in the following manner. A cut is to be made on the inner 
edge of the masseter muscle, running obliquely downwards and outwards, 
to the extent of an inch or a little more through the skin, cellular tissue, 
and fibres of the m. platysma myoides. In this direction the cellular tissue 
and some threads of the facial nerve are cut through; and the edges of 
the wound being separated, the artery appears on the inner edge of the 
masseter muscle, lying on the periosteum ; and close to it, on the outer side, 
is the facial vein; these are drawn outwards, and the artery isolated with 
ease. 

This artery can be tied in its submaxillary part only with the greatest difficulty. 
Manec (a) declares himself against this operation, because the artery lies very deeply, 
and is covered by very many parts. VE LPEAv and Dierricn have given the modes of 
proceeding in this operation. By the former, an incision is made from the submaxillary 
gland to the inner edge of the sterno-mastoid muscle, and then a second from the hindér 
end of the great horn of the tongue-bone to the inner edge of the masseter muscle, 
through the skin and m. platysma myoides, and the“flap so formed should be turned back 
upwards. The edges of the wound are to be kept asunder, the flap held up, and the now 
displayed aponeurosis, from which the artery is only separated by cellular tissue, must be 
cut through, in doing which the facial vein is sometimes divided, between the sub- 
maxillary gland and digastric muscle; after this the artery is to be isolated and tied 
between the great horn of the tongue-bone and the submaxillary gland. According to 
Drerricn, the cut should be made two lines from the under edge of the jaw, directly 
down, rather obliquely outwards and downwards, to the inner edge of the sterno-mastoid 
muscle. The facial vein is never to be cut through, but separated from the submaxillary 
gland, and carried outwards or inwards, as may be most convenient. The hypoglossal 
nerve is to be taken care of. The artery passes under the stylo-hyoid muscle, at the point 
where it is perforated by the digastric muscle, about half an inch from its insertion in the 
tongue-bone. The muscles together with the nerves, are to be separated from the cellular 
tissue, and carried downwards, and the ligature passed around the vessel from without 
inwards, and from below upwards. 

1446. Aneurysms of the temporal artery, occurring after wounds, may 
be often cured by compression, as I have seen in one instance, when aneu- 
rysm occurred after arteriotomy ; if this be not possible, the temporal 
artery must be tied. The position of the artery is to be first well ascer- 
tained by feeling with the finger, and then along its course a cut an inch in 
length is to be made through the skin, midway between the joint of the 
jaw and the auditory passage; a director is then to be introduced beneath 
the pretty thick cellular tissue by which the artery is covered, and this 
being divided, the artery is to be isolated. The accompanying vein lies 
to the outer side. 

1447. Aneurysms of the occipital artery rarely occur, though MrvEer (0) 
mentions a case in which, on account of aneurysm, many branches and 
the trunk of the occipital artery were tied. J. Burns (e) also tied this 
vessel for an aneurysmal swelling. A cut is to be made half an inch 
behind, and a little beneath, the tip of the mastoid process, and continued 
obliquely upwards and backwards, to the extent of an inch or an inch and 
a quarter. The skin and aponeurosis of the sterno-mastoid muscle are to 
be divided, and the finger carried under the upper lip of the wound, in 
order to feel the base of the mastoid process. The m. splenius is then to 


(a) Above cited, pl. iv. (c) In his brother’s Surgical Anatomy of the 
(6) Dissert. de aneurysmate arteriz occipitalis Head and Neck, p. 374.—MAneEc, above cited, 
1804.—Scarpa, Translation, p. 199, note. pl. v.—Dierricn, above cited, p. 209. 
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be divided the whole length of the wound, and the pulsation of the artery 
being felt, should be carefully isolated, so as not to injure the accompany- 
ne 148. To tie the posterior aural artery, a cut half an inch long 
should be made, from the lobe of the ear to the inner edge of the sterno- 
mastoid muscle, and continued upwards along its inner edge an inch 
upwards; this cut divides the skin, fatty cellular tissue, and the muscular 
aponeurosis. An assistant with a blunt hook separates the edges of the 
wound, and then is seen, at the lower angle of the wound, a portion of the 
parotid gland; but in the upper angle, the lower edge of the lower 
retractor of the auricle ; in the middle of the wound the artery 1s to be 
sought for, isolated, and tied (a). 


1 branch of the posterior aural on account of aneurysm. 
ect ta (c) hada nae of * aneurism of the posterior aural artery from a blow ; 
he opened the sac, and was compelled to tie, not only the vessel which led into the sac, 

but numerous others entering in all parts of the circumference of the swelling.” (p. 82.) 
- -Bectin (d) gives the account of an aneurysm of the middle meningeal artery, in 
which the bone having been absorbed, the tumour became superficial, and, being mis- 
taken for an encysted tumour, was extirpated. An ineffectual attempt was made to stop 
the bleeding by plugging; but the patient could not be saved. 

The branches of the internal carotid artery within the skull sometimes become 
aneurysmal. A remarkable instance of this kind occurred to Dr. (afterwards Sir 
GILBERT BLANE) (e), in a female of sixty-four years old, who “was suddenly seized with 
a fit of giddiness and dimness of sight, succeeded by acute pain in the forehead, which 
remained for some time. The indistinctness of vision continued for six months ; after 
this, she was at intervals seized with giddiness, headache, and imperfect vision. She had 
a similar attack two years after the first, from which also she recovered to a certain 
degree. From this period she continued subject, from time to time, to the above-men- 
tioned symptoms as long as she lived. She for some time saw objects double, but the 
particular period of this could not be ascertained.” (pp. 193, 94.) She afterwards betrayed 
signs of mental derangement, and became maniacal, and died in that state five years 
after her first attack. On examination there was found more water than usual in the 
ventricles of the brain; upon the falx, some spicula of bone 3. and the optic nerves were 
smaller than usual, as if they had been wasted.” The morbid appearance in this case, 
which was so singular, and to which the symptoms of complaint seemed chiefly referable, 
was to bulbs about five-eighths of an inch in diameter, filling up the hollow on each side 
of the sella tursica, which were evidently dilatations of the carotid arteries, and, from 
their being filled with lamine of coagulated blood, there could be no doubt of their being 
aneurisms of these arteries. The one on the left side was the largest ; that on the right 
communicated with the cavity of the artery, which was not the case with the other.” 
BLANE observes :—“ It is probable that one of the aneurisms arose five years before her 
death, occasioning the first attack described, and that the other arose two years after- 
wards, occasioning the other attack. It is also probable that it was between these two 
attacks that she saw objects double, from the unequal compression on the optic nerves.” 
(pp. 196, 97.) Hopeson mentions an instance of a small aneurysm in the anterior 
cerebral artery, filled with a solid coagulum, and another in the basilar artery was seen 
by SERRES. | 


II._OF ANEURYSMS OF THE SUBCLAVIAN AND AXILLARY ARTERIES. 


1449. Aneurysm of the axillary artery in general increases quickly, as 
the surrounding parts offer little opposition. ‘The swelling raises the great 
pectoral muscle, spreads towards the collar-bone, and thrusts it upwards. 
It is, therefore, rarely that this aneurysm is so early observed, that there 


(2) Drerrica, above cited, p. 211. (d) Dictionnaire de Médecine et de Chirurgie 
(b) Edinburgh Med. and Surg. Journ., vol. xxxi. pratiques, vol. ii. p. 533—article, Anévrysme. 

. 66. 1829. (e) History of some cases of Disease in the Brain ; 
(c) Surgical Lectures. in Trans. of a Society for the Improvement of 
Med, and Chir. Knowledge, vol. ii. S8vo. 1800. ~ 
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is still space sufficient (a) for tying the axillary artery, and this operation is 
usually possible only in aneurysms at the upper part of the brachial artery. 

1450. Tying the axillary artery may be performed in two situations, 
namely, first, by cutting through the great pectoral muscle, under the 
collar-bone ; and second, by division of the tendinous interspace between 
the pectoral and deltoid muscles. The patient either lies on a bed or sits 
on a sloping chair, with the shoulders somewhat depressed ; an assistant 
stands behind, and is ready to compress the subclavian artery, if bleeding 
should occur during the operation. 

1451. In the first mode of operating, a cut must be made through the 
skin, commencing an inch from the sternal end of the collar-bone, and 
continued along its under edge towards the coracoid process of the blade- 
bone, as far as the cleft which separates the pectoral and deltoid muscles. 
In this direction the connexions of the great pectoral muscle with the 
collar-bone are divided, and thus the lesser pectoral muscle is exposed, 
which, beginning from the coracoid process, crosses the lower angle 
of the cut. The point of the finger is then to be introduced between 
the coracoid process and the lower edge of the collar-bone, and the artery 
is there found surrounded, upon the outer side, and partially covered by 
the brachial plexus, and upon the inner side by the brachial vein. The 
artery is now to be carefully separated from the vein and nerves, and a 
single ligature carried round it with Drscuamprs’ needle, ‘before with- 
drawing which, the artery should be compressed upon it, for the purpose of 
ascertaining that it alone is taken hold of. The small arteries wounded 
during the operation are to be tied at once, and the wound kept clear of 
blood. The dressing and after-treatment are to be conducted according 
to the former general rules. _ 

The direction of the wound in this mode of operation is variously advised. The most 
important variations are—that recommended by Lisrranc, in which the cut is commenced 
half an inch from the sternal end of the collar-bone, in the pit formed by the clavicular and 
sternal parts of the great pectoral muscle, and carried three inches below the collar-bone ; 
and the practice recommended by ZANG and others, who carry the cut close beneath the 
collar-bone, beginning from its middle, and continue it for two and a half inches down- 
wards and outwards, nearly to the coracoid process, 

1452. In the second mode of treatment, if the artery be not tied so near 
the collar-bone, a cut is made of two and a half inches length, from the 
lower edge of the outer third of the collar-bone, towards the inside of the 
upper arm, on the interspace between the great pectoral and deltoid 
muscles. The lesser pectoral muscle is cut off at its insertion to the 
shoulder-blade. The forefinger is now to be carried deeply into the 
wound, and passed upon the surface of the m. serratus magnus, till its tip 
reach the shoulder-blade. The finger is now curved, and, following the 
inner surface of the subscapular muscle, is again carried. forwards, up to 
the outer lip of the wound in the skin. In this way is the whole armpit 
Swept round, and the entire mass of vessels and nerves, collected immedi- 
ately under the collar-bone, are without difficulty brought to the external 
_ parts between the edges of the wound, and fixed with the finger. Here 
the artery is easily isolated and tied (6). 


[The operation of tying the axillary artery in either mode above recommended, or 
indeed in any other way, has not met with much favour among practical Surgeons; the 
position of the vein so much in front of it, and its almost complete envelopment by the 

(a) Kare; in London Medical Review, 1801.— CHAMBERLAINE, Medico-Chir, Trans., vol. vi, p. 

128. 


PELLETAN, Clinique Chirurgicale, vol. ii. p. 49.— 2 
(6) Devrecn, Chirurgie Clinique de Montpellier, vol. i. 
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axillary nerves, together with its great depth, render it a very hazardous and difficult 
operation. As to dragging up the whole mass of vessels and nerves to the surface, and 
then selecting the artery to be tied, as recommended by DELPECH, no person who had 
had any experience in tying arteries, would think of doing, on account of the necessary 
detachment of the vessel from its connexions, which would put it into a very unfavour- 
able condition for the effusion of adhesive matter on its exterior, and interfere with its 
healing up. And indeed, though this might be done on a vessel undiseased, yet if any 
aneurysmal swelling existed, there would not be room to attempt it. Nor is there any 
good reason to perform so troublesome and dangerous an operation, when tying the 
subclavian above the collar-bone will answer all the purposes required, with greater 
ease and safety. If the artery were wounded and its ends exposed, as in HALL’s case, 
related by J. Bent (a), and Maunoir’s case, mentioned by Scarpa (6), then ying the 
ends of the wounded vessel would, as under ordinary circumstances, be required. But 
for aneurysm of this vessel, tying the subclavian is always preferable.—J. F.8.] 

1453. If an aneurysm situated upon the commencement of the axillary 
artery, or at a deep part of its commencement, so extend, that it reach the 
collar-bone, the subclavian artery must be tied above the collar-bone. 
The patient being seated on a chair, or laid horizontally upon a table, and 
the shoulder of the ailing side depressed as much as possible, a cut is made 
through the skin, extending from the outer edge of the sterno-mastoid 
muscle, along the collar-bone, to the clavicular insertion of the m. trape- 
zius. Then the m. platysma myoides is to be divided carefully in the 
same direction, so that the external jugular vein may not be wounded, 
which, when laid bare, is to be drawn towards the shoulder with a blunt 
hook. The cellular tissue in the midst, of the wound is next divided 
with the knife, or more safely with the finger, or a director, till the edge 
of the m. scalenus anticus be reached with the finger, where the artery is 
found lying on the first rib, and the ligature is to be carried round it with 
DerscuAmps’ or DESAULT’Ss needle. 

The cut for tying the subclavian artery, should, according to ZANG, be 
made in the middle of the triangle, formed by the hind belly of the 
m. omo-hyoideus, and the hind edge of the clavicular part of the m. sterno- 
cleido-mastoideus, and should be commenced two inches above the collar- 
bone, at the hind edge of the latter muscle, and carried somewhat obliquely 
outwards and downwards to the middle of the collar-bone. | 

I have found this operation easiest on the dead subject ; the subclavian vein lies on the 
inside of the artery, the nervous plerus on the outside, and partially covering it. A 
little stud on the first rib, which is felt at the inner side of the artery, and the hollow 
made by the artery in that rib, are given as the certain marks for directing the finger 
upon the artery. Taking up this artery is often extraordinarily difficult, and even 
impossible (c), if, from the size of the swelling, the; collar-bone be very much thrust 
up ; the operation should therefore always be performed early. The same also happens 
in tying the ligature for which Liston (d) has proposed a peculiar contrivance. As the 
artery 1s partially covered with the plexus of nerves, one of the nerves may be taken up 
and tied instead of the artery, as pulsation is propagated to it (e). 

In one case where the ordinary mode of treatment was inapplicable, DupuyTREN (/)) 
cut through the m. scalenus anticus, Hopason, LisFraNnc, and GRAEFE, have proposed 


the same in their modes of practige, that, after a long cut has been made through the 
skin and the m. platysma myotdes, from the hind edge of the sterno-mastoid muscle, from 


two to two and a half inches along the collar-bone, the operator should dip deeply, and — 


seek for the m. scalenus anticus, pass beneath it a curved director, raise it up, and cut it 
Bee either from without inwards, or carefully across, without previously introducing 
a director. 


7 
(a) A Discourse on the Nature and Cure of (d) Edinburgh Medic. and Surg. Journal, vol. 
Wounds. Third Edit., Edinburgh, 1812, p, 59. Xvi. p. 348.—LANGENBECK, in his Neuer Biblio- 
(6) WISHAR! 8 Translation, above cited, p 412. thek fiir Chirurgie und Ophthalmologie, vol. iii. 
(c) CoorER, 4 , London Medical Review, vol. ii. —_p. 269, pl. i. f. 2, pl. ii. f. i. 
p. 300. (e) MANEc, above cited, pl. iv. 
(f) Legons Orales, vol. iv. p. 530. 
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[The operation of tying the subclavian artery above the collar-bone was first attempted 
by AstLry Cooper in the spring of 1809, but “the aneurysm was very large, and the 
clavicle was thrust upwards by the tumour, so as to make it impossible to pass a ligature 
under the artery, without incurring the risk of including some of the nerves of the 
axillary plevus. The attempt was therefore abandoned” (a). The operation was first 
performed in St. Bartholomew’s Hospital, Vov, 2, 1809, by RamspEN (b), for axillary 
aneurysm about half the size ofa large orange. He first made a transverse cut through 
the skin upon the collar-bone, two and a half inches long, from the outer border of the 
m. trapezius, to within half an inch of the outer edge of the m. sterno-mastoideus ; and 
then pinching up the skin above the bone, he divided it, from within, outwards and up- 
wards, in the line of the outer edge of the sterno-mastoid muscle to the extent of two 
inches. His object in pinching up the skin for the second cut “was to expose at once 
the superficial veins, and by dissecting them carefully from the cellular membrane, to 
place them out of the way without wounding them.” (p. 282.) He then dissected with 
his knife till he had brought into sight “ the anterior scalenus muscle immediately 
below the angle which is formed by the traversing belly of the m. omo-hyoideus, and the 
edge of the m, sterno-cleido-mastoideus ; and having placed his finger on the artery, at 
the point where it presents itself between the scaleni, he found no difficulty in tracing it 
without touching any of the nerves, to the lower edge of the upper rib, at which part he 
detached it with his finger-nail for the purpose of applying the ligature.” (p. 283.) 
Various kinds of instruments, fixed in handles, were essayed in vain to pass the ligature, 
which was at last managed with a flexible probe, the end of which being introduced 
behind the artery, was drawn out with the forceps, and the operation completed with a 
single ligature. The patient died after five days. The subclavian artery was next tied 
by Sir Wixi1am Brizarp, in 1811, in the London Hospital, but the patient died on the 
fourth day; by Tuomas Brizarp, in 1815, but death followed on the eighth day (c); 
in the same year, by Dr. Cotes, of Dublin, but the man died on the eighth day (d); 
The first successful case was that of Dr. Post, of New York, who operated on Sept. 8, 
1817; the aneurysmal tumour burst on the ninth day, and discharged above three ounces 
of blood ; the ligature came away on the eighteenth day (e). The second successful case 
was Liston’s, in which the operation was performed on April 3, 1820; the ligature 
came away on the twelfth day(f). Since this time favourable results have frequently 
followed ligature of the artery at this part, by English Surgeons, Grpps of St. Peters- 
burg, BuLLen of Lynn, WisHarr of Edinburgh, Green at St. Thomas’s, twice, Kry 
and Branspy Cooper, each at Guy’s Hospital, and Hopart of Cork. 

GREEN, in his operations, made a similar cut above the collar-bone, with its concavity 
upwards, and the inner end higher than the outer; and, in the case referred to at page 
224, the external jugular vein being in the way, he put two ligatures upon it, about an 
inch above the collar-bone, and divided between them, which gave much additional 
room. To avoid the difficulty often experienced in passing the ligature round the artery, 
instead of using the common aneurysmal needle, either with or without a handle, and 
which difficulty appears to arise from the too great length of the curve of the needle, 
he employed a needle, the curve of which, in size and shape, nearly resembled an ordi- 
nary button-hook, and with this the ligature was readily passed round the vessel. 

In taking up the artery care should be taken that the ligature be not passed round one 
of the nerves instead of the artery: this mistake occurred to both Liston and Green, 
but was quickly discovered and corrected. An occurrence like this happening to such 
able and excellent Surgeons will show the necessity of extreme caution before tight- 
ening the ligature. I recollect also having seen, on one occasion, the posterior scapular 
artery, as itcrossed the space between the sterno-mastoid and trapezial muscles, being mis- 
taken for the subclavian, and tied, but this mistake was quickly discovered, and the 
subclavian immediately found and tied.—J. F. S.] 


1454. If the aneurysm be situated in the subclavian artery itself, tying 
that artery on the tracheal side of the m: scalenus may, perhaps, give hope of 
acure. This operation must, however, always be considered as extremely 
dangerous and hazardous, if it be remembered with what important struc- 
tures the artery is connected. ‘The pneumo-gastric and phrenic nerves lie 
before it, the lower cervical ganglion and sympathetic nerves behind it ; 


a) London Medical Review, vol. ii. p. 300. (c) Honason, above cited, p. 596. 
ts Practical Observations on the Sclerocele, (d) Edin. Med. and Surg. Journ., vol. xi. p, 1. 
&e. ; to which are added four Cases of Operation for (e) Med.-Chir. Trans., vol. ix. p. 183. 
Aneurisms, London, 1811]. 8vo. (f) Edinb. Med. and Surg.Journ.,vol. xvi. p. 348. 
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on the right side, the recurrent laryngeal runs round it, and upon the left, 
lies between it and the gullet; the subclavian vein lies immediately 
beneath the collar-bone before the artery, and when distended, even upon 
it; and it rests immediately upon the plewra, which, in carrying round 
the needle, may be easily wounded. If the ligature be applied in the 
neighbourhood of the origin of the inferior thyroideal, internal mammary, 
and vertebral artery, the formation of a plug is prevented, and secondary 
bleeding ensues (a). It is also to be further remembered, that aneurysm 
of the aorta, or of the arteria innominata, frequently rises so much above 
the collar-bone (1), that it may be easily mistaken for subclavian aneu- 
rysm (b). A. CoorER, COoLLes, ArEnpT, Mort, and Haypen, have 
performed this operation, but not successfully in any case. 

The proceeding in this operation is as follows :—A cut three inches in 
length is to be made through the skin, and m. platysma myoides, imme- 
diately above the sternal end of the collar-bone; a director should be passed 
under the clavicular origin of the sterno-mastoid muscle, which is to be 
divided from the bone, or according to Hopeson and AReEnpt, the 
sternal origin also. The cellular tissue is then to be divided with the 
finger, or with the handle of a knife, till the tracheal edge of the m. sca- 
lenus anticus is reached, behind which the artery is felt passing. It will 
be advisable to draw the artery forth, so that the ligature may be applied 
beneath the origin of the inferior thyroideal and vertebral arteries. When 
the artery is surrounded by the aneurysmal needle, very great care must 
be taken not to wound the pleura, nor to include any other structure. 


Drerricu (c) has proposed a modification of Kine’s operation for the right and left 
side. Upon the right side a cut is to be made from the middle of the semi-lunar notch 
in the top of the breast-bone upwards, directly in the middle line of the windpipe. He 
then penetrates, in the same way as he proceeds in tying the arterta innominata, into 
the interspace between the two sterno-hyoideal muscles, till he comes to the bifurcation 
of the subclavian artery. The sterno-hyoideal and sterno-thyroideal arteries are now to 
be drawn outwards with a blunt hook, and the sheath of the artery carefully slit up, till 
the pneumo-gastrie nerve and internal jugular vein be seen descending immediately 
before the artery. Upon the left side, a cut is to be made on the inner edge of the 
sterno-mastoid muscle, a line from it, nearer the windpipe, which shall extend for two 
and a half inches up, along its inner edge, but so, that. it is always a line’s breadth distant 
from it. A transverse cut of half an inch, is then to divide the skin and sterno-mastoid 
muscle. The cellular tissue in the wound is to be.carefully divided, any irregular 
vein, if cut through, to be tied, and the divided sternal portion of the sterno-mastoid 
muscle drawn towards the left shoulder, with a blunt hook, by an assistant. The outer 
edge of the sterno-thyroid muscle now appearing, the cellular tissue connecting the 
underlying parts is now to he somewhat loosened, and drawn by an assistant towards 
the right side. The carotid artery then appears in the wound, the internal jugular vein 
in its outer side, and the pneiimo-gastric nerve between them. In the lower part of the 
wound, opposite the base of the breast-bone, behind, and to the outer side of the carotid, 
lies the subclavian artery. ‘The internal jugular vein is now to be carefully separated 
from the pneumo-gastric nerve and carotid artery, and drawn back with a blunt 
hook towards the shoulder by an assistant, who also draws the sternal portion of the 
muscle in the same direction. The subclavian artery, enclosed in its thick cellular 
sheath, now becomes visible; its branches, the inferior thyroideal, transverse cervical, 
vertebral, and internal mammary, are given off somewhat above. The thoracic duct, 
which here forms its curvature, lies on the inner edge of the sheath of the artery, and 
also behind the carotid. The artery is now to be somewhat isolated with the handle of 
the scalpel, the sheath opened on the outside with a careful stroke of the knife by which 
injury of the thoracie duct is best avoided, and then with a curved blunt hook the 
tear pone be carried round the artery from behind forwards, and from above 

ownwards. 


(a) Honason, above cited, p. 381. 
(6) Burns, A., above cited, p. 30. : (c) Above cited, p. 43. 
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[ (1) In reference to this most important point it may be mentioned, that there are 
in the Museum at St. Thomas’s Hospital two preparations. The one, an aneurysm of 
the arch of the aorta, involving part of the arteria innominata, and mistaken for carotid 
aneurism ; a parallel instance to ALLAN Burns’s case. The other, an aneurysm from 
the curvature between the origins of the left carotid and subclavian arteries, which 
communicated by a narrow canal with a large bag in the neck, and having the carotid 
artery behind it. The latter was the case to which Asritey Cooper referred, when ad- 
vising Burns to be cautious in undertaking a proposed operation for a pulsating tumour 
above the clavicle, which was at first thought to be a subclavian aneurysm. In the 
Museum at Fort Pitt, Chatham, there isa preparation of an aneurysm as large as a walnut 
between the origins of the arteria innominata and left carotid. And also another, bounded 
by the brachio-cephalic trunks in front, the sac of which is deeply indented by the 
arteria innominata.—J. F.S.] 

1455. ALLAN Burns (a) and Hopeson (1) proposed tying the arteria 
innominata, and showed, by injecting the dead body, that the circulation 
can be supported after the obliteration, and that on the subject, the operation 
can be performed without great difficulty, if the head be bent back, the 
sternal portion of the sterno-mastoid, sterno-thyroid and hyoid muscles be 
separated, and the artery followed to its origin. Morr(d), GRraAzrFE (c), 
ARENDT (d), Hawt (e), Busatsky, Buawp, and Lizars (f), have per- 
formed this operation on the living subject, but not successfully. 

In Mort’s case, the patient died on the twenty-sixth day, in GRAEFE’s, 
on the sixty-seventh, and in ARrENDT’s, on the eighth day; in the two 
former cases from repeated bleeding, and in the third, in consequence of 
severe inflammation of the aneurysmal sac, of the pleura, and lung. 
Morr, beginning from the aneurysmal swelling, made a cut above the 
collar-bone, lengthened it to that bone, and continued it on the windpipe, 
above the upper end of the breast-bone. From thence he made a second 
cut of about the same length, and carried it along the inner edge of the 
sterno-mastoid muscle. He then separated the skin from the m. platysma 
myoides beneath it, cut through the latter, and carefully separated the 
sternal part of the sterno-mastoid muscle in the direction of the former 
cut. The internal jugular vein, which had adhered to the swelling, was 
now separated, the sterno-hyoid, and sterno-thyroid muscles cut through, 
and turned back over the air-tube. The carotid now laid bare for some 
lines above the breast-bone, was separated from the pneumo-gastric nerve, 
and the internal jugular vein, which were drawn to the outer side. He 
now exposed the subclavian artery, in which he particularly used the 
handle of the scalpel, and a small narrow knife, with a rounded cutting 
end. In this way he penetrated to the division of the arteria innominata, 
following it under the breast-bone, freed it with the handle of the knife 
from all the surrounding cellular tissue, and after drawing the recurrent 
and phrenic nerve aside, he applied a round silk thread around the artery, 
about half an inch above its division. 

GRAEFE makes an incision on the inner edge of the sterno-mastoid 
muscle two inches long, and continues it two inches downwards upon the 
first portion of the breast-bone. He then separates the lips of the wound 
with blunt hooks, and passes the fore-finger of his left hand, between the 
sternal part of the sterno-mastoid and sterno-hyoid muscles, not further 
than the top of the breast-bone, separating the cellular tissue up to the 

(a) Burns, above cited, p. 31. (d) Vermischte Abhandlungen aus dem Gebiete 

(b) Medic. and Surg. Register of New York, der Heilkunde von einer Gesellschaft praktischen 
1818, vol.i. p. 8.—von GrarEFE und von WaL-  Aerzte zu St. Petersburg. Sammi. iv, 1830, p. 188. 
THER’S Journal, vol. iii. pt. iv. p. 569. (e) Baltimore Medic. and Surg. Journal and 


(c) Journal above cited, and vol. iv. pt. iv. p. Review. Oct. 1833, p. 133. 
587. (f) Lancet, 1836-7, vol. ii. p. 445, p. 602. 
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carotid artery. The patient’s head is to be then bent much backwards by 
an assistant, and the operator carries his finger down along the carotid. 
Having reached the inner surface of the top of the breast-bone, he finds a 
blue swelling, under which his finger must be introduced. With the aid 
of his finger, and the handle of the scalpel, he proceeds down to the place 
where the arteria innominata divides into the carotid and subclavian 
arteries. ‘Then continues for half an inch farther down, takes the hook, 
armed with a thread, in the right hand, passes it close to the finger of the 
left hand, down to the arteria innominata, and carrying it round it, draws 
the threads, and applies GraEFE’s ligature-apparatus. 

Morr used the instruments employed by ParisH, HARTSHORNE, and HEwson (a), 
which he recommends as sufficient for tying deep arteries. He carries a blunt-ended 
needle, having two eyes at the two ends, with a needle-holder, around the artery, care- 
fully avoids the pleura, then introduces a hook into the eye of the needle, which is 
brought into view, with which, after freeing the needle-holder, he draws the needle out, 
and with it the ligature, which is then to be gradually drawn together and tied with two 
single knots. No effect upon the heart or lungs was noticed. 

(1) Crextus is mistaken as regards Hopeson on this point, for he neither proposed 
nor advised this operation. He merely quotes the operation proposed by Burns, and as 
to his opinion of it he observes :—“ The ligature of the arteria innominata, or of the sub- 
clavian artery, on the tracheal side of the scalenus, must be regarded as peculiarly 
hazardous. I have thought it proper, however, to treat of these operations, because, 
under particular circumstances, a Surgeon may conceive it his duty to undertake them.” 
(p. 384.)—J. F. S.] 

1456. Besides these operations performed on living subjects, Busausxy, 
Kine, Drerricu, and Manec, have proposed other methods for tying the 
arteria innominata., 

According to Busausxy, the cut through the skin should be made on 
the inner edge of the sternal portion of the sterno-mastoid muscle, be- 
tween it and the windpipe, as long as the breadth of four fingers, a little 
to the inner side of the muscle above, commencing at the middle of the 
neck, and extending down to the middle of the notch of the breast-bone. 
The fibres of the m. platysma myoides are now apparent at the upper angle 
of the wound, but at the lower, there is a considerable quantity of fat. 
The cut is to be continued deeper, and in the middle of the wound the 
sterno-hyoid muscle is exposed, and to be cut through obliquely; be- 
neath it is the sterno-thyroid muscle, which is also to be divided. The 
operator should keep as much as posssible to the inner edge, because the 
internal jugular vein runs along the outer edge. The inferior thyroideal 
vein, which in the wound passes obliquely under the muscles, is to be 
drawn upwards or downwards. Sufficient depth having now been attained, 
the artery is to be isolated and tied. 

In Krne’s (or, rather, O’CoNNELL’s) mode, a cut from fifteen to 
eighteen lines long is to be made on the inner edge of the sterno-mastoid 
muscle of the left side, through the skin, m. platysma myotdes and fascia 
of the neck; the finger is then passed between the sterno-thyroid muscles, 
and under the right of those muscles, the cervical fascia divided, ‘the 
finger introduced beneath it, and carried down to the arteria innominata 
lying upon it. 

Dierricu has correctly shown the impracticability of K1ne’s operation, 
and proposes the following. ‘The patient’s head should be bent a little 
backwards, and a cut of from two and a half to three inches long, accord- 
ing as the neck is longer or shorter, and more or less fat, should be made 


(a) Eclect. Repos., vol. iii. p. 229. 
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from the middle of the base of the breast-bone directly upwards, in the 
mesial line of the windpipe. After dividing the cellular tissue and fascia, 
several little veins appear, enclosed in loose cellular covering; these may 
very easily be put aside, as they run in the same direction as the wind- 
pipe, and terminate in a large vein, which is visible at the lower angle of 
the wound. ‘The cellular tissue is to be removed, and now the internal 
cervical fascia appears; on both sides lie the sterno-hyoideal muscles, 
separated by an interspace of two or three lines, and the fascea occupying 
it being cut through, the windpipe is reached. With a blunt hook the 
right sterno-hyoid, and sterno-thyroid muscles, are to be drawn outwards, 
which exposes the second inferior thyroideal vein, in the bottom of the 
wound, sometimes considerably expanded. If it be of the usual size, the 
point of thescalpel should be carried on its outer side, and the fatty cellular 
tissue carefully divided, the handle of the scalpel carried downwards, 
and so the arteria innominata reached. But if this vein be considerably 
enlarged, it must be got under from within outwards, and the cellular 
tissue in that way divided ; this, however, must only be done with the 
handle of the knife, as otherwise there is no safety against wounding it, 
which is here of the greatest importance, as this vessel empties itself into 
the vena cava descendens, and, if wounded, severe bleeding would occur 
from the reflux of the blood. The hook is to be carried under the artery 
from left to right. 

Manerc (a) directs the head of the patient to be bent much backwards, 
so that the neck shall be greatly stretched, and the vessel to be tied 
brought up to the upper edge of the breast-bone; and the face is to, be 
inclined a little towards the left shoulder. A cut of three inches’ length 
is to be made from the middle of the space dividing the two sterno-mastoid 
muscles, towards the right shoulder, half an inch above the collar-bone, 
through the skin and m. platysma myoides ; in the same direction the 
sterno-mastoid muscle is to be divided, and a director having been passed 
under the sterno-hyoid and sterno-thyroid muscles, they also are to be 
divided. For isolating the artery, the operator uses only the handle of 
the knife. If the inferior thyroideal vein, and some fibres of the hypo- 
glossal and first cervical nerve require division, this must be done with the 
knife. The artery is to be isolated at its outer and back part with great 
care, so as not to injure the pleura. After this is done, DescHamrs’ 
needle should be introduced from the outside, between the pneumo-gastric 
nerve and the pleura, carried out upon the other side between the artery 
and the windpipe, and the ligature then drawn in. 

1457. When the entire trunk of the subclavian artery is obliterated, the 
blood flows from the superior thyroideal and occipital arteries, into the 
inferior thyroideal, cervical, transverse scapular, and numerous anasto- 
moses, whieh spread over the neck and shoulder, into the subscapular, 
supra-scapular, and posterior-scapular arteries, from which it passses into 
the trunk of the brachial artery. If the obliteration be at the lower 
end of the subclavian, or at the axillary artery, the passage of the blood 
is much more ready, as it is carried by the anastomoses of the cervi- 
vical, transverse cervical, and transverse scapular arteries, with the 
branches of the subscapular and posterior-scapular into the brachial 
artery (1). That in many cases, after tying the axillary artery for a wound, 
the sensation and nourishment of the arm are injured, depends not on the 

(a) Above cited, pl. ii. 
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too small flow of blood, but on the injury of the plexus of nerves, caused 
by the wound, or by the tying (2). 


(1) The following is the account of the mode in which the circulation was maintained in 
a case of axillary aneurysm, for which Key had tied the subclavian artery twelve years 
previously (a); the circumstances of which had been already described (6). “ The 
subclavian trunk had undergone no material alteration in size from its origin to the 
point where the ligature had been applied, just on the outer edge of the scalenus muscle. 
Here the vessel became suddenly obliterated, assuming the form of a dense flattened 
cord, which was continued for about two inches and ahalf into the axilla, and terminated 
in the remains of the aneurismal sac. The precise spot where the artery had been 
tied was clearly indicated by a deep indentation; but the continuity of the vessel above 
the ligature with the obliterated portion below it, was not destroyed, or, more properly 
speaking, had been restored, after the separation of the silk, by a process of adhesion, 
which connected the two extremities to each other, and glued them to the contiguous 
structures. The aneurismal sac still existed in the azilla, where it formed a firm and 
solid, but at the same time somewhat elastic and yielding tumour about the size ofa small 
hen’s egg, * * * and presented a smooth uniform exterior, bearing altogether considerable 
resemblance to those cysts which are occasionally found to form themselves around 
foreign bodies. The obliterated portion of the axillary trunk terminated in the upper and 
back part of the sac; while, from its under surface, the continuation of the artery was 
seen to emerge as a perfect vessel; having been restored to nearly its natural calibre 
by the entrance of a large branch, which was originally given off immediately below 
the tumour, and through which the blood had afterwards assumed a retrograde course. 
On opening the sac, the coats of which were remarkably dense and hard, it was 
found to contain a firm and solid ,coagulum, which readily separated from the sur- 
rounding cyst, and on being removed, retained the precise shape of the tumour. A see- 
tion of it clearly evinced that it consisted of fibrin, apparently inorganized, dense and 
tough in its texture, and of a dirty-yellowish colour.” The anastomosing vessels con- 
sisted of three sets :—“1. A posterior set, consisting of the suprascapular and posterior 
scapular branches of the subclavian, which anastomosed with the infrascapular from 
the axillary. 2. An internal set, produced by the connexion of the internal mammary 
on the one hand, with the long thoracic arteries and the infrascapular on the other. 
3. A middle or axillary set, which consisted of a number of small vessels derived from 
branches of the subclavian above, and passing through the azilla to terminate either in 
the main trunk, or some of the branches of the axillary below. This last set presented, 
most conspicuously, the peculiar character of newly-formed, or rather dilated, arteries. 
They were excessively tortuous and formed a complete plexus, which was almost 
inseparably connected with the axillary nerves; many of the branches penetrat- 
ing into the midst of the nervous fibres, so as to render their separation a work 
of great difficulty and labour. The chiefagent in the restoration of the axillary trunk 
below the tumour was the infrascapular artery, which communicated most freely 
with the internal mammary, suprascapular, and posterior scapular branches of the 
subclavian; from all of which it received so great an influx of blood, as to dilate it to 
three times its natural size. The infrascapular artery was, in this subject, given off 
much. higher than.usual ; and its origin had been included in the aneurismal dilatation ; 
in fact the artery opened into the sac itself; and, under the restored state of the circula- 
tion, the blood had to traverse a small portion of the cavity in order to reach the com- 
mencement of the axillary trunk. The continuity between the two vessels had been 
preserved through the coagulum contained in the tumour, which, for a short space, 
actually constituted the arterial coats; thus, when the contents were removed, the in- 
jected wax became exposed at the bottom of the cyst ; while a corresponding deep sulcus 
in the coagulum indicated the channel through which the blood had passed. The supra- 
‘scapular artery was, in this instance, given off by the superficial cervical, and became 
augmented just as it reached the scapula, by a branch which arose from the obliterated 
portion of the main trunk, but which had again been rendered available, as a medium 
of circulation, by receiving a vessel from the subclavian above. The common origin 
of the short thoracic and humeral-thoracie arteries had become obliterated as it came 
off from the sac itself; but the two vessels had subsequently regained their original 
size; the one being supplied by its connexion with the internal mammary, the other 
by communications with the superficial cervical.” (p. 63-5.)] This preparation is in 
Guy’s Hospital Museum. 


(a2) Guy’s Hospital Reports, vol. i. 1836. (b) Med.-Chir. Trans., vol. xiii. p.1. 1827. 
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(2) Not only do weakness and numbness occur when the axillary nerves are injured, 
but even gangrene has happened in the case mentioned by Wurrxz, of Manchester (a), in 
which three of the nerves were tied in, and in DrsauLt’s case (6), in which the whole 
axillary plexus was included in the ligature—J. F.S.] 

1458. The tying of two branches of the subclavian artery, to wit, the 
internal mammary, and the vertebral artery have yet to be mentioned. 

1459. The internal mammary artery may be tied without much 
difficulty in the second, third, or fourth intercostal space ; in the first, its 
hearer position to the edge of the breast-bone renders its tying more 
difficult. In either of the just-named intercostal spaces, a cut made from 
the edge of the breast-bone, and on the upper edge of the lower rib, 
is carried outwards, and a little upwards towards the lower edge of the 
upper rib, so that its whole extent occupies an inch and a half, and 
by its termination, just below the under edge of the upper rib, it is 
secured from injuring the intercostal artery. The skin, cellular tissue, 
and aponeurosis of the great pectoral muscle are to be divided, and also 
the muscle itself. ‘There still appear some layers of cellular tissue, and 
beneath them the ligamenta nitentia; these are to be divided with some 
slight strokes of the knife, as well also as some fibres of the intercostal 
muscles hereupon seen, with which usually a small arterial branch is cut 
through, and must be at once tied. A thin layer of cellular tissue still 
covering the artery is now to be carefully divided, the artery isolated from 
the accompanying vein, and a needle carried round it, from within out- 
wards. In the third and fourth interspace the artery lies upon the fibrous 
expansion of the m. triangularis sterni; so that, in carrying round the 
needle, there is no fear of wounding the pleura (c). 

VELPEAU’s practice of making a cut three inches long, parallel to the side edge of the 
breast-bone, and which must be deepened to get at the artery, is unfitting. On the 
contrary, I have very frequently found the artery by a cut, commencing on the side 
edge of the breast-bone, and running directly in the middle of the costal interspace, 
more frequently than in the way just described. 

1460. For the possible case of tying the vertebral artery, DieTricu (d) 
has proposed two modes of treatment, according as the artery is to be 
looked for between the atlas and dentate vertebra, or between the atlas 
and occipital bone. 

In the former case, the head of the patient being inclined to the opposite 
side, and a little forwards, a cut is to be made two fingers’ breadth from 
the lobe of the ear, or one finger, behind the mastoid process, beginning 
half an inch above the latter, and carried for two inches along the outer 
hinder edge of the sterno-mastoid muscle. From the upper fourth of the 
length of this cut, a second is to be carried backwards, and obliquely 
downwards, to the extent of an inch. After dividing the skin, some 
cellular tissue appears in both cuts, which should be divided, and then in 
the first is seen the outer and hinder edge of the sterno-mastoid muscle ; 
and in the second, the m. splenius covered with aponeurotic expansion. 
The wound is now to be deepened, through the aponeurotic and cellular 
tissue, and in the second cut the fibres of the m. splenius are to be divided, 
at which time a small artery will be wounded. After the division of this 
muscle a second aponeurotic layer appears, which must be divided with 
some light strokes of the knife, and under it pass some branches of arteries 
and nerves. An assistant with blunt hooks holds the edges of the wound 
apart, and now a layer of fat appears, in which the vertebral artery is 


(a) London Medical Journal, vol. iv. p. 159. £33 Dierricn, above cited, p. 89. 
(b) Gkuvres Chirurgicales, vol. ii. p. 593. d) Ibid., p. 8). 
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enveloped. At the same time also the outer edgt of the m. obliquus 
capitis inferior is seen at the inner edge of the second wound, and is 
to be drawn somewhat inwards. ‘Two branches of the occipital artery, 
also enclosed in cellular tissue, pass across the wound. The cellular tissue 
is now to be divided with the handle of the knife, and the arterial branches 
drawn upwards or downwards. ‘Two branches of the second cervical 
nerve also now show themselves, and are to be drawn up or down out of 
their place; after which the isolation of the artery is no longer prevented. 
This done, the needle is to be carried round the artery from without 
inwards, in order more certainly to avoid the internal carotid artery, 
which lies very near the vertebral, and is only separated from it by 
cellular membrane. 

If the vertebral artery be tied between the atlas and occiput, the cut 
should be made, as in the former case ; but the first is to be begun a quarter 
of an inch above the mastoid process, by which the second cut, which, in 
like manner, passes from the upper fourth of the length of the former 
backwards and obliquely downwards, runs somewhat more upwards. After 
cutting through the skin, fascia, and m. splenius, the occipital artery 
appears in the upper angle of the first wound, as also at the front edge on 
the upper fourth, the hind edge of the m. obliquus capitis supervor ; 
but in the whole surface of the wound a layer of aponeurosis, and under it 
cellular tissue, loaded with fat, the former of which must be carefully 
divided. The edges of the wound are now to be held asunder with blunt 
hooks by an assistant, and then a triangle appears, formed by the m. rectus 
capitis posterior, and m. obliquus capitis superior and inferior, filled 
with fat and cellular tissue, which covers the artery. This is then to be 
carefully divided, turned back, and, if in large quantity, should be 
partially removed, upon which the artery appears below the m. obliquus 
capitis superior, and runs backwards nearly an inch before it perforates 
the occipito-atlantal ligament. The vessel is then to be isolated, and the 
ligature, by the aid of a ligature-needle, passed obliquely from below 
upwards, for the purpose of more surely avoiding the nerves and vein. 

NuntTraNTE Ippo.rro, who saw two cases of aneurysm of the vertebral artery, has 
proposed the following mode of tying it. After having found the triangular space 
formed by the external jugular vein, the hind edge of the sterno-mastoid muscle, and 
the upper edge of the collar-bone, a cut is to be made through the skin, from its top to 
the base, not exceeding two inches in length. The operator continues penetrating in 
this direction till he reach the inner edge of the m. scalenus wnticus, and thus the artery 
is easily struck upon, without injuring one twig of a nerve (a). 

Mozus (6) mentions a case of aneurysm of the vertebral artery, originating in wound 
which was cured by compression, the application of ice, and so on. 

[An example of this very rare disease (aneurysm of the vertebral artery) has recently 
occurred in the Northern Infirmary at Liverpool ; the carotid artery could be distinctly 
traced over the pulsating swelling, of the actual nature of which there were some 
doubts, as to what kind of aneurysm it was, or whether only a pulsating tumour. It 
was decided to tie the common carotid artery. The tumour rapidly increased after the 
operation, and in about a fortnight the patient died by bursting of the aneurysm into the 
trachea. On examination, an aneurysm of the vertebral artery, between the transverse — 
processes of the fourth and fifth cervical vertebre was found.—s. F. 8. | 

Upon the importance of tying the vertebral arteries, and its greater danger in 
comparison with tying the carotid arteries in animals, see AstLEY CooPER (c). 

[The arteries of the brain sometimes become affected with aneurysm. In the Museum 


of the Royal College of Surgeons, there is an example of a small conical aneurysm in the 
anterior cerebral artery.—J. F. 8.] 


(a) Frorter’s Notizen, 1835. p. 304. 
(b) von GRAEFE und von WaLTHER’s Journal, tying the Carotid and Vertebral Arteries, and the 


vol. xiv. p- 98. : Pneumo-gastric, Phrenic and Sympathetic Nerves ; 
(c) Some Experiments and Observations on in Guy's Hospital Reports, vol. i. p. 457, and p. 604 


Pees] 


IiII.—_OF ANEURYSM OF THE BRACHIAL, ULNAR, AND RADIAL 
ARTERIES. 


1461. Aneurysms of the brachial artery, and its branches, are almost 
always consequent on wounds, and occur most frequently at the bend of 
the arm, after a wound of the artery in bleeding. In these aneurysms 
therefore compression is commonly employed with the best results. 

[“I do not recollect,” says ASTLEY CooPEr, “ to have seen a case of aneurysm from 
disease in the brachial artery.” (p. 78.) Hopcson observes :—“I have never seen 
an aneurysm in the arm which was not produced by accidental violence.” (p. 389.) 
LisTon (a) also speaks of the rarity of spontaneous aneurysm at the bend of the elbow; 
and says :—“ I have treated but one such case in the person of an old ship’s-carpenter. 
While at work, as usual, he felt something snap in his arm, a pulsating tumour was 
soon after noticed, and it had attained, during four months, fully the size of a hen’s egg, 
and was evidently, in part, made up of solid matter. The brachial artery was tied, and 
every thing went on favourably.” (p. 181.)] 


1462. If the aneurysm be seated in the trunk of the brachial artery, at 
the bend of the arm, or in the ulnar (1), radial (2), or interosseal artery 
near the bend, it is sufficient to tie the brachial artery (0). But if it be 
situated in the middle of the fore-arm, in the region of the wrist, it is 
necessary to tie the artery near the aneurysmal sac, because the free 
anastomosis on the back of the hand, is sufficient to support the aneurysm 
by the reflux of the blood (ce). 

The free anastomosis of the arteries of the arm always renders it advisable to under- 
take tying the artery near the sac, because in many cases the regurgitation of the blood 
continues the growth of the sac, and causes its bursting (par. 1423.) In an aneurysm 
originating from wound of the artery, in the middle of the arm, when the sac does 
i 4 sri far upwards, the opening of the sac is to be effected according to HunTEr’s 

rst pian. 

(1) AsTLEY Cooper had seen “ only one case of aneurism of the ulnar artery from 
disease ; it was seated where the artery dips under the pronator radii teres and flexor 
muscles of the hand.” The artery was tied above the swelling with great difficulty, 
and “ the patient died from the constitutional irritation resulting from this operation.” 

. 81. 

(2) fsdhis says he has “secured the radial and ulnar arteries in all parts of their 
course for small aneurysms.” (p. 187.) In the College Museum there is a preparation 
of aneurysm of the radial artery an inch above the origin of the superficial volar 
branch. AsTLEy Cooper mentions acase in which W1LL14M Cooper, formerly Surgeon 
at Guy’s Hospital, “in performing this operation, (tying the radial artery,) found the 
upper portion of the radial artery obliterated, and that the aneurism was supported by 
regurgitation from the hand, from the free anastomosis with the ulnar artery.” (p. 81.) ] 

1463. In aneurysm upon the back or front of the hand, tying one or 
other of the large arteries of the fore-arm does not, on account of the 
extensive communications which the ulnar and radial arteries have with 
each other in the hand, prevent the blood flowing back with sufficient 
power to keep up the aneurysm. If in this case pressure be insufficient 
for curing the aneurysm, the sac must be opened, and the artery tied above 
and below ; and if this be not possible, one of the principal arteries of the 
fore-arm must be tied, the sac opened, and the bleeding arrested by 
pressure. The same rules must be followed in wounds of the arteries of 
the fore-arm and hand (d). 

1464. The brachial artery may be tied in any part of its course, from 
the arm-pit to the bend of the elbow. Its tying, therefore, must be con- 


Practical Surgery, 1838. Second Edit. 8vo. pt. ii. p. 759. — Hopeson, above cited, p. 393.— 
$3 Scarpa, above cited, p. 384.—Rovux, Nou- WaLtTuHER, above cited, p. 58. 
veaux Elémens de Médecine Operatoire, vol. i. (c) Hopeson, above cited, p. 394. 

(d) Scarpa, ahove cited, p. 407. 


252 TYING THE BRACHIAL, 


sidered, first, at the end of the axillary artery, where it passes beneath the 
lower edge of the great pectoral muscle ; second, in the middle of the 
upper arm; and third, at the elbow-joint. 

1465. If the artery be to be tied in the arm-pit, the arm must be 
separated from the trunk, and the fingers carried along the inner edge of 
m. biceps into the arm-pit, for the purpose of ascertaining the course of 
the muscle, and the position of the artery. A cut is then to be made 
along the inner edge of the m. biceps, of two inches in length, which is 
to extend upwards to the middle of the neck of the upper arm-bone. The 
skin first and then the aponeurosis is to be divided, with a careful cut ; 
or the latter is first raised with the forceps, and cut into with the bistoury 
held flat, so as to admit a director, upon which it is to be divided. ‘The 
edges of the wound are now to be separated with blunt hooks from each 
other, when the inner edge of the m. eoraco-brachialis and biceps, to- 
gether with the median nerve, are now seen, and behind the latter lies 
the artery. The nerve is drawn carefully inwards, and the artery which 
is between it and the edge of the just-mentioned muscles isolated, and 
the needle carried carefully around it, so as not to include the internal 
cutaneous nerve. 

If the operator keep on the inner edges of the m. biceps and coraco-brachialis, in the 
manner recommended, and draw the median nerve inwards, there is no danger of 
erring, which may easily be done if he keep somewhat more inwards, where the radial 
or ulnar nerve are met with; and if one of these be mistaken for the median, the artery 
will be sought in vain. The following is the relative position of the artery :—The 
artery is separated from the edge of the m. biceps and coraco-brachialis only by the 
median nerve ; on its inner side is the internal cutaneous nerve, and these two nerves 
at once cover the front of the artery. Near the cutaneous nerve lies the vein, which 
frequently forms two or three branches, and these render the isolation of the artery 
difficult. Still further inwards lie the radial and ulnar nerves. 

1466. In order to tie the brachial artery in the middle. of the upper 
arm, a cut, two and a half inches long, is made through the skin, along 
the inner edge of the m. biceps. The aponeurotic expansion is then to be 
divided, and the artery is found on the inner edge of the just-named 
muscle covered with the median nerve, between its two accompanying 
veins. The edge of the m. biceps is to be taken hold of, and the median 
nerve drawn somewhat inwards, between which and the edge of the 
muscle the artery appears, and is easily isolated with the handle of a 
knife; the ligature is to be carried round it with Descuamps’ needle. 

The brachial artery frequently divides high up. If the ulnar artery be given off 
high up, itis always observed to penetrate the fascia of the upper arm, and take a 
superficial course. If the radial originate high up, it for the most part accompanies 
the ulnar artery to the elbow-joint, and then separates from it (a). ‘TIEDEMANN (b), 
who has very often noticed the high division of the brachial artery in the corpse, found 
in such cases the radial artery nearly always very superficial at the elbow-joint, imme- 
diately under the aponeurotic expansion, from the aponeurosis of the m. biceps; on 
which account it is very easily wounded, but can also be as easily tied. The ulnar 
artery lies beneath this aponeurosis of the m. biceps. If, on laying bare the brachial 
artery, two arteries are found, they must be alternately compressed, in order to ascertain 
whether the pulsation in the aneurysm be stopped, for the purpose of tying that one in 


which it is seated. 

_ 1467. To tie the brachial artery at the bend of the arm, a cut two 
inches long is to be made through the skin on the extended arm, in the 
direction of a line imagined to be drawn from the middle, between the 


(a) Hopason, above cited, p. 391]. 
(b) WALTHER, above cited, p. 63.. Tabule Arteriarum, pl. xiv. xv. 
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two condyles of the upper arm-bone, obliquely inwards and upwards towards 
the inner edge of the m. biceps. 'The veins lying beneath the skin are to 
be avoided, the superficial aponeurosis of the m. biceps is to be opened 
without or with a director introduced, and the artery isolated, for which 
purpose the fore-arm should be somewhat bent. 

The median nerve here lies upon the inside of the artery three or four lines distant 


from it; the median basilic vein lies sometimes upon, sometimes at the side of, and 
frequently beneath the artery ; and farther outward is the median cephalic vein. 


1468. To lay bare the radial artery in the upper third of the fore- 
arm, a cut should be made, about two inches long, through the skin, a little 
below the insertion of the tendon of the m. biceps, in the oblique direction 
of the ulnar edge of the m. supinator longus. The aponeurosis of the 
fore-arm is to be divided in the same direction, and the edge of the just- 
mentioned muscle inclined somewhat outwards, when the artery appears 
in the interspace between it and the m. flexor carpi radialis. A branch 
of the musculo-cutaneous nerve lies upon the outer side of the artery, 
which is accompanied by one or two veins. 

In laying bare the ulnar artery in the upper third of the fore-arm, a cut 
two inches and a half long is to be made between the radial edge of the 
m. flexor carpi ulnaris, and the m. flexor digitorum sublimis, through 
the skin and aponeurosis of the fore-arm. The artery lies rather under 
the edge of the m. flexor digitorum sublimis, accompanied by a vein, and 
on its outer side by the ulnar nerve. 

In the lower part of .the.fore-arm, where these arteries are quite super- 
ficial, they are very easily laid bare. With the radial artery the cut falls 
on the radial side of the tendon of the m. flexor earpt radialis ; with the 
ulnar artery between the tendons of the m. flexor carpi ulnaris and flexor 
sublimis digitorum. 

If the ulnar artery be tied in the region of the wrist, a cut an inch and 
a half long, and three or four lines to the outside of the pisiform bone, 
should be made through the skin and fatty cellular tissue, which often 
fills up the whole wound, and, in such case, must be in part removed. 
The ulnar nerve is now found opposite the pisiform bone, and to its outer 
side the ulnar artery, accompanied by two veins. The artery should be 
isolated, and the ligature applied above the origin of its hinder branch 
which anastomoses with the deep palmar arch. 

To tie the end of the radial artery, the hand must be brought prone, 
and bent somewhat towards the fore-arm. A cut is to be made from the 
outside of the styloid process of the spoke-bone, to the upper part of 
the interspace separating the first and second metacarpal bones. After 
cutting through the skin, the veins coming into view are to be drawn 
outwards or inwards, and the delicate branches of nerves which cross the 
wound divided. The position of the tendons of the m. extensor longus 
and brevis pollicis is now to be ascertained, and between them, and towards 
the most depending part of the carpus, a kind of soft and thick aponeu- 
rosis, which covers this part, is to be divided. Beneath it are some little 
masses of fat, which, if in the way, are to be removed, and then upon 
the carpal bones a thin aponeurotic layer is seen, which allows the artery, 
with its accompanying veins, to show through. This layer is then divided 


upon the director, and the artery easily isolated (a). 


(a) Manec, above cited, pl. vii. viii. 
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1469. The supply of blood to the arm, after tying the brachial artery, 
is effected by the branches of the arteria profunda humeri, and the anas- 
tomoses of the recurrent radial, ulnar, and interosseal arteries. If the 
brachial be tied above the origin of the arteria profunda, the blood flows 
through the ramifications of the circumflex humeral and subscapular 
arteries, into the ascending branches of the arteria profunda, and the 
recurrent radial and ulnar arteries. 

[Wurre, of Manchester (a), has given a beautiful engraving of the circulating 
branches fourteen years after the brachial artery had been tied just above the bend of 
the elbow, for a wound in bleeding. 

In the Museum at St. Thomas’s Hospital are two beautiful preparations of the anas- 
tomotic branches enlarged after the brachial artery had been tied. In the one a long 
portion of the artery had been obliterated, and sets of vessels are descending on either 
side from above the obliteration, to be received into others which ascend in similar 
manner from below it. In the other the obliteration is less extensive, and a single 


curved artery about as big as a crow-quill passes from the upper to the lower open part 
of the artery.—J. F. S.] 


IV.—OF ANEURYSM OF THE EXTERNAL AND INTERNAL ILIAC 
ARTERY. 


1470. AstLEyY Cooper (6), in an aneurysm which extended four 
inches above and as many below Poupart’s ligament, and had burst, 
undertook to tie the abdominal aorta. For this purpose he made a cut 
into the white line three inches in length, in the middle of which was the 
navel, which, by a curve in the wound, was placed on its left side, and then’ 
a small opening made into the peritoneum, which was lengthened with a 
button-ended bistoury to the extent of the external wound. He then 
passed his finger between the intestines, down to the spine, scratched 
with his nail through the peritoneum on the left side, carried his finger 
gradually between the spine and aorta, and then passed a single ligature 
with a blunt aneurysmal needle around it. The ligature was carefully 
tied without including intestine, and the wound brought together with the 
quill suture and sticking plaster. The patient died forty hours after the 
operation ; sensation and warmth had, however, returned on the thigh of 
the healthy side, but that of the diseased side was cold and bluish. 

JameEs (c), on account of an aneurysm of the external iliac artery, first 
tied the femoral, according to Desauxt’s and Braspor’s proposal; and 
the aneurysm at first diminished a little, but soon increased. He then 
proceeded to tie the abdominal aorta as AstLEY Coorer had done, only 
that he began his cut in the white line an inch above, and terminated 
it two inches below the navel. The patient died the same evening. 

Murray (d) tied the aorta on account of a very extensive iliac aneurysm. 
He made a cut through the skin and muscles, beginning from the jutting 
extremity of the tenth rib, and continuing it about six inches down, 
curving in a direction backwards to an inch from the upper front spine of 
the hip-bone. He divided the transverse fascia on a director, separated 
with his hand, carried in flat, the peritoneum from the sheath of the 
m. iliaeus internus and psoas, and easily reached the aorta. Passing the 
finger between the spine and aorta was more difficult, as also was the 
separation of the nervous plexus and_the sheath of the aorta, which he 


f (a) Cases in Surgery, p. 139. London, 1770. 8vo. 
His and Travers’ Surgical Essays, vol. i. pt.i. 63} Medico-Chirurgical Trans., vol. xvi. p. 1 


Pp d) London Medical Gazette, vol. xiv. p. 68, 1834. 
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effected partly with his nail, and partly with an elevator. Passing the 
aneurysmal needle was also very difficult. Drawing the ligature together 
did not excite any pain. ‘The patient lived twenty-three hours after the 
operation. 

It may be more convenient, as recommended by AsTLEY Cooper, in tying the abdo- 
minal aorta, to make the cut about an inch distant from the epigastric artery, outwards, 
and running parallel to it, and to proceed as in tying the internal iliac artery. 

According to GuTuHRIE’s recent views, it is in no case necessary to tie the aorta, 
because in an aneurysm of the external or internal iliac, the common iliac on the diseased 
side can always be got at, and if not there, yet on the healthy side, for the purpose of 
carrying a ligature around it. 

[The aorta was also tied by C. I). MonTerro (a) at Rio Janeiro, Aug. 5, 1842, for 
an aneurysm of the femoral artery, close to the groin, which on examination turned out 
to be spurious, by the vessel having burst and formed a large swelling, occupying a 
great portion of the right under part of the belly. The incision was made on the left 
side, from the tip of the last false rib to the upper front iliac spine, through the abdominal 
walls, avoiding the peritoneum. The fingers were then carried down to the aorta, and 
a ligature with great difficulty passed around it by means of a ligature-needle. But 
little blood was lost. As soon as the ligature was tied, the aneurysm sunk down, but 
the artery swelled up (?), and for some time remained as a thick large knot. The case 
went on well till the eighth day; at three, P.m., arterial blood escaped through the 
dressings; it did not, however, affect the pulse, but patient’s countenance was sunken 
and hollow. The bleeding continued, and on the tenth day, at 10 a.m., he died. The 
ligature had been placed two lines above the bifurcation of the aorta ; a small opening 
was found on the left side of the vessel, immediately above the ligature. ] 


1471. If an aneurysm be situated on the external or internal iliac artery, 
or if it have extended so far upwards that there is not sufficient space 
between the aneurysm and the origin of these arteries to apply a ligature, 
tying the common iliac artery is indicated. Gipson (6) tied this artery 
for a wound; Morr (e) onaccount of an aneurysm of the internal iliac 
artery, CRAMPTON (d) and SALAMON (e) on account of a large external 
iliac aneurysm; Lisron for secondary hemorrhage; GuTHRIE for a 
presumed aneurysm of the gluteal artery; also Symr, DeGuisE, and 
Peace (f); but Morr’s, Sauamon’s, Decuisr’s, and PEAcr’s opera- 
tions alone were successful. 

1472. In order to tie the common iliac artery, an imaginary line 
must be drawn from the upper front spine of the hip-bone directly towards 
the white line: two and a half inches above this line, and two lines from 
the outer edge of the m. rectus abdominis, a cut should be begun, 
carried obliquely downwards and outwards, and terminated an inch and a 
half below the line,so that it has a length of from four to five inches. In 
this direction, the skin, the fascia of the external oblique muscle, the 
muscle itself, and then the fascia of the internal oblique muscle, are cut 
through; the transverse muscle with its aponeurosts is then divided with 
some careful strokes of the knife, or a director is introduced, and they are 
divided upon it. Any spouting vessel must be tied; the edges of the 
wound drawn asunder with blunt hooks by an assistant, and with the 
finger passed down into the wound, or with the handle of the knife, the 
cellular connexion of the peritoneum with the surrounding external parts 
must be divided. The patient’s trunk is then to be inclined towards the 
healthy side, so that the intestines may drop away from the wound, and 

(a) From aletter of LALLEMENT’s ; in aaa. (d) London Medical and Surgical Journal, vol. v. 


Jahrbiicher der in und auslindischen gesammten p. 382. : ' 
Medecin, Jahrgang, 1843. Leipz. - (e) Froriep’s Notizen, vol. iv. No. 3, 1837. 


(b) American Medic. and Surg. Recorder, 1820, (f) Dublin Journal of Medical Science, vol. 
vol. iii. p. 185. xxili. p. 214, 1843, extracted from the Philadelphia 
(c) American Journal of Medical Sciences, vol. i. Medical Examiner. 


p. 156, 1827. 
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the division of the outer and under parts be facilitated. If there be not 
any diseased thickening, the separation is easy 5 but if there be, the 
bistoury must be used with the greatest care. The peritoneum with the 
ureter is now to be borne upwards, and being kept in that position with 
a spatula, by an assistant, the finger is to be carried down to the 
artery, which lies in a position corresponding with the cut. Below the 
artery and a little inwards, the accompanying vein lies; and at the lower 
angle of the wound pass branches of the ilio-lumbar artery and. veins. 
The sheath of the artery must be torn with the nail of the forefinger, 
or with the handle of .the scalpel, according as-it is thinner or thicker ; 
the artery is then isolated, and the needle carried round it, whilst the 
vein is pressed inwards (a). 

Morr made a cut, five inches long, beginning immediately above the external abdo- 
minal ring, and continued in a semi-lunar direction half an inch above PouPaRT’s 
ligament, toa little above the front spine of the hip-bone; he then divided the external 
and internal oblique and transverse muscles, and separated the peritoneum from 
its cellular connexions. 

Crampron carried a cut, seven inches long, from the seventh rib, downwards and 
forwards, to the front spine of the hip-bone, in a semicircular form, with its concavity 
towards the navel, cut through the three abdominal muscles, and separated the 


peritoneum. 

According to ANDERSON (b), the cut should be commenced from the upper and front 
spine of the hip-bone, half an inch above PouparT’s ligament, parallel with it, 
continued towards the share-bone, and curved somewhat upwards, so that it is four 
inches long; cutting through the three abdominal muscles, and so on. 

SALAMON made a cut about an inch from the upper front spine of the hip-bone, pro- 
ceeding at similar height from it, and in parallel direction to the epigastric artery, 
terminating about a finger’s breadth below the last false rib, and from four to four and 
a half inches long. The division of the abdominal muscles and transversal fascia, 


and so on. 

1473. If an aneurysm be situated on a branch of the internal iliac 
artery, to wit, on the ischiatic or gluteal artery, tying the internal iliae is 
indicated, as the practice followed by J. Bex (c) in a case of ischiatic 
aneurysm arising from injury, viz., opening the sac and tying the artery 
above and below the wound is extremely dangerous, and only in few cases 
can be permissible. W. Srevens: (d) tied the internal -iliac artery for 
an aneurysm above the ischiatic notch; J. ATKINSON (€) on account 
of a gluteal aneurysm, so also Wuits (f); Morr (g), for a gluteal or 
ischiatic aneurysm. ATKINSON’s and MorTT’s cases were unfortunate, but 
the other two had the happiest result (1). 

[(1) The internal iliac artery has also been tied successfully by a Russian army- 
Surgeon (h); also by my friend THomas, of Barbadoes, but the patient died, and the 
preparation is in Guy’s Museum (*).] 

1474. To tie the internal iliae artery, a cut of five inches in length is 
to be made through the skin and three muscles, upon the under and outer 
side of the belly, parallel to the course of the epigastric artery, and an 
inch to its outer side. The exposed peritoneum is to be separated with the 
finger from the m. iliacus internus and psoas magnus, and the finger 
carried down to the internal iliac artery, which should be detached by it 
from its connexions; and about half an inch below its origin a ligature 
is to be carried round it with an aneurysmal needle. 3 

ny DieTRICH, above cited, p. 288. American Journal of Medical Sciences, vol, i. 

b) System of Surgical Anatomy, p. 1. p- 304. 1828. 

(c) Principles of Surgery, vol.i. p. 421. (g) Ibid., vol. xx. p. 1, 1837. 

(d) Medic.-Chir. Trans. vol. v. p. 422. oe AVERILL’s Operative Surgery, p. 79. 


(e) London Medical and Phys, Journal, vol. t) Med.-Chir. Trans., vol. xvi. p. 230. 
xxxvili. 1816. 


GLUTEAL, ISCHIATIC, AND PUDIC ARTERIES. 257 


In this way Stevens proceeded, and this operation is most proper and safe. Wuitr 
made a semicircular cut seven inches long, beginning two inches from the navel, and 
continuing it nearly down to the external inguinal ring. 

According to ANDERSON and Busausky, the cut should be begun a finger’s breadth 
above the upper front spine of the hip-bone, or even higher, and half an inch distant 
from Pouparr’s ligament, but continued parallel to it for about three inches towards 
the share-bone. Cutting through the three abdominal muscles, separation of the perito- 
neum and retracting it together with the spermatic cord upwards. 

[The following are the particulars of OWEN’s dissection (a) of STEVENS’ case. The 
woman died ten years after the internal iliac artery had been tied. The internal iliac 
artery had become impervious at the part where the ligature had been applied, and “the 
ilio-lumbar appears to have arisen just above this point, the obliteration in consequence 
had not extended to the origin of the external iliac. In the state of a ligamentous cord, 
the internal iliac descended towards the ischiatic notch for the space of an inch, and 
then suddenly resuming its natural diameter it again became pervious, and so continued 
for the extent of half an inch; the gluteal artery arising from the lower part of this 
space ; a sacro-lateral vessel from about the middle; and the obturator artery from the 
upper part of it. The latter vessel was, however, entirely obliterated, but the sacro- 
lateral artery was pervious, of the size of a crow quill, and passed inwards to the second 
sacral foramen ; whilst the gluteal artery, of its natural size, received close to its origin 
two vessels as large as the preceding, given off from the sacro-lateral artery, near the 
third and fourth sacral foramina of the left side. The anastomoses of the sacro-lateral 
arteries with each other and the sacro-median were large and tortuous. Immediately 
after the origin of the gluteal artery, the ischiatic, obliterated and cord-like, passed on 
to the lower part of the ischiatic notch; the sanatory processes set on foot by the appli- 
cation of the ligature being uninterrupted by the enfeebled current of blood passing 
from small canals to a large one. Many vessels met with in the course of the dissection 
of the gluteus maximus and medius were found to have received the injection. The 
gluteeal artery was in a healthy condition, and of the natural size; but an elongated 
tumour, situated between the tuberosity of the ischium and the great trochanter indicated 
the true seat of the original disease. This tumour in length three inches anda half, and 
above two-thirds of an inch in breadth, was of the sciatic artery, and consisted of layers 
of condensed cellular membrane and the peculiar fibrous arterial coat. It contained a 
quantity of |dark-coloured granular not lamellated coagulum, which, when removed, 
showed the internal surface of the sac to be somewhat irregular and raised in small 
patches by the deposition of soft matter. In some places it appeared to retain the smooth 
character of the arterial lining membrane. From the ischiatic notch to the tumour, the 
artery was completely obliterated, its texture altered and the remains of the cavity filled 
with indurated and partly calcareous matter. From the lower part of the tumour the 
sciatic artery was continued down the posterior part of the thigh of an uncommon size, 
nearly as large as the femoral artery in front; its calibre did not, however, correspond 
with the apparent magnitude, for its coats were thicker, by at least one-half than any 
artery of the same size with itself. It was obliterated for about the space of an inch 
below the sac, and became pervious after receiving an anastomosing vessel from the 
arteria profunda. A vessel ramifying between the gluteus maximus and medius, and 
distributing branches to these muscles, was connected to the commencement of the sac, 
from which it had probably arisen; it did not, however, open into the sac, but after 
becoming contracted near the point of attachment, it there gave off a small artery to the 
quadratus femoris and received its blood by anastomosing near the crista iii, with a 
superficial branch of the gluteal artery. A smaller vessel was similarly attached to the 
lower part of the aneurysmal sac, but neither did it communicate with that cavity, for 
the blood which it received from branches ramifying in the neighbourhood was diverted 
from the sac by a small branch given off at the point of attachment.” (p. 222-25.)] 


1475. If the gluteal artery is to be tied, a cut three inches long should 
be made through the skin and cellular tissue, commencing at the upper 
hinder spine of the hip-bone, and carried in the direction of the fibres of 
the great gluteal muscle, towards the great trochanter. The fibres of the 
great and middle gluteal muscles are to be divided in the same direction, to 
the lower edge of the hip-bone and the artery found. 

CarmIcHac£L (b) tied the gluteal artery, for spurious aneurysm, by a penknife wound 


(a) Med.-Chir, Trans. vol. xvi. (0) Dublin Journ., vol. iv. p. 231,1833. 
VOL, II. s 
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in the way just directed. From one to two pounds of coagulated blood were emptied 
out. The vessel could not be taken up with the tenaculum ; buta ligature, with a large 
common needle, having been passed round it, was tied, and came away in six days. The 
boy was convalescent in sixteen days. 

To tie the ischiatic artery, a cut two and a half inches long must be 
made through the skin and cellular tissue, commencing immediately below 
the under hind spine of the hip-bone, and continued along the fibres of the 
great gluteal muscle, towards the outside of the tuberosity of the haunch- 
bone, where it is connected with the rump-bone, and the artery is found 
lying on the ischio-sacral ligament (a). 

1476. If the common pudie artery is to be tied, a cut of an inch or an 
inch and a half long should be made along the inside of the descending 
branch of the haunch-bone, through the skin, cellular tissue, fascia of the 
great gluteal muscle, and through the muscle itself. ‘The edges of the 
wound are to be kept asunder with blunt hooks, by which a layer of fat 
is exposed, and beneath it lies the artery. This is to be divided, or 
partially removed till the m. erector penis be laid bare, on the inner side 
of which muscle lies the vessel, accompanied by two veins and a branch 
of the pudic nerve. The transverse perinzal artery also accompanies the 
pudic, running almost parallel with it. The artery is to be carefully 
isolated, and the needle carried round it, from within outwards (0). 

[In the Museum of the Royal College of Surgeons there is an example of aneurysm 
of the pudie artery an inch in diameter, and nearly filled with clot. Whilst alive, 
the patient had a strongly pulsating tumour under the left great gluteal muscle; he was 
much out of health, and died. On examination, there was found beneath the hinder 
edge of the muscle a tumour, as large as a walnut, upon the ischiatic notch, and adher- 
ing to the ischiaticnerve as it left the pelvis. The artery was the internal pudic, and it 
was healthy above till it at once dilated into an aneurysm, below which it was oblite- 
rated, so that there was no outlet for the blood: the coats were strong like the coats of 
many encysted tumours.—J. F. 8. ] 


V.—OF ANEURYSM OF THE FEMORAL AND POPLITEAL ARTERIES, 
AND THEIR BRANCHES. 


1477, AnerNnetuy (c) was the first who tied the external iliac artery 
in the groin for aneurysm. ‘This case, although not successful, showed the 
possibility of the limb being sufficiently supplied with blood after oblitera- 
tion of the artery. 


[The first time ABERNETHY tied the external iliac artery was in the early part of the 
year 1796, on a patient in St. Bartholomew’s Hospital who had popliteal aneurysm in 
one, and femoral aneurysm in the other leg. The femoral artery was tied for the cure 
of the former by Sir Cuartes BrickE with two ligatures, between which it was 
divided ; the upper ligature came away on the tenth and the lower on the fifteenth day, 
and the eure was perfected. “About five weeks after this operation, the aneurism in 
the opposite thigh was almost ready to burst, the tumour having acquired a pyramidal 
form, and the skin covering the apex having yielded so much as to form a kind of pro- 
cess from the tumour. Indeed, the integuments at this part were so thin, that we every 
hour expected them to give way. The aneurism was situated so high, as to make it pro- 
bable that the disease extended above the place where the arteria profunda is sent 
off?’ and prevented pressure being made upon the artery, except at the place for in- 
cision; but even here it did not stop the pulsation, and troublesome bleeding occurred 
during the operation. .A small opening made in the fascia of the thigh admitted the 
finger, upon which it was divided up to Poupart’s ligament, and down to thesac. The 
pulsation directed the finger and thumb to the artery, which was tied with two ligatures, 

(a) Zana, Operationslehre. Third Edition, vol. i. p. 203. 
(b) Drzrricu, above cited, p. 244. Works, vol. i. p. 254. The first case here men- 


(c) On Aneurysms; in the Medical and Physical _ tioned is cited from the latter, and the second from 
Journal, vol. vii. p. 97, 1802, and in his Surgical the former work.—J. F. S. 
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the upper half an inch from the os pubis, and the lower the same distance from the 
arteria profunda, but the artery was not divided between them. “The tumour diminished 
greatly after the operation, and the blood contained in it became coagulated, which it 
did not appear to have been before the operation.” * * * Every thing went off weil 
till the fifteenth day, when the upper ligature separated, and the blood gushed 
in a full stream from the open extremity of the vessel. The bleeding was stopped 
by pressure. The stream of blood which flowed upon any remission or wrong 
application of the pressure was so large that we did not dare to remove the patient 
even from the bed on which he lay. Mr. RamspEn undertook, in this situation, 
to prevent the further escape of blood from the vessel, whilst I proceeded to tie 
the artery above Poupart’s ligament. Accordingly, I first made an incision, about 
three inches in length, through the integuments of the abdomen, in the direction of the 
artery, and thus laid bare the aponeurosis of the external oblique muscle, which I next 
divided from its connexion with Pourart’s ligament, in the direction of the external 
wound, for the extent of about two inches. The margin of the internal oblique and trans- 
versalis muscles being thus exposed, I introduced my finger beneath them for the protec- 
tion of the peritoneum, and then divided them, Next with my hand I pushed the perito- 
neum and its contents upwards and inwards, and took hold of the external iliac artery 
with my finger and thumb, so that I was enabled to command the flow of blood from the 
wound. It now only remained that I should pass a ligature round the artery and tie it; 
but this required caution, on account of the contiguity of the vein to the artery. I could 
not see the vessels, but I made a separation between them with my fingers. Having, 
however, only a common needle with which to pass the ligature, I several times withdrew 
the point from apprehension of wounding the vein. After having tied the artery about 
an inch and a half above Poupart’s ligament, I divided that part, and thus laid bare 
ithe new and the former wound into one. * * * No adhesion took place between the 
divided parts ; the edges of the wound were open and sloughy. * * * Still no greater 
mischief appeared till the fifth day after the operation, when a hemorrhage of arterial 
blood took place in such quantity that there was no doubt but that it arose from the 
principal artery, though the ligature with which it was tied still remained firm.” No 
further attempt at tying the vessel higher up was made, but compresses were fixed with 
a bandage, and continued for three days, but there was still occasional, though not pro- 
fuse bleeding. “In the course of the eighth day after the last operation he died.” On 
examination, it was found, that, “ for nearly two inches above the part which was tied, the 
lymphatic glands covering the artery were considerably enlarged. The external 
surface of one of them next the wound had ulcerated, and the ulceration penetrated 
through the gland, and communicated with the artery. * * * The ulcerated opening 
from the artery, through the diseased gland, admitted the passage of a moderate-sized 
bougie.” (p. 254-66.) ABERNETHY remarks :—“ In this case I thought I disturbed the 
peritoneum too much, and tied the artery higher than was necessary.” (p. 269.) This 
accordingly he avoided in his second operation on the 24th of October, 1801, and 
haying divided the edges of the internal oblique and transversal muscles, “I now intro- 
duced,” says he, “my finger beneath the bag of the peritoneum, and carried it upwards 
by the side of the psoas muscle, so as to touch the artery about two inches above Pou- 
PART’S ligament. I took care to disturb the peritoneum as little as possible, detaching 
it to no greater extent than would serve to admit my two fingers to touch the vessel.” 
(p. 99.) The artery was then tied with two ligatures and divided between. He went 
on tolerably till the fifth day when “the wound and contiguous parts looked remark- 
ably well, but a bloody sanies was discharged which I felt unable to account for. On 
the sixth day the state of his health and limb continued as well, if not improving. The 
bloody discharge, however, had increased in quantity, insomuch that it ran through the 
coverings of the wound and soiled the bed; it had also become fetid. * * * I could 
not believe that a healthy wound would secrete such a sanies, and I felt apprehensive 
lest the wound should spread from disease. Nothing, however, took place to confirm 
this idea. It seemed probable, also, that if the aneurysmal sac were not entire, some of 
the blood being exposed to the air, might tinge the discharge from the wound and grow 
putrid. I frequently pressed on the tumour, but could press no blood from the wound.” 
On the ninth day he “appeared like a man advanced in typhus fever. * * * On 
examining the wound, with a view to discover the cause of this great and sudden altera- 
tion, and pressing on the tumour beneath Poupart’s ligament, I forced out a great 
quantity of blood rendered fluid and highly foetid by putrefaction.” He coutinued slowly 
sinking, and died “on the twenty-third day after the operation. A few days before his 
death both ligatures came away with the dressings.” On examination, it was found 
that “the peritoneum was separated from the loins, and from the posterior half of the 
32 
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left side of the diaphragm, by a considerable collection of blood which extended below 
to Pourarr’s ligament, and communicated under that ligament with the aneurysmal sac 
This opening was situated in the direction of that crevice which is found between the 
internal iliac and psoas muscle. The only rational explanation that can be given of the 
formation of this collection is, that the blood had burst its way from the aneurysmal sac 
in the vacancy between the muscles just mentioned, after which it would readily and 
extensively separate the peritoneum in the manner described. * * * The extremities 
of the external iliac artery, which had been divided in the operation, were united toge- 
ther by a fine newly-formed substance; the sides of each extremity were perfectly 
closed, and a small plug of coagulated blood was found in each. * * * Tt seems evident 
that, in the present instance, the operation was too long delayed. It would be desirable 
in future to perform the operation before an extensive diffusion of blood had taken 
ylace ; indeed, could the adequateness of the collateral arteries for the supply of the 
limb be established, it would be proper to operate before the artery had burst.” (p. 101— 
104.) Apernetuy’s third case operated on the 11th of October, 1806, on which the 
ligatures came away,—the lower on the fifth, and the upper on the fourteenth day,—suc- 
ceeded, as did also his fourth on the 25th of February, 1809, in which the ligatures came 
away on the tenth day. ABERNETHY’S case was not, however, the first successful one 
as on the 4th of October, 1806, Freer (a) tied the external iliac artery with a single 
ligature, which came away on the sixteenth day, just anticipated ABERNETHY’s by five 
days. Within the year, Tomiinson of Birmingham also successfully tied the same vessel 
with a single ligature, which separated on the twenty-sixth day. AsTLEY Coopenr’s first 
case, also successful, is most important of all, though not performed till the 22nd_of 
June, 1808, as he had the opportunity on the patient’s death, 18 years after, of examining 
the condition of the tied vessel and of the anastomosing arteries. 

Both external iliac arteries have been taken up in the same subject at the interval of 
a week, in one instance by Tarr (b), and in the other by ARENDT (c), and did well. 


1478. Tying the external iliae artery is not merely indicated in 
aneurysms above the arteria profunda femoris, but also in those below 
the origin of that artery, which extend so close to Poupart’s ligament, that 
there is no space for the operation between it and the aneurysm ; which 
practice is certainly preferable to opening the sac, with compression of the 
femoral artery on the horizontal branch of the share-bone, in order to 
avoid the arteria profunda. 

1479. The external iliac artery is to be tied in the following manner. 
The patient being placed on a couch with his buttocks somewhat raised, 
the operator stands on the side on which the operation is to be performed, 
and makes a cut through the skin and cellular tissue, commencing half 
an inch to the inside of the upper front spine of the hip-bone, and termi- 
nating at the middle of Pourarr’s ligament. ‘The cut should be continued 
in the same direction, through the aponeurosis of the external oblique 
muscle, the muscular fibres of the internal oblique muscle, and with the 
greatest care through the thin aponeurosis of the transverse muscle, so as 
not to wound the peritoneum. The exposed peritoneum is to be sepa- 
rated with the finger at the lower angle of the wound, from its yielding 
connexion with the m. iliacus internus; and pressing it inwards, the 
external iliac artery is felt, accompanied on the inside by the vein, and 
on the outside by the crural nerve. It is then to be isolated with the 
finger or with the handle of the knife, and the ligature carried round it 
with Descuamps’ needle; this last proceeding can, at least in the dead 
body, be facilitated by bending the thigh at the hip-joint. 

The decisions as to the direction and size of the cut in this operation are very 
various. ‘They may be arranged in three classes. 

1. With a nearly straight cut. 

ABERNETHY made a cut four inches long, commencing an inch and a half from the 
upper front spine of the hip-bone, nearer the white line, and carried it down in the 


(a) Above cited, p. 80. ‘ (c) Venrrau, Nouv. Elemens de Médecine 
(b) Samues CooreEn’s Surgical Dictionary, p.157. Operatoire, vol. i. p. 175 
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direction of the external iliac artery to half an inch above Pouparr’s ligament. He 
divided first the skin, then the aponeurosis of the external oblique abdominal muscle, 
and carried his finger under the lower edge of the internal oblique and transverse 
muscles, in order to protect the peritoneum, whilst he divided those muscles with a 
common or button-ended bistoury. The peritoneum was pressed back with the finger. 

According to CHarLEs BELL, the cut should be commenced at the outer pillar of 
the abdominal ring, carried outwards and upwards, and terminated half an inch above 
the upper front spine of the hip-bone, and two fingers’ breadth to its inner side. The 
aponeurosis of the external oblique muscle is then to be divided from the ring upwards, 
upon a director, the lower edge of the internal oblique muscle raised, the spermatic 
cord drawn inwards and upwards, with a blunt hook, the cellular tissue put aside, and 
the artery isolated. But if there be not sufficient space to apply the ligature, the 
internal oblique muscle must be divided upwards and outwards. 

Scarpa begins the cut half an inch under the upper front spine of the hip-bone, and 
an inch and a half from it nearer the white line, and carried down near to the crural 
arch. Division of the three abdominal muscles and separation of the peritoneum. 

(2) With a semilunar cut. 

AsTLEy Cooper makes a semielliptical cut, beginning near the spine of the hip-bone 
and terminating a little above the inner edge of the outer abdominal ring. The 
aponeurosis of the external oblique is divided in the same direction. This flap being 
now a little raised, the course of the spermatic cord is seen, and if followed by the 
finger under the edge of the internal oblique muscle, the opening in the fascia trans- 
versalis (inner ring) is entered, and the finger touches the artery (4). 

The practice of Lisrranc and ANDERSON agrees with this, but the latter makes the 
cut less curved and a little shorter, (not quite three inches,) separates the skin upwards 
and downwards, and dividing the aponeurosis of the external oblique muscle, terminates 
the cut a little before the external abdominal ring. The aponeurosis is then to be sepa- 
rated from the internal oblique muscle, with the handle of the knife: the spermatic 
cord now exposed, is to be raised, and its sheath lifted up and cut through with the knife 
or scissors. Through this aperture the little finger of the right hand is to be carried 
to the internal ring, and the artery being reached, is then to be separated from the 
iliac fascia and vein by the introduction of a silver aneurysmal needle, and tied. 

Rust considers that the cut should be made in the same way, only three and a half 
inches long, through the three abdominal muscles and the epigastric artery, which 
must at once be tied. 

(3) With an oblique incision. 

LANGENBECK, DELPECH, and others, determine that the cut should be commenced 
two fingers’ breadth from the upper front spine of the hip-bone, and continued across 
towards the m. rectus a finger’s breadth from Poupart’s ligament, so that the cut 
should be four fingers broad. The division of the three abdominal muscles and so on. 

Wricut and Post (a), in case of an aneurysm extending high up, made a cut four 
inches long, from the upper end of the swelling, to a point, between the navel and the 
upper front spine of the hip bone. The peritoneum much thickened by the pressure of 
the swelling needed cutting. Busatsky also makes the incision in the same direction. 

Compare Dretricu (b) on the preference and objections to these different operations. 

[(4) Upon Cooper’s mode of tying the external iliac GuTHRIE observes :—“It offers 
the advantage of greater space, which enables the Surgeon to see better what he is doing ; 
but it does not so readily admit of the artery being tied high up, without an additional 
incision being made in a direction different from the first, which is after all a matter of 
no consequence, if it were found necessary to do it.” (p. 375). He also mentions that 
he “has seen the epigastric artery divided in this operation.* * * If the Surgeon has 
unluckily divided it, either in this or in any other operation, all that he has to do is tc 
enlarge the incision and tie both the divided ends; and I have no hesitation in saying 
it will not be of any consequence, either in this operation or in one for hernia. If a 
man has been so unfortunate as to have a wound in his peritoneum of a quarter or of 
half an inch in extent, two ligatures on the epigastric artery, and a slight increase on the 
extent of the external incisions, add little or nothing to the danger, which only takes 
place in reality when the wound is closed up, and the artery is allowed to bleed inter- 
nally.” (p. 376.) DupuyTRen did not, however, find this to be exactly the case when 
he divided the epigastric artery in 1821 ; the bleeding was very copious, and though he 
stopped it by putting on two ligatures, the patient died in a few days of peritonitis (c).] 


1480. If there be room beneath Pourart’s ligament to apply a ligature 
around the femoral artery, a cut is to be made midway between the iliac 


(a) American Med, and Phil. Register, vol. iv. p. 443. 
(b) Above cited, p. 284. (c) AvERILL’s Operative Surgery, p. 73. 
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spine and pubic symphysis, beginning at the edge of Pourarr’s ligament, 
and continued somewhat obliquely from above downwards. ‘The skin and 
underlying fat are to be divided, the glands separated, and the superficial 
layer of the fascia lata divided, where the artery is found in the canal 
formed by the two layers of that fascia, having the vein on the inner, and 
the nerves on the outer side. 

The femoral artery commonly gives off the arteria profunda an inch and a half, or 
two inches below Pourart’s ligament ; but it frequently arises before the femoral artery 
has passed under Poupart’s ligament. For this reason the direction to begin the cut an 
inch below Poupart’s ligament is improper, because here, manifestly, although the cut 
may be several inches long, yet the space is too confined for isolating the artery. 

Trextor and RosperT Frorrep make a cut two and a half inches long, half an inch 
below Povuprart’s ligament, and parallel to its lower edge, so that it corresponds to the 
middle of the femoral ring. In the same direction the cellular tissue and fascia are to 
be divided upon a director, in doing which the director is only to be introduced a short 
distance, and the division to extend three lines from the two edges of the wound. 


1481. The vessels by which the circulation is kept up, after tying the 
external iliac artery, are the anastomoses, between the gluteal, ischiatic, 
internal pudic, and obturator, with the circumflex arteries, which arise 
from the deep artery, from the external pudic, epigastric, and circumflex 
iliac arteries. If the obturator arise from the epigastric, a large quantity 
of blood passes through its anastomosis with the internal pudic and ischiatic, 
and the branches of the circumflex artery of the thigh. ‘The epigastric 
and circumflex iliac artery also convey blood by their anastomoses with the 
internal mammary, with the intercostal, lumbar, and sacral arteries. If, 
therefore, the aneurysm be below the epigastric artery, there may be, after 
the obliteration of the external iliac artery, a flow of blood above the seat 
of aneurysm into the artery, but no enlargement of the aneurysm from it 
is to be feared (1). 


There are a considerable number of cases in which the external iliac artery has been 
tied. Fifteen out of twenty-two have been (according to Hopeson) cured; a very good 
proportion, if it be remembered that many of the patients had been already much weak- 
ened by previous bleeding from the sac (a). 

[Morr (6) tied the external iliac artery fourteen days after tying the femoral of he - 
other limb; in both on account of aneurysm. ‘The case did well. 

The following are the principal points in the dissections of three of the cases in 
which AsTLEy Cooper tied the external iliac artery. 

In the case (c), which died ten weeks and six days after the operation, “it was 
found that the femoral, tibial, and fibular arteries were still open, and that the blood was 
conveyed into the femoral artery by the following anastomoses. The internal pudendal 
artery formed several large branches upon the side of the bulb of the penis, and these 
branches freely communicating with the external pudendal artery had determined the 
blood into that artery, and by this channel into the femoral ; the lateral sacral artery also 
sent a branch on the iliacus internus muscle, into the femoral artery, and the ilio-lumbar 
artery freely communicated with the circumflexa ilit ; so that, by these three routes, the 
blood found direct ingress to the femoral artery. Numerous branches of arteries also 
passed from the lateral sacral to the obturator and epigastric arteries, the obturator in 
this case having its origin from the epigastric. Besides these arteries, a free communica- 
tion existed between the arteria profunda and circumflex arteries, with the branches of 
the internal iliac; first, the gluteal artery sent a branch under the gluteus medius 
muscle to the external circumflex artery ; secondly, the ischiatic artery gave two sets of 
branches of communication, one upon the gluteus maximus muscle to the arteria profunda, 
and another upon the sciatic nerve to the internal circumflex artery; the internal 
pudendal artery also sent a branch of communication to the internal circumflex ; lastly, 
the obturator freely communicated with the internal circumflex.” (pp. 428, 29.) 

In Cooper’s second case (d), “examined, at three years after tying the external iliac 
artery,” the external iliac and the femoral arteries were obliterated, excepting about an 
inch of the femoral artery, just below Poupart’s ligament, which still remained open, 


(a) Honason, above cited, p. 416. (b) American Journal of Medical Sciences, vol. i. p. 483. 
(¢) Med.-Chir. Trans., vol. iv. 1813. (a) Ibid. 
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and continued to convey a portion of the blood; but, below this part, it had become 
simply a ligamentous cord. The internal iliac artery sent first a very large artery of 
communication to the epigastric and obturator artery, so that the epigastric was supplied 
with blood from the internal iliac; secondly, the internal iliac sent an artery of com- 
munication upon the sciatic nerve, to the internal circumflex artery. The gluteal artery 
gave a large branch to the origin of the profunda ; lastly, the internal pudendal artery 
largely anastomosed with the obturator; the obturator, therefore, sprang in this case 
from two new sources, viz. from the internal iliac, and from the internal pudendal 
artery, and the obturator thus formed sent two branches of communication to the internal 
circumflex artery. The arteria profunda was in this case supplied from two sources 
directly from the gluteal, and more indirectly from the internal circumflex, by the 
obturator and ischiatic arteries. The external iliac artery was obliterated to the origin 
of the internal iliac, as other arteries usually are when ligatures are made upon them to 
the first large anastomosing vessel. The principal agents then of the new circulation are 
the gluteal artery with the external circumflex, the obturator artery with the internal 
circumflex, and the ischiatic with the arteria profunda, and the obturator artery is 
supplied with blood principally by the internal pudendal when the obturator arises from 
the epigastric artery.” (p. 429-31.) Both preparations are in St. Thomas’s Museum. 
In Cooprr’s third case (a), eighteen years after the operation, “the external iliac 
artery was pervious to the extent of rather more than an inch from the bifurcation of 
the common iliac, but had become somewhat diminished in size, and altered in shape. 
No branches were given off from this portion of the vessel, which, when filled with 
injection, presented a conical form, tapering downward to a mere point, and terminating 
in a rounded cord which constituted the remaining part, or the obliterated portion of the 
artery, and was continued down to the spot where the operation had been performed. 
The ligature had probably been applied just above the origin of the circumflex and 
epigastric branches, although no evidence remained to indicate the precise spot. Just 
above Poupart’s ligament the iliac artery became suddenly restored, (apparently by the 
influx of blood from the branches mentioned above,) and assumed about half its natural 
size. The obliterated vessel presented the appearance of a continuous unbroken cord, 
from the cessation of the iliac above to its restoration below. * * * The vessel having 
regained about half its natural size, passed into the thigh and was continued without 
receiving any accession from collateral vessels, until it reached the origin of the profunda ; 
from which branch the trunk appeared to derive a large quantity of blood, sufficient to re- 
store it to the ordinary extent of calibre which the femoral possesses in a stout muscular 
limb ; the remaining portion of the femoral artery below the profunda presented nothing 
unusual in its appearance, and bore no indication of having received any further influx 
of blood through collateral branches. Just above the origin of the profunda, the femoral 
artery had become distorted, and irregular in shape, and was rendered somewhat 
obscure by its connexion with what appeared to be the remains of the aneurismal sac 
adhering to the anterior surface of the vessel and gluing it to the adjacent muscles and 
Jjascia. There can be but little doubt that the original opening of communication 
between the sac and the femoral trunk had existed at this spot, viz. just above the pro- 
funda branch; but it would seem equally apparent that, as the aneurismal tumour 
became obliterated in the progress of the cure after the operation, the opening into the 
vessel also became closed, while the integrity of the arterial trunk, above and below the 
sac, was maintained continuous and entire. The collateral circulation had, in this instance 
been established by the junction of the ilio-lumbar, obturator, gluteal and ischiatic, 
branches from the internal iliac, with the circumflex and epigastric of the external iliac 
and the profunda of the femoral. They consisted of three sets of communicating vessels 
which descended respectively over the fore part, the internal side, and the posterior 
surface of the hip-joint, and may be described as forming a circular plexus around the 
articulation, ramifying amorg the muscles of that region. * * * The ilio-lumbar, 
gluteal, and ischiatic arteries are enormously dilated. The internal pudic is also of large 
size, but it does not appear to furnish any direct communication with the femoral.” 
(p. 48-50.) This preparation is in the Museum of Guy’s Hospital.] 


1482. If the aneurysm be situated in the lower third of the thigh, or at 
the knee-joint, it is best to tie the femoral artery in the following manner. 
The pulse of the artery should be followed from the groin downwards, and 
where it is only indistinctly felt is to be the end of a cut, which begins 
about two and a half inches below Povurart’s ligament, and descends on 


(a) Guy’s Hospital Reports, vol. i. 1836. 
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the inner edge of the m. sartorius, in the triangular space formed by the 
m. adductor secundus and vastus internus. Theskin and fascia lata being 
divided, and the edge of the m. sartorius drawn somewhat outwards, the 
artery is found enclosed in its cellular sheath, with the femoral vein under 
it, and the branches of the crural nerve on its outer side. When the 
artery is properly isolated, the ligature is to be carried round it with the 
aneurysmal needle (a). 

JoHn Hunter tied the femoral artery in the lower half of the thigh; dividing 
the skin and fascia lata on the inside of the m. sartorius to the extent of three inches, he 
laid bare the edge of this muscle, isolated the artery lying beneath, and tied it near the 
place where it passes through the tendon of the m. adductor (b). If the artery be tied in the 
upper half of the thigh, he thinks it best done at the inner edge of the m. sartorius ; and 
if in the lower half, at the outer edge (c), which, after having been laid bare by a cut 
three inches long, is to be drawn somewhat inwards, where the artery is covered with a 
slip of aponeurosis, passing from the m. adductor to the m. vastus internus ; this must be 
cut through, and the artery isolated in the way already mentioned. 

1483. If an aneurysm be in the ham or on the upper part of the arteries 
of the leg, there may be sufficient space for tying the artery in the ham ; 
but on account of the depth of the vessel, of the difficulty of its isolation, 
its nearness to the joint, and so on, this operation is to be considered as by 
far more dangerous and less safe than that of tying the femoral artery. In 
aneurysms, tying the femoral artery is to be unconditionally preferred, and 
only in cases of wound of the popliteal artery is its tying indicated, in 
which sufficient enlargement of the wound is usually necessary. As for 
the rest, the popliteal artery has been tied in three different parts, at the 
middle, upper, and lower part of the ham. 

1484. If the artery is to be laid bare in the middle of the ham, the 
patient having been placed on his belly, and the thigh perfectly extended, 
a cut, three inches long, is to be madea little to the inner side of the mesial 
line of the ham, through the skin and aponeurosis, taking care to avoid 
the vena saphena ; the edges of the wound being then separated, the Sur- 
geon penetrates deeper with careful cuts, and with the handle of the knife 
through the cellular tissue, often much loaded with fat, down to the popli- 
teal nerve, vein, or artery itself. ‘The nerve lies on the outer side, and 
between it and the artery is the vein, which covers the outside of the artery. 
The nerve should be drawn aside, and the artery separated with the 
greatest care from the vein, so as to wound neither the articular veins nor. 
arteries. When the needle is to be carried round the artery, the lez must 
be somewhat bent. 

If the artery be tied in the upper part of the ham, a cut is to be made 
somewhat on the inside of the base of the triangular space formed on the 
inside by the m. semi-tendinosus and semi-membranosus, and on the outside 
by the m. biceps femoris, to the top of this triangle, the skin and aponeurosis 
are divided, and the rest of the operation performed as in the former case. 

In tying the popliteal artery at the lower part of the ham, the cut is to 
be made somewhat on the inside of the mesial line, and some lines below 
the knee-joint, from three to four inches long, above the hind part of the 
leg, through the skin, cellular tissue, and aponeurosis ; the interspace 
between the two heads of the m. gastrocnemius then appearing, these are to 
be separated, and the trunk of the vessel and the sural branches come into 


(a) Scarpa, Translation, p. 278. 


(b) Transactions of a Society for the Improve- (c) CarLxot, above cited, p.72.—WEGEHAUSEN, 
ment of Medical and Surgical Knowledge, vol. i. in Rust’s Magazin fur die gesammte Heilkunde, 
p. 148. vol. ii. p. 408. 
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view with the veins and posterior cutaneous nerves of the leg. These parts 
are to be drawn aside by an assistant, and the cellular tissue being divided 
with the handle of the knife, the popliteal artery is found on the inner 
side, the vein in the middle, and the nerve on the outside. If the cut be 
somewhat lengthened in this proceeding, the posterior tibial artery may be 
tied at its upper part (a). 

Jopert (5) ties the artery in the internal epicondyloid pit, viz., in the triangular 
depression bounded within by the m. sartorius, gracilis, semi-tendinosus and semi-mem- 
branosus. The knee is to be half bent, and a cut made on the outer edge of these 
muscles, two inches long, through the skin to the fatty tissue. The skin is to be then 
drawn outwards, and a second cut across the former made, but without wounding 
the skin, by which the tendinous expansion of the m. adductor magnus is divided. The 
forefinger is to be passed beneath the tendinous expansion, and a button-ended bistoury 
introduced upon it, to cut through the superficial layer of the aponeurosis which covers 
the artery. The pulsation of the’ artery is then felt, and in some thin persons may 
even beseen. The fatty tissue is to be penetrated with a director, which is carried with 
the greatest care between the artery and vein. 


1485. If the aneurysm be situated at the commencement of the tibial 
artery, the femoral must be tied in the way mentioned (1). But if it be lower 
on the tibial artery, the inflow of blood, after tying the femoral artery, is 
sufficient, in large aneurysms of the foot, to keep up the disease, and it is 
therefore necessary to tie the affected artery in the neighbourhood of the 
aneurysmal sac (2). 


[(1) The following case of aneurysm of the posterior tibial artery is a good example 
of the practice recommended :— 

Case.—M. H., aged 38 years, was admitted, 

Sept. 13, 1832, with a pulsating tumour at the back of the upper part of the right 
leg. He had fallen down stairs a twelvemonth since upon a brush, and at the same time 
twisted his leg, which laid him up with great pain and swelling for ten days, but after 
that time he seemed to get well, excepting that he had a little continual pain and always 
a throbbing behind and below the head of the fibula. Six months since, after having 
walked a considerable distance, his leg began to swell and be so painful as to compel 
him to keep at rest. There is now distinct pulsation below the head of the fibula and 
at an opposite point on the inside of the leg beneath the gastrocnemial muscles. The 
posterior tibial artery does not pulsate at the ankle; and the anterior tibial beats but 
feebly. The girth of the affected leg at this part is nearly sixteen inches, whilst in 
the other it is only thirteen and a half inches. The temperature of the limb is dimi- 
nished; and he has numbness and pricking of the whole limb below the tumour, more 
particularly affecting the foot. Pressure of the femoral artery at the groin, or on the 
sides of the swelling, diminishes it half an inch, but it fills immediately, when the 
pressure is withdrawn. 

Sept. 21. My colleague GREEN tied the femoral artery at the usual place in the middle 
of the thigh. The pulsation ceased when the ligature was tightened. 

Oct. 2. Has been going on well; the limb about an inch smaller, but more yield- 
ing: the pricking and numbness of the foot have ceased. 

Oct. 30. The ligature came away. After which the wound soon healed ; but at two 
months’ end the size of the limb had only diminished an inch. 

AstLEY Cooper mentions a case of “ anterior tibial aneurism a little below the head 
of the fibula, for which the femoral artery was tied; the pulsation ceased in the aneu- 
rism, and the swelling for a time subsided. The case did not ultimately recover, for a 
slough of the aneurismal sac took place.” (p. 63.) 

(2) The younger Cine had a case of aneurysm of the anterior tibial artery “ on 
the upper part of the foot, and he tied the anterior tibial artery at the lower part of the 
leg, but the pulsation in the aneurism continued when the boy left the hospital.” “It will 
therefore be right,” says ASTLEY CoopER, “ to tie the artery by opening the sac. so as to 
secure it above and below the aperture, if the aneurism be seated low down in the limb, 
as the anastomosis with the plantar arteries is exceedingly free.” (p. 63.) ] 

(a) Brerxowsxy, Anatomisch-chirurgische Ab- —Fronrirp, R., ‘above cited, pl. xii—Drerricn, 


bildungen, pl. viii. figs. 1, 2.; pl. x. fig. 3. A,B. above cited, p. 334.—Manzc, above cited, pl. xi, 
(b) Nouvelle Bibliotheque Médicale, 1827, Feb. 
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1486. In laying bare the anterior tibial artery somewhat above the 
middle of the leg, the space between the anterior tibial muscle and the 
long extensor of the great toe, is to be chosen and the great toe moved 
whilst the finger is carried outwards from the crest of the shin-bone. The 
skin and aponeurosis of the leg are to be divided for two and a half inches 
in the direction of this space ; then with the finger, or with the handle of 
the knife, these muscles are separated, and at the depth of an inch 
the anterior tibial artery is found, with its accompanying single vein and 
nerve. 

In the neighbourhood of the instep the artery is quite superficial, 
covered by the skin and aponeurosis of the leg, between the tendons of the 
m. tibialis anticus and extensor pollicis longus. If the dorsal artery of the 
foot is to be laid bare, a cut is made in the direction of the second toe, on the 
back of the foot, through the skin and aponeurosis, and the artery is found 
between the tendons of the m. extensor pollicis and the first tendon of the 
m. extensor brevis digitorum. 


1487. The exposure of the posterior tibial artery in the middle or in the 
upper third of the leg is very difficult, on account of its depth and of the 
expansion of the aponeurosis being tightened by the contraction of the 
muscles of the calf. A cut is made along the inner edge of the shin- 
bone, for three or four inches through the skin, and the attachment of 
the m. soleus divided throughout the whole of this extent. The muscle 
must then be turned a little aside, and the aponeurotic expansion, separat- 
ing the muscles of the calf into a superficial and deep layer, divided, 
under which the artery is found, between two veins, and accompanied 
with the tibial nerve on its fibular side (1). Ad tts lower part the posterior 
tibial artery lies very superficial, and may easily be exposed by a cut, 
two inches long, between the inner ankle and the AcHILLEs’ tendon. It 
lies closer to the heel than the tendons of m. tibialis posticus, and flexor 
digitorum pedis, and is surrounded with fat and cellular tissue. 

[(1) It will not be out of place here to give a caution as to the treatment of a wound 
of the posterior tibial artery, by any instrument or other body penetrating from the out- 
side of the leg. I well recollect the case of a man, who whilst mowing in company with 
others, received the point of the scythe of the labourer next behind bim, in the outside 
of the upper part of his leg. The scythe passed inwards, and wounded the posterior 
tibial artery, without piercing the skin on the inside of the leg. ‘The wound was freely 
enlarged, and great pains taken to get at the vessel, but its depth was so great, that after 
many efforts, the attempt was given up. A cut was then made on the inside of the leg, 
as above directed, and the vessel reached and tied with great ease. In a similar case, 
the like practice should be adopted. The only difficulty in the operation consists in for- 
getting that the artery and deep layer of muscles are overspread with a tight fascia, 
which may possibly be mistaken; for the interosseous ligament. ‘The artery cannot be 
reached till this be opened very freely, as it is very unyielding.—J. F. S.] 


1488. If the peroneal artery be tied in the middle of the leg, a cut is 
to be made from any one part of the outer side of the AcHILLEs’ tendon, 
and carried obliquely upwards and outwards to the hinder outer surface 
of the splint-bone. ‘The external saphenous vein is to be avoided, the 
aponeurosis divided, and the forefinger, passed before the ACHILLES’ 
tendon, is carried upon it before the muscles of the calf, so as to 
separate them from the deep layer. ‘The fascia covering the deep muscles 
is to be cut through, and the inner edge of the m. flexor pollicis raised 
upwards and outwards.. The artery is found sometimes between the 
fibres of this muscle, and sometimes between it, the splint-bone, and the 
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interosseous membrane. If the artery be looked for deeper than the middle 
of the leg, as Cuaries Beux proposes, its hinder branch only is found. 

1489. What has been already said about aneurysms on the front and 
back of the hand, applies also to those on the sole, and on the back of the 
foot. If here it be not permissible, on account of the position of the aneu- 
tysm, to open the sac, and tie the artery above and below, the flow of blood 
must be prevented by tying the affected artery still higher, and, after 
opening the sac, it must be completely prevented by pressure. This 
treatment must also be followed in wounds of arteries on the back of the 
foot and in the sole (a). 

1490. When the femoral artery is obliterated at the origin of the arteria 
profunda, the blood passes from the branches of the internal iliac arteries 
into the circumflex arteries of the thigh, and by the descending branches 
of the a. profunda into the articular arteries, whence it passes into the 
trunk of the femoral. If the obliteration occur in the lower third, the 
circulation is kept up, not merely by the anastomosis between the a. pro- 
Junda and the arteries of the knee, but also by many anastomotic or 
muscular branches. If a part of the popliteal artery, or even the origin 
of the upper or lower arteries of the knee be obliterated, the blood passes 
by the anastomosis of the a. profunda into the upper, thence into the 
lower arteries of the knee, and from them into the recurrent branches of 
the tibial arteries. 


[The following is AsttEy Cooprrr’s account (5) of the dissection of almost seven 
years after the femoral artery had been tied for popliteal aneurysm. “The femoral 
artery which is necessarily obliterated by the ligature, was here converted into a cord, 
from the origin of the arteria profunda down to the ham. The whole of the popliteal 
artery was also changed into a similar substance ; and thus the natural channel of the 
blood from the groin to the lower part of the knee was entirely destroyed. The muscles 
therefore which usually receive blood vessels from the femoral artery, as the sartorius, 
rectus and vastt, had no branches but from the arteria profunda and circumflex arteries ; 
and the articular arteries from the popliteal, although they were still capable of receiy- 
ing blood, derived it, not from the popliteal artery, but from the communicating vessels 
of the profunda. The arteria profunda formed the new channel for the blood ; consi- 
derably enlarged in its diameter, although still not equal in size to the femoral artery at 
the groin, it took its usual course to the back of the thigh on the inner side of the thigh 
bone, and sent branches of a larger size than usual to the flexor muscles of the leg, and 
just midway on the back of the thigh it began to send off those arteries which became 
the support of the new circulation. The first artery sent off passed down close to the 
back of the thigh-bone, and entered the two superior articular branches of the popliteal 
artery, which vessels supply the upper part of the knee-joint. The second new large 
vessel arising from the profunda at the’same part with the former, passed down by the 
inner side of the biceps muscle, to an artery of the popliteal, which was distributed to 
the gastrocnemius muscle. Whilst a third artery dividing into several branches, passed 
down with the sciatic nerve behind the knee joint, and some of its branches united them- 
selves with the inferior articular arteries of the popliteal, with some recurrent branches 
of those arteries, with arteries passing to the gastrocnemit, and lastly with the origin of 
the anterior and posterior tibial arteries; and these new large communicating branches 
were readily distinguished from others by their tortuous course. It appears then that 
it is those branches of the profunda which accompany the sciatic nerve, that are the 
principal supporters of the new circulation. They were five in number, besides the two 
deep seated arteries which do not accompany the nerve. The external circumflex was 
considerably larger than usual for the supply of branches to the muscles on the fore part 
of ithe thigh, but it had no branches for the new circulation. The obturator artery 
did not appear larger than usual, and although much pains were taken to trace any 
enlarged communicating branches between the ischiatic arteries and profunda, yet no 
vessels capable of receiving so large an injection could be found.” (p. 254-56.) } 


a) Scarpa, p. 225.—Roux, Nouveaux Elémens de Médecine Opératoire, vol. i. pt. ii, p- 698. 
(a) » Pe 225 ”'(b) Med.-Chir. Trans, vol. ii. 1811. 
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VI.—OF ANEURYSMAL VARIX AND VARICOSE ANEURYSM. 


Hunter, Wn., M.D., Medical Observations and Inquiries, vol. i. p. 340, vol. ii. p. 390. 


Guarrant, De cubiti flexure aneurysmatibus; in Laurn’s Collectio Scriptorum, &c., 
p- 203. 


Scarpa, above cited, p. 421. Translation. 
Hopason, above cited, p. 496. 


ADELMANN, P., Tractatus anatomico-chirurgicus de aneurysmate spurio-varicoso. 
Wirceb., 1821. 4to; with two lithographic plates. 


Scuorrin, Merkwiirdiger Fall einer aneurysmatischen Venengeschwulst. Alten- 
burg, 1822. 


BrescHEeT, Mémoires chirurgicaux sur différentes especes d’Anévrysmes. Paris, 
1834, p. 98. 

1491. If a vein and an artery connected with it be so injured, that by 
the subsequent adhesion of the edges of the wounded vessels, an immediate 
communication between the two vessels is produced, it is called an Anew- 
rysmal Varix (Varix aneurysmaticus, Aneurysma per transfusionem. 
A. arterioso-venosum.) It occurs most frequently at the elbow-joint, as 
consequence of blood-letting ; it is, however, also observed in other 
parts (1). 

(1) On the upper arm, by RrcHERAND, CLoQqueET, JAEGER; on the radial artery, and 
cephalic vein, by ScHoTTin; on the subclavian, by Larrey; on the carotid, by LARREY 
and Marc; on the temporal, by BusHr and myself; on the femoral artery, by SEBOLD, 
Barnes, DuPUYTREN, BRESCHET; on the popliteal, by Lassus, SAaBATIER, RICHERAND, 


Boyer, Larrey, Hopeson; on the external iliac, by Larrey ; and on the division of 
the aorta and vena cava, by SYME. 

[My friend Macxmurpo has very recently had a case of aneurysmal varix between 
the internal jugular vein and carotid artery close to the skull. Its existence was not 
known prior to death. The man had had scrofulous enlargement of the glands of the 
neck near the angle of the jaw, which suppurated; a sinuous ulcer formed, from which 
arterial hemorrhage occurred twice, and Mackmurpo thought it advisable to tie the 
common carotid artery which arrested the bleeding; but the patient sunk after seven 
days, and on examination, besides large destruction of the bifurcation of the carotid 
artery and of the internal jugular vein, the aneurysmal variz, already mentioned, was 


found.—J. F. 8.] 

1492. Aneurysmal varix is characterised by a circumscribed swelling 
of blue colour, and small extent, which is formed by expansion of the 
vein, and in which a peculiar tremulous motion, and whizzing noise are 
observed, produced by the overflowing of the blood from the artery into 
the vein. The swelling is generally, at least, at the bend of the arm, not 
larger than a nutmeg, (on the femoral and subclavian, it has been seen as 
large as an egg, and even as big as the fist,) accompanied with varicose 
swelling of the neighbouring veins; it subsides entirely by pressure, 
shows less pulsation if the part on which it is situated be raised; but is 
greater if the part hang down, or if pressure be made upon the vein below 
this swelling. Ifthe artery be compressed above the swelling, the pulsa- 
tion at once ceases, but returns directly the pressure is withdrawn. ‘The 
trunk of the artery above the swelling pulsates more strongly than on the 
opposite side, and is much distended ; below the swelling, the pulsation is 
weaker, but after long continuance the diameter of the artery also is 
increased, and the artery often becomes tortuous. ‘The size of the swelling 
depends on the size of the opening of communication between the artery and 
vein, though the swelling usually diminishes somewhat ; if the neighbouring 
veins be enlarged, it then increases no more, and no longer causes any 
particular inconvenience. In other cases, however, it is accompanied 
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with diminution of the pulse in the lower part of the artery, with a diminu- 
tion of temperature, sensation, and motion of the parts below the aneurysmal 
varix, which fall into a state of complete torpor. 


BrescueEt (a) has proved, by careful observation and experiment, that in the systole 
the blood flows out of the artery into the vein; and in the diastole, out of the vein into 
the artery ; and that, on the latter condition depend, the enlargement of the lower part of 
the artery, which is often tortuous, and of which, on account of its weaker pulsation, it has 
been falsely asserted that it is diminished in diameter, as well as the other circumstances 
and changes of the arterial walls, into a condition similar to that of the veins. By 
the passage of the arterial blood into the veins, the walls of the latter are thickened, and 
resemble, in a degree, those of arteries. As in the extremities, the passage of the blood 
from the vein into the artery takes place more readily than in aneurysmal variz on the 
neck and head; so he explains how the symptoms are milder, and why in the latter, 
often only during the horizontal position of the head, symptoms as fainting, and the like, 
occur, they being grounded on the overflow of the blood from the vein into the artery, 

[SennerTUus (d) is first considered to have described aneurysmal varix ; his descrip- 
tion, however, is only a little improvement on GALEN’s account, already mentioned. 
(p. 197.) He says :—“ The proximate cause of aneurysm is an opening of the internal, 
with a dilatation of the external coat of an artery. But very commonly it is opened by a 
wound, when unskilful Surgeons open the artery for the vein, or the artery with the 
vein. Hence, the external coat being softer and more like a vein more readily unites ; 
whilst the interior being harder, remains open, in consequence of which the blood and 
vital spirits endeavour to escape through the aperture, and so distending the external 
tunic, this kind of tumour is produced.” 

Dr. Witi1am Hunter, however, in a paper entitled “The History of an Aneurysm 
of the Aorta, with some remarks on Aneurysms in general,’ published ‘in’ 1757 (c), first 
drew the attention of the profession to aneurysmal variz. He asks :—‘“ Does it ever 
happen in Surgery, when an artery is opened through a vein, that a. communication of 
anastomosis is afterwards kept up between these two vessels. It is easy to conceive this 
case; and it is not long since I was consulted about one, which had all the symptoms 
that might be expected, supposing such a thing to have actually happened, and 
such symptoms as otherwise must be allowed to be very unaccountable. In his 
second paper (d) WiLL1AM HunTeEr says :—“ We must suppose that the wound of the 
skin, and of the adjacent or upper side of the vein, heal up as usual; but that the 
wound of the artery, and of the adjacent or under side of the vein remain open, (as the 
wound of the artery does in a spurious aneurysm,) and by that means the blood is thrown 
from the trunk of the artery directly into the trunk of the vein. Extraordinary as this 
supposition may appear, in reality it differs from the common spurious aneurysm in one 
circumstance only, viz., the wound remaining open in the side of the vein, as well as in 
the side of the artery. _ But, this one circumstance will occasion a great deal of difference 
in the symptoms, in the tendency of the complaint, and in the proper mode of treating 
it: upon which account the knowledge of such a case will be of importance in Surgery. 

“Tt will differ in its symptoms from the common spurious aneurysm principally thus. 
The vein will be dilated or become varicose, and will have a pulsatile jarring motion, on 
account of the stream from the artery (1). It will make a hissing noise, which will be found 
to correspond with the pulse for the same reason.” (pp. 391, 392.) In the young lady’s 
case, “there was a hissing sound, and a tremulous jarring motion in the veins, which 
was very remarkable at the part that had been punctured, and became insensible at some 
distance, both upwards and downwards.” (p. 397.) In the porter, it is stated iret There 
is a remarkable tremulous motion, (as well as a considerable pulsation,) both in the ba 
and in the dilated vein, as if the blood was squirted into it through a small hole. It is 
like what is produced in the mouth by continuing the sound of the letter R in a whisper, 
(p. 403.) This motion is not only felt, and seen distinctly, but. heard, too, if the ear be 
held near the part ; and if the ear touches the skin, the sound is much more loud and 
distinct. It is a hissing noise, as if there was a blast of air through a small hole, and 
interrupted, answering precisely and constantly to the stroke of the heart, or diastole of 
the artery. * * * The patient is so sensible of the noise, that he often finds it keeps 
him from falling asleep, when the arm happens to be near his head.” (p. 404.) 

“The blood of the tumour will be altogether or almost entirely fluid, because kept in 
constant motion. The artery, J apprehend, will become larger in the arm and smaller 

(a) Above cited. 


(b) Opera, vol. iii, book v. chap. xliii, p. 797. (c) Med. Obs, and Inquiries, vol. i, 
re, 1641, fol. (d) Ibid. vol. iv. 
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at the wrist than it was in the natural state, which will be found out by comparing the 
size and the pulse of the artery in both arms at these different places,” (p. 392); the 
reasons for which he thus gives :—“ Why is the pulse and the wrist so much weaker in 
the diseased arm than in the other? Surely, the reason is obvious-and clear. If the 
blood can easily escape from the trunk of the artery directly into the trunk of the vein, 
it is natural to think that it will be driven along the extreme branches with less force, 
and in less quantity. Whence is it that the artery is enlarged all the way down the 
arm? Iam of opinion, that it is somehow the consequence of the blood passing so 
readily from the artery into the vein, and that it will always so happen in such cases. 
That it is not owing to any particular weakness in the coats of the artery, like that in a 
true aneurysm, naturally and constantly tending to rupture, but it has rather such an 
extension as happens to all arteries in growing bodies, and to the arteries of parti- 
cular parts, when the parts themselves increase in their bulk, and, at the same time, 
retain a vascular structure. * * * I presume that the derivation of blood to the arm by 
the wound of the artery has been the cause of the dilatation of that vessel ; and that in the 
living body an artery will as certainly become larger, when the resistance to the blood 
is taken off, as it will become smaller when it is compressed, or, as it will shrink and 
become a solid cord when the blood is not allowed to pass through it at all. * * * In 
order to conceive how or why the trunk of the artery will become larger, in consequence 
of an immediate and free communication with the trunk of the vein, let us take another 
view of it, thus:—Suppose that instead of a simple aperture, there was a large branch 
added to the artery of the same diameter as the aperture, and that it ramified in the 
common way through some adventitious vascular part, a wen, for example, and termi- 
nated in corresponding veins, and that these ended in the common trunk of the basilic 
vein, every body must see, that in this case the trunk of the artery would dilate till it 
became proportionable in capacity to its branches ; for till then the trunk would be the 
narrowest part of the canal,—the part where there would be the most resistance, and 
therefore the yielding coats of the artery would give way till the just proportion was 
established between the trunk and all its branches. These two cases, I apprehend, are 
similar as to the principal point, but differ in some particulars. In the case of an aper- 
ture, the resistance to the blood is diminished; thence it will move with more celerity ; 
the trunk of the artery will be less enlarged, and the branches will shrink a little. But 
in the case of an additional branch, the resistance, I presume, would be as great as 
before ; the celerity, therefore, would not be increased, the old branches would continue 
of the same dimensions, and the trunk would therefore increase still more.” (p. 407- 
411.) 

(1) Lawrence (a) observes on this point :—“'The sensation is almost the same as 
that which is communicated to the hand by the vibration of the cord of a musical in- 
strument, and it is particularly described by some writers, who call it a rilling noise; 
some call it a whizzing, and some a vibratory noise. This noise is not only heard,in 
the swollen part of the vein, but it also extends along the course of the vessel up 
the arm.” (p. 166) Lastron (b) says:—“On applying the ear close to the tumour, or 
listening through the stethoscope, the peculiar noise is not only felt, but heard of almost 
startling intensity, somewhat resembling the noise of complicated and powerful machinery 
softened and confused by distance.” (p. 676.) 

LisTon relates an excellent instance of aneurysmal variz in the femoral vein and 
artery, consequent on a deep chisel-wound in the lower part of the thigh, which at the time 
bled profusely, but having been stuffed and compressed, healed in course of eight days.” 
A twelvemonth afterwards, troublesome pulsation was perceived in the part; at the 
same time, the veins of the leg became varicose, and a succession of ulcers formed on 
the lower and anterior portion of the limb. The affection attracted little attention till 
between twelve and thirteen years after, when he observed a considerable swelling in 
the site of the wound, beating strongly, and the pulsations accompanied with a peculiar 
thrilling sound and feel—not confined to the tumour, though strongest there, but ex- 
tending to the groin along the course of the femoral vein, which was evidently much 
dilated throughout its whole course. Six months after, the tumour was nearly equal to 
the fist in size, of regular surface and globular form, pulsating very strongly, and im- 
parting to the hams the peculiar sensation of aneurismal variz, remarkably distinct and 
powerful. The pulsation and thrilling are continued in a less degree to Pouparr’s 
ligament, and down to the calf of the leg. * * * He feels little pain, but exercise and 
exertion of every kind are seriously impeded.” (p. 676.) Firm and constant pressure 
of the swelling, with uniform compression of the whole limb, were employed, and Liston 


(a) Lectures, above cited, (b) Elements of Surgery, part ii. London, 1840. 
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informs me with success. There is at the present time, (April, 1846,) in St. George’s 
Hospital, a case of varicose aneurysm in the thigh resulting from a knife-stab.—z. F. s, 

Wiiu1Am Hunter also points out the marked distinction between aneurysmal varix 
and false aneurysm. “The natural tendency of such a complaint,” says he, “ will be 
very different from that of the spurious aneurysm, The one is growing worse every 
hour, because of the resistance to the arterial blood; and if not remedied by Surgery, 
must at last burst. The other in a short time comes toa nearly permanent state; and if 
not disturbed, produces no mischief, because there is no considerable resistance to the 
blood that is forced out of the artery.” (p. 393.) In the first case which he saw, at the 
end of 14 years, the swelling, nothing having been done to it, was nearly in the same 
state. The second case, in which the swelling had the size of a large nutmeg, so 
remained, when seen five years afterwards. ] 


1493. The cure of the aneurysmal varix may be in many cases effected 
by continued compression, which either effects obliteration of the artery, 
or brings the wall of the vein so into contact that the aperture of the 
artery is closed. But as this mode of treatment, if the walls of both 
vessels be not connected, exposes the patient to the danger of a complica- 
tion with aneurysm, so may it be employed only in recent cases, and in 
young or thin persons, where the walls of the vessel can be sufficiently 
compressed, and the patient recommended abstinence from all exertion of 
the part, when from that evil no further symptoms are caused (a). But 
if the above-mentioned inconveniences of diminished nutrition, sensation, 
motion, and so on, occur, the operation is indicated, and not indeed, as by 
many advised, by tying the affected artery above the aneurysmal part, but 
according to the old method, by cutting into the sac, and applying a liga- 
ture round the artery above and below the wounded part (1). 


(1) Brescuer has, from the above-mentioned causes, proved that the tying of the 
artery, according to Hunrer’s plan, in aneurysmal variz, which has existed for some 
time, produces only temporary improvement, but that all the Symptoms soon recur, as 
before the operation, and render tying the artery below the wounded place necessary ; 
as the opening of communication between the artery and vein does not close, and is 
kept up by the introduced collateral circulation of the previous condition. He also 
doubts the benefit of simply tying the artery below the wounded part, as recommended 
by Braspor. 

In an aneurysmal varix of the temporal artery, in which, by tying the common carotid 
artery, I obtained only temporary improvement, SrroMEYER produced a radical cure by 
tying the vein (6). He divided the variz ; at the bottom of the sac found with trouble 
a small opening, into which he introduced a probe. He freely separated the lower part 
of the much-expanded vein, and applied two ligatures around it; a third ligature tied a 
vein from the occiput, which communicated with the sac. After the bleeding was thus 
stanched, the wound was closed with six interrupted stitches. 

[The advice which Dr. Hunrer gave to the young lady was “to do nothing while 
there should be no considerable alteration ” (p. 398) in the swelling, which she followed 
with advantage for fourteen years. And in the second case not a hint is given about 
tying the artery. 

AstiEy Cooper says :—“ No operation bas been required for this disease, in any case 
which I have seen of it, as it isnot a dangerous state, either to the life, or even to the 
arm. It renders the arm weaker, and nothing more serious arises from it.” (p. 84.) 

Atkinson, of York (c), however, in a large and increasing size of an aneurysmal 
varix, thought it necessary to take up the brachial artery, but the patient died of morti- 
fication. ] 


1494. Ifa vein, wounded in the way described, be not in immediate con- 
tact with the artery wounded at the same time; or if on account of the 
oblique position of the wound, or by the compression employed, the blood 
find no obstruction in flowing into the vein, the cellular tissue which 
connects the artery and vein expands into an aneurysmal sac by which 


(a) Scarpa, above cited, p.432.—BrescuHet, (b) Burcxuarpt, Archiv. der physiologischen 
above cited, > Heilkunde von RosER und WunpERLIcH, 1843. 
(c) Cooprer’s Lectures, vol, ii. p. 84. 
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the two vessels communicate with each other. The vein is somewhat dis- 
tant from the artery, and the blood flows from the.sac into the vein 
and thus is formed a Varicose Aneurysm (Aneurysma varicosum.) In 
this case the aneurysmal sac enlarges, and, it is to be feared, will burst. 
Clot forms in the sac, and, together with the tremulous swelling of the 
vein, is felt a firm pulsating swelling, of defined extent, which, if the 
artery be compressed above, does not, as in variz, subside. ‘The above- 
described symptoms are also present. ‘Tying the artery above the sac, 
held by Scarpa (a) and Hopeson (6) most favourable for the cure, is 
for the above-mentioned reasons most. uncertain on account of the speedy 


danger of a relapse; and tying above and below the sac is the most 
proper (ce). 

[Witt1am Hunrer was also well aware of this form of the disease. He says :— 
«¢ Another difference in such cases will arise from the different manner in which the 
orifice of the artery may be united or continued with the orifice of the vein. In one case, 
the trunk of the vein may keep close to the trunk of the artery, and the very thin 
stratum of cellular membrane between them may, by means of a little inflammation and 
coagulation of the blood among the filaments, as it were, solder the two orifices of these 
vessels together, so that there shall be nothing like a canal going from one to the other ; 
and then the whole tumefaction will be more. regular, and more evidently a dilatation 
of the veins only. (Such is the aneurysmal variz. 5. F.8.) In other instances the blood 
that rushes from the wounded artery, meeting with some difficulty of admission and 
passage through the vein, may dilate the cellular membrane between the artery and 
vein, into a bag, as ina common spurious aneurysm, and so make a sort of canal between 
these two vessels. The trunk of the vein will then be removed to some distance from 
the trunk of the artery, and the bag will be situated chiefly upon the under side of the 
vein. The bag may take on an irregular form, from the cellular membrane being more 
loose, and yielding at one part than at another, and from being unequally bound down by 
the fascia of the biceps muscle. (Such is a varicose aneurysm. J. F. 8.) And if the bag 
be very large, especially if it be of an irregular figure, no doubt coagulations of blood 
may be formed, as in the common spurious aneurysm.” (pp. 394, 95.) | 


In operating on such a varicose aneurysm, when, after the application 
of a tourniquet, the swelling is cut into throughout its whole length, and 
the blood absorbed with a sponge, at the bottom of the cavity is seen the 
aperture made by the lancet, in the hinder wall of the expanded vein. If 
a probe be introduced into it, it passes into a second sac, but not into the 
artery, which is ascertained by the ease with which the probe moves 
around and the difficulty with which it can be carried in the direction of 
the artery. After the introduction of the probe, this opening is to be en- 
larged, and the second sac, which is full of coagulated blood and layers 
of membrane, laid open throughout its whole extent. After emptying and 
cleaning the sac, the wound of the artery appears in the bottom, through 
which the sound is to be introduced, and the ligature applied above and 
below. 


[My friend Green had some years ago a case of varicose aneurysm, as he considered 
it, in the frontal branch of the temporal artery and vein, about the size of a walnut, and 
which resulted from these vessels having been wounded in cupping. The artery entered 
one end of the sac, but it did not pass out at the other, so that the vein alone had two ori- 
fices in it. He removed the whole mass and the preparation is in King’s College Museum. 

The highly interesting case described by Perry (d) under the name of varicose 
aneurysm, does not appear to me to correspond at all with the conditions which the 
term varicose aneurysm generally implies, and in which it is used by both Hopason 


; _ (a) Above cited, p. 433. 

(b) Above cited, p. 507. vol. i. p. 65.—RicHERAND, above cited.—Bre- 
(c) Par, in Medical Facts and Observations, | scHET, above cited. 

vol. iv. p. 111.—Pxysicx, in Medical Museum, (d) Med.-Chir. Trans,, vol. xx. 1837. 
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and CHettus. The former specially observes :—* If the vein be not in immediate con- 
tact with the artery, or if the blood meet with obstruction in its passage from one to the 
other, in consequence of the obliquity of the wound, the employment of compression, or 
any other cause, the cellular membrane connecting the vein and artery may be dilated 
into an aneurysmal sac, through which the two vessels will communicate with each 
other. In this case the vein will be removed to some distance from the artery, and the 
aneurismal sac will be situated between the two vessels ;_the blood will first pass from the 
artery into the aneurismal sac, and from the aneurismal sac into the dilated vein. This 
variety of disease may with propriety be denominated varicose aneurism, to distinguish 
it from aneurismal varix.” (p. 507.) In Prrry’s case, however, there was nothing of 
this kind. He says:—“ Atthe spot in the thigh where the communication had been pre- 
sumed to exist between the artery and vein there was an aneurismal sac about as large 
as a walnut, firmly ossified within, which, by the pressure it had exerted upon the vein, 
had caused absorption of its Coats, so as to form a circular opening of about two lines in 
diameter, into which the aneurism had burst; thus inducing a free and persistent com- 
munication between the vessels. Just below the aperture, the vein was obliterated at a 
single point, below which it was again pervious. In all the rest of its course up the 
thigh it was diminished in size and thickened.” (p. 42.) From this it will be clearly 
seen, there was neither condition of a varicose aneurysm, neither an intermediate sac, 
nor a dilated vein, but exactly the contrary. Neither was it an aneurysmal varizx, for 
there was no special tumour of the vein, nor was it enlarged, but just the contrary, 
“diminished in size and contracted.” If the account of the case be carefully examined, 
I think it must be admitted that it is none other than a simple case of aneurysm, having 
the very rare termination of bursting into a vein, just as in the cases already mentioned 
(par. 1402, note) where aneurysms of the aorta have burst into the pulmonary artery, which 
in reality belongs to the venous system, as it conveys the spoiled blood to the lungs for 
purification. That so far as the femoral artery was concerned, it was subject to aneu- 
rysm by dilatation cannot be disputed, for PERRY says “ the coats of the femoral artery, 
throughout its whole course, were scarcely, if at all thicker than those of a vein, the 
attenuation having, as careful dissection afterwards proved, taken place equally in all 
its coats. Immediately below the origin of the profunda the vessel was greatly dilated, 
having the appearance of an aneurysmal sac. Its coats were here softened and much 
attenuated, large enough to admit the point of the ring-finger.” (pp. 41,42.) The ossifi- 
eation of the aneurysmal sac at which the artery communicated with the vein has nought 
to do with the question.—J. F. S.] 


Game oem eet) 


B.—UNNATURAL EXPANSION IN THE BRANCHES AND RAMIFI- 
CATIONS OF ARTERIES. 


von WALTHER, Journal fiir Chirurgie und Augenheilkund, vol, v. p. 244. 

BrEscuEt, above cited. 

1495. An unnatural expansion of an artery, to a greater or less extent, 
often throughout its whole length, and in its most principal ramifications, 
with simultaneous lengthening of the vessel, which becomes tortuous, and, 
with numerous curvings and windings, forms swellings of various size, on 


Many parts presents knotty elevations, or little circumscribed aneurysmal 


swellings, which sometimes are true sac-like aneurysms, sometimes also 
mixed aneurysms, with torn internal coat, (BRrESCHET, ) produces Branching 
Aneurysm (Aneurysma racemosum, A. cirsoideum, A. anastomoticum 
seu anastomosium, Varix arterialis, Tumor sanguineus arteriosus.) It 
occurs most commonly in arteries of the third or fourth order; on the 
branches of the carotid, labial, temporal, occipital, ophthalmic, and supe- 
rior thyroideal arteries ; on the arteries of the fore-arm and leg ; in the 
arterial arches on the palm and sole; and in the vessels of the pervosteum. 
1496. This aneurysm is characterized by a more or less strong pulsa- 
tion of the several expanded arteries, and their various arches and branch- 
ings and by knotty, soft, livid, pulsating swellings, forming distinct tumours 
of various size, which lie contiguously in rows, or even upon each other, 
VOL. II. y 
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Every increased congestion of blood by exertion, overheating, and so on, 
increases the pulsation, which, by compression of the principal trunk, is 
diminished or entirely stopped, and at the same time the swelling subsides 
and becomes relaxed. From the various situations of this aneurysm, to 
wit, on the head, peculiar symptoms may arise; the patient hears violent 
pulsation, has whizzing and roaring in the head, which disturb him in his 
sleep ; often shooting pain in the course of the arteries; and if the swell- 
ing lie on a bone, it is absorbed by the pressure, or groove-like depres- 
sions are formed on it in the course of the several enlarged vessels, With 
the quicker or slower enlargement of the swelling, the skin thins more 
and more, and bleedings at last. take place spontaneously, or from trifling 
causes, which are often difficult to stanch, are frequently repeated, and 
cause death. 

1497. The branching aneurysm is distinguished from other swellings by 
the distinct pulsation and the considerable expansion of the arteries to a 
great extent of their course, and by the pulsation of the compressible 
swelling. The diseased expansion of the capillary vessels or Teleangvectasy, 
never presents any such pulsation and expansion of single vessels; but 
both may occur at once, the branching aneurysm may subside into a telean- 
giectasy, or may be developed from it. Examination of branching aneu- 
rysm shows the walls of the expanded arteries thin, soft, and falling 
together, when cut through, like veins, and especially resembling expanded 
veins, At the situation of the most knotty eminences there are either 
sac-like expansions of all the thinned arterial coats, or the middle coat is 
torn and the internal coat protruded with it through this opening under 
the cellular coat (@). 

1498. The causes of branching aneurysm are either accidental, as wounds 
of the arteries, contusions, continued irritation, and thereby continued 
congestion, especially in suppressed ordinary discharges of blood or 
theumatic affections. Most commonly there appears to be a general 
co-operating diathesis ; for rarely is the affection confined to one part ; 
mostly a more or less general affection of the arterial system shows 
itself, especially softening of the arterial walls, which increases in propor- 
tion to their expansion. Females of middle age and of delicate bodily 
frame are most frequently subject to it. 

1499. The prognosis in branching aneurysm, when it has attained a high 
degree of developement, or when a general diathesis exists, is extremely 
unfavourable. The treatment must be directed especially to the origin 
and seat of the evil. With a defined extent, and when the seat of branching 
aneurysm is defined, a proportionate and sufficiently great compression, 
with rest, and the local and internal use of astringent remedies, may be 
sufficient (BrescuET.) If the swelling be superficial, for instance, on 
the face, and the vessels going to it be not expanded to a great extent, 
they may be extirpated ; this, however, is rarely the case, and the extir- 
pation, on account of the severe bleeding, easily becomes dangerous ; and 
in such cases, as well as in a rather large extent of swelling, its simple 
or manifold tying, as proposed in teleangiectasy, is proper. The 
simple tying of the swelling and pressure (1) is also applicable, only toa 
certain extent, but is always accompanied with danger of severe bleeding 
and irritation, which happen also from the employment of caustics and 
the actual cautery. Where the vessels leading to the swelling are ex- 
- (a) Brescuet, above cited, pl. ii. fig. 3. 
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panded to a great extent, they, to wit, the temporal, occipital, and other 
arteries, have been severally tied, but their manifold anastomoses have in 
such cases nearly always soon produced a relapse, even when continued 
pressure has been kept up on the swelling. Tying the principal trunk, 
the branches of which are expanded, is in such cases always the most 
advisable, although experience also shows that even therewith a relapse 
frequently ensues; in which case the swelling subsides only for a short 
time, but soon arises again, and increases, together with the pulsation 
caused by the introduced collateral circulation. A fier tying the principal 
trunk it is therefore always advisable to employ a ¢orresponding antiphlo- 
gistic treatment, cold applications and pressure (2). If the disease occur 
on the limbs, and in such degree that the modes of treatment recom- 
mended are inapplicable or ineffectual, amputation of the limb is the only 
remedy, but it rarely has a satisfactory issue. 

(1) Graere, in the largest pulsating swellings, made a long and deep cut, imme- 
diately pressed down firmly a large sponge, and, before the blood could escape, quickly 
applied a soft agaric between the edges of the wound, covered the whole with a sponge an 
inch thick, and confined it with strips of sticking plaster laid cross-ways and a circular 
bandage. The result was favourable, 

(2) Travers (a), DatRYMPLE (4), and Warprop (ec) have, in such aneurysms in the 
orbit, tied the carotid artery with, success, which is accounted for by the smaller and 
Jess numerous anastomoses. RoGERS (d) cured, an aneurysm by anastomosis of the ex- 
ternal maxillary artery by tying the carotid. On the contrary, DuPUyTREN (e) tied 
the carotid on account of such swelling situated on the ear and region of the occtput, for 
which compression and tying of the temporal, auricular, and occipital arteries had been 
performed without success; the swelling diminished, the pulsation ceased, but it re- 
turned about the seventeenth day, and continued, only less strong than before, in spite 
of a compressing apparatus. MussEy (f) tied both carotids, on account of such swell- 
ing upon the crown of the head, with little benefit, as the pulsation recurred four weeks 
after the second tying; and in the extirpation which was performed two quarts of blood 
were lost, and forty vessels tied. With equally various result was the carotid tied. 
(Dupvyrren.) I have seen one case, where the femoral artery was tied without 
benefit, and amputation of the thigh became necessary. 

1500, With branching aneurysm in the soft parts, those swellings which 
depend on similar diseased changes of the arteries in bones, actually 
agree, and are therefore distinguished by Brescurr as Aneurysm of the 
arteries of bones, and by Scarpa as Aneurysms by anastomosis of bones. 

PEARSON (g) communicated the first observations on such swellings, and after him 
Scarpa (h). More recently LatueEMANp has made known a similar observation ; and 
BrescuHet (7) has added remarks, as well as historical inquiries upon the existence of 
similar cases in the earlier writers, with several observations by Dupuytren, 
Scarpa (/) also has subjected this disease to a special inquiry. 

1501. Frequently, from sudden and undiscernible causes, often a shorter 
or longer time after the operation of any external violence, more or 
less severe pain occurs upon some one spot of a bone, most frequently in 
the neighbourhood of the joint-ends of tubular bones, which, when the 
patient is quiet, diminishes, or even for a time subsides ; but then returns 
more severely. A swelling appears, the veins of the whole limb swell ; 
the pain spreads over the entire limb, which has a bluish-red colour. 


(a@) Med.-Chir. Trans. vol. ii. p..l. (g) Medical Communications, vol. ij. London, 
(6) Ibid., vol. vi. p. 111. 17903 p..95. 
(c) Ibid., vol. ix. p. 203; and Lancet, vol. xii. (h) On Aneurysm above cited, p. 478. 
p. 267. (i) Observation sur une Tumeur Aneurismale, 
(d) American Journal of Medical Science, vol. accompagnée de circonstances insolites, par M. 
xi. p. 271... 1833. LALLEMAND, suivie des observations et des ré- 
(¢) Rusr’s Magazin, vol, viii. p- 116.—Bre- flexions sur des tumeurs sanguines d’un caractére 
SCHET, above cited, p. 76. equivoque, qui paraissent étre des Aneurysmes 
(f) London Medical Gazette, vol. vi. p. 76 des Arteres des Os. Paris, 1827, 4to. 


(j) Annali Universali di Medicina. May, June, 1830, 
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Pulsation is soon felt in the swelling, which is at first indistinct, but sub- 
sequently becomes stronger, and as strong as in aneurysm. This pulsation 
is synchronous with that of the artery, without a rush, and, if the disease 
have previously made much progress, with extension of the swelling in 
every direction. Pressure on the principal artery of the limb, between 
the swelling and the heart, completely stops the pulsation, by which the 
swelling loses its tension and subsides, but returns immediately the com- 
pression of the artery is removed. ‘The patient has often continued pain 
in the affected part, which is swollen or wasted, and the motions of which 
are entirely, or only at the joint, in the neighbourhood of which is the 
swelling, prevented. If the swelling be pressed with the fingers, there is 
often observed at some parts a crackling, as in squeezing parchment 
together, or in breaking an egg-shell. If the bone be completely de- 
stroyed, the part may be moved in every direction (a). If the swelling 
be developed in the neighbourhood of a large artery, it may most com- 
monly be followed over the swelling. 
Nicox (6) has communicated a case precisely like mine. 


1502. On examining these swellings after death or amputation of the 
affected part, the principal vessels have been found throughout their whole 
course unhurt, and neither by injection nor by the closest examination 
could any trace of disturbance of their continuity be observed. On open- 
ing the swelling, the condition of the parts varied according to the dif- 
ferent degree of development of the disease. When the bone was entirely 
destroyed, the aneurysmal sac, of which the walls were very thick, often 
cartilaginous, and formed of pertostewm, contained a quantity of fibrous 
layers, like those commonly found in aneurysmal sacs, and in it the re- 
mains of the destroyed bone. ‘The internal surface of this sac was flocky, 
irregular, very much like that part of the placenta connected with the 
womb, and presents numerous openings of freely branching vessels, from 
which, if the part be injected, a portion of the injection flows into the sac. 
In a slighter degree of the disease the external table of the bone was still 
found, but very. thin, destroyed in some places, in others but slightly re- 
sisting the pressure of the finger, resembling a cartilaginous plate, which 
yields to pressure and again rises, or breaks like an egg-shell. The 
neighbouring joint was always healthy, even when separated from the 
aneurysmal sac only by the layers of the loosened joint cartilages. The 
fibrous clot was collected in the cavity of the bone, or the sac presented 
several cavities filled. with it, wherewith every single artery of the sac 
corresponds. Upon the external surface of the sac the arteries were very 
numerously expanded and enlarged, and often were so toa tolerable distance 
around the sac. 

1503. These swellings are developed on the various bones of the body, 
not unfrequently on several bones of one and the same person; on the 
skull, trunk, and limbs, most frequently on the upper part of the leg, 
below the knee, on the shin, or splint bone alone, or on both bones at 
once (PEARSON, LALLEMAND, DuruyTREN); but hardly ever in the 
middle of the long tubular bones. 

The occasional causes of these swellings are commonly external vio- 
lence, a kick, blow, fall, or any violent exertion in lifting a heavy weight, 

(a) CueEtivs, Zur Lehre von den schwammigen (b) Edinburgh Medical and Surgical Journal, 


Auswichsen der harten Hirnhaut und des Schadels. 1834. July. 
Heidelberg, 1831. fol. Erste Beobachtung, p, 43. 
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and so on, in which the patient feels a crack at the spot where subse- 
quently the disease is developed; the interval, however, between the 
operation of such cause and the origin of the disease is very great, and 
during this time the patient often feels no pain, or only indistinct and 
transient pain. LLALLEMAND observed this disease occur after acute 
rheumatic swelling of the knees. Ordinarily the swelling has a general 
internal cause, manifestly corresponding with which is its not unfrequent 
origin without any distinguishable cause, the simultaneous or subsequent 
origin of several happening in one and the same subject, and especially 
the circumstance that the disease even reappears in some parts after am- 
putation of the affected limb. On these grounds such swellings cannot be 
placed, as they have been by Brescuer and others, in the same rank with 
teleangiectasy of the soft parts, which is always a local disease, and so 
remains, even when of considerable extent, whilst this, on the contrary, is 
usually connected with a constitutional disease. 

1504. These diseased changes in the bones appear always to be preceded 
by an inflammatory condition, in consequence of which the nourishment 
of the bone is altered ; loosening, softening, and absorption of the hard 
bony mass, a more rich development and enlargement of the vessels, con- 
gestion of blood, and complete destruction of the bone are produced. 
That these diseased changes proceed from the interior to the exterior of 
the bone, is admitted by all observers, and the cases in which the external 
plate of bone has been found similar to a thin fragile shell, prove it. But 
whether this disease be not also developed from the external surface of the 
bone and from the periosteum, and whether the condition of other organic 
diseases of bone be not changed by an angiectasic complication, as in these 
swellings, must be decided by further examination and observation. 

[It must not be supposed that all pulsating tumours in bone are to be referred to the 
peculiar form of disease now under consideration, for STANLEY (a) has shown that 
“three distinct sources of pulsation in such tumours can be recognised. First, The 
proximity of a large arterial trunk. Second. The development of blood vessels and 
blood cells, constituting a sort of erectile tissue within the tumour. Third. Enlarge- 
ment of the arteries of the bone in which the tumour has originated.” (p. 303.) Of the 
first kind he mentions several examples, in two of which “the tumour occupied the 
whole circumference of the upper arm in its upper third, and possessed throughout an 
equal and strong pulsation, which ceased on compressing the subclavian artery above 
the clavicle. In each case the disease was considered to be an aneurism of the axillary 
artery.” One of these cases was, on examination, found to be “an encephaloid tumour 
originating in the humerus, and covered by the articular cartilage of the head of the 
bone. * * * There were no large vessels distributed through it. In the other case, 
the tumour originated in the humerus, and was composed ofa firm gelatinous substance, 
about half an inch thick, and forming the walls of a large cavity, filled by a serous 
fluid. * * * In this instance no remarkable disposition of vessels through the tumour 
was observed. * * * In both these cases the brachial artery was perfectly healthy and 
with its accompanying veins and nerves was found closely united by cellular tissue to the 
tumour through its whole extent.” In a third case, which was under LAWRENCE’S care, 
and following a fall, “ shortly afterwards a painful swelling arose immediately above the 
knee, and gradually extended around the back part and sides of the lower third of the 
thigh. Near the tendon of the biceps, a softening of the swelling indicated the probability 
of its containing matter, and accordingly a small puncture was here made into it from 
which about four ounces of arterial blood freely flowed. On examining the swelling 
more closely, pulsation in it was now discovered.” On consultation it was presumed to be 
an aneurysm, the femoral artery was therefore tied, the pulsation ceased, and the size of 
the swelling at first diminished but afterwards it again “ enlarged, became painful, and 
the skin covering it sloughed, the sloughing extended deeply into the tumour, but was 


(a) On the Pulsating Tumours of Bone, with the aceount of a case, &c. ; in Med,-Chir. Trans., vol, 
XxVili. 1845. 
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unaccompanied by hemorrhage. * * * He shortly afterwards sunk from exhaustion.” 
On examination, “the tumour was found to consist of a compound of soft fibrous and 
dense osseous tissue, the latter situated deeply, and extending around the femur, in 
which it appeared to have originated. The whole series of femoral, inguinal, and 
lumbar absorbent glands were converted into osseous tumours. The femoral and 
popliteal arteries were sound. In the lower part of the thigh, the femoral artery was 
a little compressed and displaced by the ossified absorbing glands which were closely 
united to it.” (p. 304-306.) Under this head SranLEy mentions two cases of Hope- 
son’s, of encephaloid tumours in the tibia just above the inner ankle, of which 
Hopason observes :—“'To what these tumours owed their pulsation I know not, but, I 
thought it was derived from contiguous arteries.’ Also a case of LAWRENCE'S (a) of 
“medullary tumour developed in the head of the tibia, attended at one period with 
pulsation and suppression of the pulse in the anterior and posterior tibial arteries at the 
ankle. In the account of the examination of the limb, Mr. Lawrence states that the 
medullary tumour had protruded from the bone just at the division of the popliteal 
artery, and the passage of the anterior tibial through the interosseous ligament,” which 
“ circumstance accounts for the pulsation felt in the tumour at an early period; for the 
suppression of the pulse in the tibial arteries when the morbid growth was confined ‘by 
the fascia of the leg, and its subsequent return when the progress of the swelling 
through the fascia had liberated the arteries from pressure.” STANLEY also refers 
to a case of Gururir’s (b), in which there was a tumour on the nates as large as an 
adult’s head, which was considered to be an aneurysm ; “ the pulsation was decidedly 
manifest in every part; and, on putting the ear to it, the whizzing sound attendant on 
the flowing of blood into an aneurism could be very distinctly heard. * * * The liga- 
ture of the common iliac was followed by a diminution of the tumour to the extent of 
one half, and the recovery from the operation was complete. Five months afterwards 
the tumour again enlarged, and she gradually sunk. On examination the tumour was 
found to be composed of cerebriform substance. The arteries were healthy.” Of 
the second kind, was STaNLEY’s own case:—“The pulsating tumour originated in 
the ilium, it was soft, spongy, and dark-coloured, with cells dispersed through it, 
each about the size of a pea, and filled with blood. Bunches of convoluted vessels 
were drawn out of this spongy substance, and, when macerated, this substance was 
reduced to a tissue closely resembling that of a swelled spleen or placenta. Here 
was a structure capable of enlargement by the distension of its vessels and cells; and, 
assuming these to have been directly continuous with the arterial system, it may be 
added, that the rush of blood into such a structure would give to the whole mass a pul- 
sation resembling that of aneurism; at all events, it is certain that this tumour did 
possess such pulsation, which ceased directly the aorta was compressed through the 
abdominal parietes; moreover, that the tumour enlarged and became tense when the 
femoral artery below it was compressed, as an aneurism, under similar circumstances, 
would have done.” Similar to this, is the case given to SranLey by the younger Law- 
RENCE, of Brighton, in which the tumour in the right groin having “ gradually 
increased to the size of an egg, was then observed to pulsate, after which it rapidly 
increased. The pulsation continued, was uniform over the whole tumour, and accom- 
panied by a distinct bruit.” The man died, and, on examination, the tumour was 
found to consist “of vessels intermixed with soft gelatinous substance. The vessels 
formed more than half the tumour, were about the size of sewing thread, and very con- 
voluted ; and were directly continuous with the arterial system.” (pp. 309, 310.) The 
third form is the disease which BrescHeT and Scarpa here refer to, and with the cases 
which they have given must be included Luker’s case, which Sran Ey relates, in which 
a man of 20 years broke his thigh; “at the end of seven weeks it was firmly united, 
A month afterwards, by a second accident, the bone was again broken at the same 
place. Reunion of the fracture ensued, but very slowly and unevenly. A tumour now 
formed in the situation of the injury; it was hard in some parts, soft and elastic in 
others. A grooved needle was introduced into it, and a jet of blood followed. The 
tumour increased to the size of a large melon, became very painful, and pulsation in it | 
was now discovered. Suspicion of its being an aneurism in consequence arose, and in 
consultation it was determined to tie the femoral artery ; this was done with the effect of 
stopping the pulsation of the tumour, and producing a diminution in it to the extent of 
an inch in its circumference. About a month afterwards the tumour again enlarged, 
but without the return of pulsation, and it was now deemed right to amputate the limb. 
The surface of the stump bled so profusely, that more than 40 ligatures were required. 


(a) Observations on Tumours; in Med.-Chir. (b) London Medical and Surgical Journal, vol. v. 
Trans., vol. xvii. p. 39. 1832. p- 831, 1834; and vol. vi. p. 101, 1835. 
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The medullary artery was greatly enlarged, and threw out a forcible jet of blood. The 
man left the hospital with the stump healed, and in every respect well. On examining the 
limb, the lower third of the femur was found expanded into a spherical tumour, in the 
interior of which were cells of varying size, some of the largest about an inch in dia- 
meter, and filled with blood. The femoral and popliteal artery were entire and healthy.” 
(pp. 311, 12.) Although Srantey places this case among the third kind of pulsating 
tumours, yet it seems, from the history, that it has greater resemblance to the 
second. 


From the recital of these cases, one important point immediately attracts attention, 
which is, the absence of any peculiar character by which either form of swelling could 
be distinguished from aneurysm, for which they seem to have been almost universally 
mistaken.—J. F.8.] 

1505. In treating this disease, in some cases applications of various 
kinds, leeches, rubbing in, mercurial treatment in presumed syphilitic 
diseases, and so on, have been employed, but without any result. Only 
ean a strict and sufficiently long continued antiphlogistic treatment, with 
attention to the general causes standing in somewhat causal relation, per- 
haps prevent the development of this disease. If the swelling have 
already acquired a certain stage, according to our present experience, 
tying the principal arterial trunk, or amputation (if the situation of the 
disease permit) can alone effect a cure. 

1506. ‘Tying the principal trunk of the artery gives the more hope, 
according as it is undertaken early, even before considerable destruction 
of the bone has taken place. LLALLEMAND’s case proves that a perma- 
nent cure may be effected ; but when the diseased change in the bone has 
so far advanced, only temporary diminution of the swelling and removal 
of the aneurysmal symptoms are effected, whilst the disease of the bone 
continues spreading, as shown by DuruyTREn’s (a) case, in which, seven 
years after the femoral artery had been tied for such swelling at the 
upper part of the shin-bone, amputation was required, as, without the 
reappearance of any aneurysmal symptoms, it had attained an enormous 
size. In all cases where the destruction of the bone has already far 
advanced, amputation can only be considered as a means of deliverance ; 
it must not, however, be herein overlooked that with existing constitutional 
disease, even after the operation, without any cause, the disease may be 
set up again, as shown in Scarpa’s (6) first case, in which, five years 
after amputation, during which time the patient’s health was good, the 
disease, without any cause, again showed itself on the stump of the thigh- 
bone. 


C.—UNNATURAL EXPANSION IN THE CAPILLARY-VASCULAR 
SYSTEM. 
BetL, J., Principles of Surgery, vol. ii. p. 456. On the Aneurysma per anastomosin. 
GraAEFE, C. F., De notione et cura angiectaseos labiorum. Lipsie, 1807. 4to. 


Inip., Angiektasie ein Beitrag zur rationellen Kur und Erkenntniss der Gefiassaus- 
dehnungen. Leipz., 1808, 4to; with copper-plates. 


RIcHERAND, Nosographie Chirurgicale, vol. iv. p. 120. 
Hopason, above cited. p. 441. 


Roux, Relation d’un Voyage fait ® Londres en 1814; ou Paralléle de la Chirurgie 
anglaise avec la Chirurgie francaise. Paris, 1815, p. 211. 


Maovnorr, J. P., Mémoire sur les Fongus medullaire et hématode. Paris and Geneva, 
1820. 8vo. 


(a) Brescuert, above cited, p. 15. (6) Above cited, p, 483, 
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von Wattuer, Ueber Verhirtung, Scirrhus, harten und weichen Krebs, Medullar- 
sarcom, Blutschwamm, Teleangiektasie, und Aneurysma per Anastomosin; in Journal 
fiir Chirurgie und Augenheilkunde, vol. vy. p. 189. 

1507. By the unnatural expansion of the capillary vessels are pro- 
duced soft elastic swellings, which, consisting merely of numerous vessels 
tortuous and connected together with loose cellular tissue, can in respect 
to their internal structure, be compared with nothing better than the 
placenta. The different designations, Fungus hematodes, Tumor fun- 
gosus sanguineus, Aneurysma per anastomosin, Aneurysma spongiosum, 
Blutschwamm, Teleangiektasie, Tumeur érectile, Splenoide have been 
applied to them. 

I consider teleangiectasy the best of all these designations. The term bloody fungus 
(Fungus hematodes) 1 employ here, but not in the sense of Hey and others, who thereby 
designate another degeneration, for which I consider the term Fungus medullaris more 
appropriate; at least, I cannot, after numerous examinations, admit (as WALTHER 
does) any other Fungus hematodes besides teleangiectasy and medullary fungus. 

1508. These swellings, which originally have their seat in the skin and 
underlying cellular tissue, occur either in children or adults, or are 
congenital. It generally begins with a red or bluish spot, which at first 
is little or not at all elevated above the skin, and increases in a shorter or 
longer time to a variously shaped swelling, in which the patient feels a 
peculiar crawling and beating, which on closer examination may be more 
or less distinctly perceived. ‘The colour of the swelling is sometimes 
more red, sometimes more bluish; it enlarges and pulsates more distinctly 
at every exertion, by which the circulation of the blood is quickened. 
When it has attained a great extent, single fluctuating spots arise, the 
skin thins, bursts, and considerable bleeding ensues, which frequently 
recurs. The apertures often close with a seemingly firm scar ; and often red, 
fungous granulations spring up from them, which consist merely of clotted 
blood. The interior of such swelling exhibits a convolution of innume- 
rable vessels enveloped in loose cellular tissue, many cavities filled with 
blood, and frequently single vessels full of holes, out of which the blood 
trickles. If these swellings exist in the cellular tissue beneath the skin, 
the latter retains its natural condition for a longer time; a deceptive 
sensation of fluctuation is felt; the skin is gradually altered in the way 
mentioned ; the disease rarely extends between the deep-lying organs 
Swellings of this kind may be very easily mistaken for fungus medullaris. 


The fungous growths, after the bursting of teleangiectasy, result from clotted blood 
and considerable development of the parenchyma of the swelling; but there never exists 
in them any specific degeneration (a transition into fungus hematodes, according to WAL- 
THER’S opinion) if no definite general dyscrasy be present. I have seen many bursten 
and fungous teleangiectasies, but never any extension to a distant organ, as in medul- 
lary fungus. Also in this degree, if teleangiectases arise after local diseases, they espe- 
cially affect the constitution by repeated loss of blood. Upon this, also, depend the 
favourable results produced by suppuration and scarring, as also the circumstance that 
bursten teleangiectasies are often closed by a tough scar. 


1509. These swellings originate in an unnatural extension, and cer- 
tainly also in a large development of the capillary vessels ; but since these 
must be considered as the terminations of the arterial, and the commence- 
ment of the venous system, we find in such swellings both, but sometimes 
the arterial, sometimes rather the venous side of the capillary-vascular 
system affected. This difference manifests itself by the appearance of 
the swelling, and the circumstances accompanying its development. In 
teleangiectasy, which affects rather the arterial side of the capillary 
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system, the redness is brighter, the pulsation more distinct, and the 
enlargement more rapid; but in the venous blood-fungus the redness is 
more dull, bluish, the pulsation less, frequently not at all perceptible, and 
the growth slower. 


JAEGER’S assertion, that teleangiectasy never exhibits pulsation, and that this is only 
the case when it is accompanied with Aneurysma anastomosium, is incorrect. Certainly, 
it never is perceived in flat though extensive teleangiectasy, but it certainly is, when it 
has risen up to actual swelling, and especially in great agitation of the vascular system, 
when the crawling pulsation is perceptible even to the patient himself. 


1510. Besides the considerable ramification and development of the 
vessels, various changes may also arise in such swellings from thickening 
and degeneration of the uninjectable part of their cellular tissue, whereby 
the swelling varies more or less (1) from that above described. Teleangi- 
ectasy may also, especially by continued irritation, be accompanied with 
aneurysma anastomosium, if situated where there are numerous arterial 
ramifications and anastomoses. Teleangiectasy then increases more rapidly 
stronger pulsation is felt in the neighbouring branching arteries, and the 
pulsation in the swelling itself even, is greater (par, 1496.) 

(1) I have seen one such teleangiectasy between the thumb and metacarpal bone of 
the forefinger, as a dusky red swelling, expanding at certain parts into thin blood sacs, 
with crawling pulsation, additional swelling, and redness in hanging down of the hand, 
and diminution of these appearances on raising the fore-arm, or compressing its vessels 
or the swelling itself with the fingers, in which the sac felt as if full of wool. I 
applied to it the name of Téleangiectasis lipomatodes. Tying the radial artery dimi- 
nished the extent, and all the other appearances of the swelling (a), 

1511. The causes of this disease are obscure. It occurs at all ages, and 
in all constitutions, though most commonly in young subjects of flabby 
habit, in children, and women. It is developed in all organs, but espe- 
cially on the upper part of the body, in the skin of the skull, of the 
cheeks, of the eyelids, and on the lips. A contusion frequently gives rise 
to it. 

I must deny von WaALTHER’s assertion that teleangiectasy must be always congenital, 
because that peculiar vascular development, and alteration of the injectable part of the 
substance of the organ, which happens in teleangiectasy, cannot arise at a later period 
of life, if it be not a vice of the first formation during’ the embryonic state, although 
unapparent ; for I have often seen teleangiectasy commence and be developed in the 
skin of adults, without any preceding trace; but in such instances the progress will be, 
for manifest reasons, always exceedingly slow. : 

1512. Teleangiectasy is throughout a local disease, and the prognosis 
is guided by the nature and condition of the swelling, by its seat, and 
origin, by the age and constitution of the person affected with it. The 
congenital red spot often enlarges very quickly after birth, often later ; 
but its enlargement is always to be dreaded at the period of puberty, 
when even the swelling, whose growth is already determined, at that time 
acquires increased extent. Bleeding has also been observed from such 
swellings at the time of menstruation. These teleangiectases have, how- 
ever, a spontaneous retrocession, and are capable of cure, as I have 
observed, at different periods of time, in congenital teleangiectasy ; and 
even frequently in those cases in which, from the pale red colour, a 
quicker enlargement is to be feared. When this occurs, the colour 
becomes paler; instead of the uniform redness, single vessels appear, 
between which the skin gradually acquires its natural condition, and the 
single vessels shrink, so that no trace of the disease remains. 

1513. The cure of teleangiectasy may be effected by compression, by 

. (a) Heidelberg Med. Annalen, vol. i. p, 101. pl. iv. 


282 -. TREATMENT OF © 


removal either by extirpation or tying, by destruction with caustic or 
with the actual cautery, by exciting a pretty violent inflammation and 
suppuration, and by tying the principal trunk of the artery, with the 
branches of which the swelling is connected. The choice and preference 
of the several modes of treatment depend on the condition and seat of the 
disease, and we must be especially careful in the selection of these, that the 
teleangiectasic tissue be capable of sufficient inflammation and suppuration, 
and that the scar thereby produced can be converted into a tough tissue, 
with obliteration of the vessels, without it being necessary to destroy or 
remove it entirely. 

1514. Compression of teleangiectasy, either alone or in connexion, at 
the same time with astringent remedies or cold, can only be employed in 
a slight degree of the complaint, in congenital red spots, if their seat 
permit it, with some degree of success (a). I have, however, from this 
mode of treatment, frequently as I have tried it, never obtained any satis- 
factory result. 

ABERNETHY (5) recommends pressure, and if this be inapplicable, the application of 
cold rose water and alum. I have instituted several experiments with kreosote, but 
have never observed the slightest result (¢). Compression has been used, according 
to the different seat of the disease, with flat plates and stirrup-shaped compressors, and 
even with plaster of Paris. 

1515. Hxtirpation of teleangiectasy with the knife, is always accom- 
panied with more or less considerable bleeding; as, if the patient be 
young, and the seat of the disease such that it is not possible to complete 
the operation quickly, the danger may be imminent and even fatal. Every 
thing depends on the cut which is carried round the swelling being made 
at sufficient distance from it in the healthy parts, as otherwise, on account 
of the very numerous and largely-distended vessels, severe bleeding 
ensues ; and if a part of the swelling be left, its recurrence is to be feared. 
If it be requisite to leave part of the swelling, the actual cautery must be 
applied, or caustics with subsequent pressure, in order to cause destruc- 
tion, and at the same time to stanch the bleeding. After extirpation, the 
wound is to be treated according to the general rules. This treatment is 
often tedious, because frequently no satisfactory suppuration ensues, and 
the edges of the wound long continue loose. In large and flat telean- 
giectasies, therefore, extirpation can never be employed, but especially only 
in those which are elevated and have a narrow base. 

I have known two instances in which children died upon the operating table in extir- 
pating a teleangiectasy from the face; and, at least in one of the cases, no one could 
doubt the capability of the highly-distinguished operator. 

1516. Lying a teleangiectasy has always this great advantage over 
extirpation, that nothing is to be feared from bleeding. Its employment 
is specially applicable to projecting swellings with narrow base; but even 
in the large and out-spreading teleangiactasies, which are prominent, this 
mode may, according to WuirE (d), Lawrence (e), and Bropix (f), 
be employed with the best result, as has also happened to me in several 
cases. Lawrence penetrates the base of the swelling with a strong, 
slightly-curved needle, carrying a double thread, which is firmly tied on 
both sides. As soon as the mass of the swelling blackens, it may be cut 


off with the knife, and the ligature removed. Bropre thrusts a hare-lip 
(a) Roux, above cited, p, 248. (a) Medic.-Chir. Trans. vol. xiii. pt. ii. p. 444, 


(0) Surgical Works, vol. ii. p. 228, e) Ibid., p. 420. 
(c) Heidelberg Med. Annalen, vol. i. pt. i. (f) Ibid., vol. xv. pt.i. 
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needle through the swelling a quarter of an inch from its edge, and a 
straight needle with a double thread at a right angle with this needle and 
beneath it; the double ligature is then separated, and each tied under the 
first needle. 


[I prefer Bropre’s method with the two needles, as thereby the whole base of the 
swelling is more completely included within the thread. Ifthe swelling be large, it 
will not be possible, at once, to compress it with the ligature, so as to stop the circulation 
and cause sloughing. In such case it is better to take hold of the middle of the tumour, 
and having lifted up and squeezed it, so as to empty out the blood, to pass a needle, 
armed with double thread, through its base. The threads are then to be carefully 
separated, and each pair of ends being carried round the half bases of the tumour, are 
tied firmly on opposite sides, and then attached to Grarre’s little screw tourniquet, 
a most excellent instrument for the purpose, with which, as the threads, ulcerating 
the skin, become loose, they are to be every day or two tightened, till the strangulation 
and mortification of the swelling is effected. In this way I operated, six years ago, on 
a child, twelve months old, who had teleangiectasies on the temple and ear. She was 
born with one, about the size of a sixpence, and bright-coloured, on the temple, just above 
the auricle, which soon became sore, and occasionally exuding a few drops of blood. In 
the course of nine months, it acquired the size of half-a-crown. When the child was 
about six months old, two other little ones, about as large as a pin’s head, were noticed 
on the ear, one on the back of the helix, and the other on that of the concha. All continued 
growing, but were flat and distinct from each other for the next three months, when 
they began to rise above the skin, having previously been flat, and soon ran into one 
another, forming one mass. The principal and most elevated portion was on the head, 
immediately above the auricle, extending back on the occipital bone, as large as a crown 
piece, and gradually rising towards the centre, which was half an inch above the sur- 
face of the skin. From the lower part it continued on the auricle, covering the top of 
the concha, spreading over the upper part of the helix, and turning round upon the front 
of the ear, as low as the tragus. The pulsation in the temporal portion was very distinct ; 
the vessels could be easily emptied by pressure, but immediatly on its removal the tumour 
resumed its usual size, and swelled out when the child cried. Its colour was bright scarlet, 
and it had the feel of a mass of small vessels, or rather that of a sponge. The temporal por- 
tion was operated on, as I have advised ; but although the ligatures were tightly drawn, 
strangulation could not be effected ; the bright colour remained, and the tumour swelled 
when the child cried; GrarFx’s screw was attached, and the threads drawn as tight as 
possible, but without change. On the third day, serum freely oozed from the surface ; 
and on the day following the ligatures were hidden, but with scarcely any appearance of 
having cut into the base, and the bright colour remained. The screws were tightened, 
but no change followed. On the seventh day, the ligatures had begun to cut through, 
and there was a free discharge from the track, but the granulations of the skin were inos- 
culating with the under surface of the tumour, which seemed hardly at all separated. On 
the eleventh day, the screws were again tightened, but without producing any change in 
the appearance of the swelling. On the following day the hinder ligature came away, 
but no part of the tumour separated with it; a piece of lint was gently insinuated 
beneath it. On the thirteenth day, the whole swelling appeared about to fall off ; it was 
a little shrunk, but the bright-red colour still remained. On the sixteenth day, it came off, 
leaving a granulating surface which slowly healed and contracted. The child was at 
this time taken into the country, with the promise of bringing her back again, to have 
the remaining part on the auricle, which thrust it away from the head, and turned it 
down at right angle, operated on; but I regret that she never returned. So far, how- 
ever, as it went, the operation was completely successful.—J. F. S.] 


1517. The destruction of teleangiectasy by caustic is, in all cases, to be 
considered as the most proper, where the swelling is broad and super- 
ficial, especially in children, as here extirpation with the knife is accom- 
panied with difficulty, and speedy danger of imminent bleeding; and 
often, on account of the seat of the disease and the delicacy of the child, 
ean be as little relied on as the ligature. The most proper caustic is 
caustic potash, applied as a paste in an aperture of sticking plaster, put 
on around the teleangiectasy, or smeared over the part to be destroyed, 
for the purpose of making a slough of sufficient thickness and size, and 
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then covered with sticking plaster. When the slough is thrown off by 
suppuration, it is to be treated simply as a suppurating part; healing 
follows with a corresponding scarcely perceptible scar. In very much 
spreading teleangiectasy, if on the first cauterization, the disease be not 
entirely destroyed, and show itself afresh, I have never noticed its quicker 
spreading, and it is always cured by repeated cauterization. In adults, I 
have also employed Hretumunp’s remedies for destroying teleangiectasy 
with the best result; it must, however, be recommended for children 
always with great caution, as, in its extensive application, the possibility 
of absorption of the arsenic is not to be denied (a). The application of 
caustic potash is especially efficient in congenital teleangiectasy, which 
appears as little superficial red spots in the skin, by which they may be 
certainly removed, as every other treatment is declined by the parents on 
account of the inconsiderable appearance of the disease. ‘The application 
of caustic potash is, on every account, to be preferred to the actual 
cautery. 

[I have not had much opportunity of watching the result of this practice, as I always 
either remove a teleangiectasy with a ligature or the knife; but from the few instances I 
witnessed, I am not inclined to hold so high an opinion of it as does CHELius. In one 
case, especially, in which a great part of the scrotum of a child was affected with this 
disease, the application of muriatic acid, to produce constriction of the vascular mass, 
had only the effect of exciting irritation and hastening the growth, so that it soon 
acquired the bulk of an orange. It was then removed by a double ligature, excepting a 
very small portion, which occupied six weeks, as the ligature was not kept tight. 
Caustic potash was then applied over the whole granulating surface, after which the 
sore was allowed to heal; but the vessels were soon again found to enlarge, as well as 
the little portion of the swelling which had been left. The muriatic acid was again 
applied, but as unsuccessfully as before, and was followed by abscess, on the healing of 
which the swelling soon re-acquired the size of an orange, and occasionally bled. I 
unfortunately lost sight of the case, so that I know not how it terminated, but it was 
quite evident the use of acid in this way was fruitless, 

I certainly would not on any account apply caustic to produce an eschar in cases of 
this kind, and of large size; as sloughing in children, when once set up, is not always 
controlable and often dangerous; and a small tumour can be removed with greater 
readiness, and with less pain, by ligature or the knife, than by caustic.—J. F.S.| 

1518. For the production of a sufficiently violent inflammation and sup- 
puration, to consolidate the tissue of the teleangiectasy and convert tt into 
a mass of scar, various remedies have been employed. “rst, the fre- 
quently repeated and slight touching the teleangiectasy from its circum- 
ference towards its centre with caustic potash; by which, after every 
falling off of the thin slough, suppuration is kept up for a longer time. 
Second, in children who have not been yet vaccinated, the introduction 
of the cow-pock into the teleangiectasy; several slight punctures are to 
be made into it and its neighbourhood with a lancet moistened with 
lymph, and at regular distances apart. If there be bleeding, some lymph 
is to be at once introduced into the wound with a lancet, and even some 
folds of linen, steeped in the lymph, applied to the teleangiectasy. Vesicles 
form in the ordinary manner, and after the slough falls off, the teleangi- 
ectasy has ceased (6). Similar to this treatment is the application of the ung. 
seu emplastr. tartari stibiatt (HickMaANN) ; after the production of pus- 
tules, poultices are to be applied, and after separation of the slough, the 
parts are to be touched with lunar caustic, and bound up with sticking 


(a) Heidelberg. klinisehe Annalen, vol.iv. p. p. 280.—Lancet, vol. xii. p. 760.—Youne; in 
Rage iii. p. 331. a ; Glasgow Med. Journal, vol. i. p. 93.—Downine ; 
(6) Hopason; in Med.-Chir. Review, vol. vii. in Lancet, vol. ii. p. 237. 4 
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plaster. Third, the practice recommended by Marswat Haut (a), of 
piercing with a fine needle through the whole mass of the teleangiectasy, 
close to the sound part, and its repetition in from eight to ten different 
directions. The punctured canals heal and the tissue is thereby changed. 
Where possible, pressure may still be employed, but it has no particular 
effect. Fourth, according to LALLEMAND (0), cutting into or cutting 
out a piece of the teleangiectasy, and uniting the edges of the wound 
with the twisted suture, or the introduction of long and thick needles 
through the swelling, which are not however used for twisting round 
the thread, but their points only bent up, and the part defended with a 
proper covering. When the needles have suppurated out, if the swelling 
still continue, they must be introduced again. We need not be uneasy at 
the bluish, almost blackish, appearance of the swelling immediately after 
the introduction of the needles ; it is a good sign that the inflammation will 
attain sufficient height. A frequent repetition of the lunar caustic is ne- 
cessary ; perhaps the application of nitrate of silver is better. %fth, the 
introduction of a seton by means of a needle, through the teleangiectasy, 
by which the bleeding from the needle-stab is stanched, and by it 
remaining in a proper degree of inflammation and suppuration is pro- 
duced (¢c). If the latter do not occur, some irritating injection should 
be thrown into the puncture, as Luoyp (d) has recommended, without 
the previous introduction of a seton. The advantage of this, as well 
also as of Hauv’s practice is that the skin upon the swelling is preserved 
and a smaller scar made. Of these different modes of treatment, which are 
especially employed in flat and spreading teleangiectasy, I must, after con- 
siderable experience, give the preference to the cauterization which I have 
proposed (1). 

(1) In a case of teleangiectasy spreading over the whole right side of the face, and 
nearly over the entire upper lip, and which at several parts, especially on the upper 
lip, was very puffy and prominent, after all other means had been quite useless, I en- 
tirely removed it, and converted it into a smooth mass of scar by very frequently 


repeated cauterization with nitrate of silver, by which the upper lip was at the same 
time brought back to its natural thickness. 

[Pattison (e), of New York, in a case of teleangiectasy as big as a pigeon’s egg, 
on the shoulder of an infant eleven months old, varied Hatw’s operation, by passing 
“needles made red hot with a spirit-lamp, in rapid succession, about twenty times, into 
the tumour in all directions. There was no hemorrhage, and the child apparently 
suffered little pain. The operation was repeated twice afterwards, after intervals of a 
week, and in the course of a month the tumour had entirely sloughed away, and the 
part healed without a vestige of the diseased structure being left.”’ 

SmitH (f), of Baltimore, recommends the introduction of threads soaked in a solution 
of lunar caustic, and dried at the fire, by a needle passed through the base of the tumour 
at different parts. 

TYRRELL was in the habit of injecting these teleangiectasies with strong solution of 
alum, first making a puncture with a lancet, and then inserting an ANEL’s syringe. The 
operation generally required repetition two or three times; after each of which the 
swelling became more and more solid, and subsequently shrunk away. No inflammation 
of consequence ensued.—J. F. S. 


1519. If the seat and extent of the teleangiectasy admit neither of the 
prescribed treatments, or if they be employed without benefit, or if ex- 


(a) London Med. Gazette, vol. vii. p. 677.— and Surgical Journal, vol. i. p. 66.—MAcILWAIN 3 
Lancet, 1834. April. pile in Medic.-Chir. Trans. vol. xviii. p. 189. 

(b) Archives générales de Médecine. May, (d) London Medical Gazette, October, 1836. 
1815 (e) London and Edinburgh Monthly Journal of 


(c) Fawprneton; in North of England Medical _—_Med. Science, 1842, p, 552. 
(f ) American Journal of Med. Science, vol. vi. p. 260, 1843. 
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pansion of the anastomosing branches of the arteries exist at the same time 
with the teleangiectasy, the final remedy is tying the principal trunk of 
the arteries with which the swelling is connected, and if this be insufficient 
in teleangiectasy of the extremities, amputation of the affected part must 
be performed. It is always advisable to apply a ligature before proceeding 
to amputation, as the latter can always be done if the former fail and the 
swelling increase, after the vessel has been tied, by the collateral circula- 
tion; it is therefore of the utmost importance to apply the ligature as 
near as possible to the swelling. In extensive teleangiectasy on the head, 
experience shows that tying the common trunk of the carotid artery even 
on both sides, has rarely permanent result. 


Besides the early-mentioned cases of tying the carotid artery on one and both sides, 
(par. 1436,) and in branching aneurysm, (par. 1200,) compare also the case of a very 
large teleangiectasy on the ear, in which tying the carotid artery produced only mo- 
mentary benefit (a). Morr in a child of three years old obtained only imperfect 
result from tying the carotid artery, and subsequently tied the carotid on the other 
side. Mouer, ina child of four years old, tied both carotids with success (b). I 
knew a case, where in very extensive teleangiectasy of the ear and its neighbourhood, 
tying both carotids, continued pressure and deep cuts which were successively made 
in the sound skin in the neighbourhood of the swelling, to produce a satisfactory scar, 
had no permanent result. 

When JAEGER (c) asserts that amputation in simple teleangiectasy is never necessary, 
and that where undertaken it would not succeed on account of fungus, I must deny this 
assertion. Teleangiectasy is of itself able, without branching aneurysm or other dege- 
neration, to attain so frightful an extent, that no other means than amputation remains. 
I have seen one case in which a teleangiectasy showed itself after birth, as a small red 
spot in the middle of the upper arm, and in six months the frightful spreading had 
reached over the whole arm, from the elbow up to the shoulder and shoulder-blade ; 
but the parents of the child would not decide on permitting anything to be done for it. 
In the case of an extensive teleangiectasy on the knee, which I formerly mentioned, 
where tying the femoral artery was unsuccessful, amputation was the only means of 
restoring the patient. 

The Yattooing of moles on the skin, proposed by Pautt, has yet to be mentioned. 
The part should be washed with soap and water, and rubbed till the blood is introduced 
into the most delicate branches of the erectile tissue; the skin is then made tight, and 
covered with colour similar to the natural colour of the skin, which is formed of white 
lead and carmine. Three needles, sunk into a cork pad so that their points project, 
are then thrust into the skin, and their points from time to time dipped in the paint. 
In extensive spots we must proceed gradually, so as not to produce too great swelling. 
The most difficult part is the choice of colour corresponding to that of the skin. 


(a) von WALTHER, above cited, p. 241. (b) JaraER, Handworterbuch, vol. i. p. 497. 
(c) Above cited, p. 298. 
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D.—_OF UNNATURAL EXPANSION OF THE VEINS. 


Or VARICES, 


I—OF VARICES IN GENERAL. 


DeEsauLt, GQiuvres Chirurgicales, vol. ii. 
Petit, Traité des Maladies Chirurgicales, vol. ii. 


Vo tpt, Saggio di Osservazioni e di Esperienze Medico-Chirurgiche, &c. Milana et 
Pavia, 1814-16. 8vo. vol. ii. 


VeELPEAU, Lecons Orales de Clinique Chirurgicale, Paris, 18 
Honeson, JosepH, On Diseases of Arteries and Veins, above cited. 


BropiE, Observations on the Treatment of Varicose Veins of the Leg; in Med.-Chir. 
Trans., vol. vii. p. 195. 


, Lectures illustrative of various subjects in Pathology and Surgery. 8vo. 
London, 1846. 


BELL, CHARLES, System of Operative Surgery. London, 1807-9. 8vo. vol. i. p. 89. 


1520. The veins are, on account of the weakness of their membranes, 
subject to a great degree of extensibility, and then form swellings which are 
called Vein-knots ( Varices, Lat.; Blutaderknoten, Krampfadern, Germ. ; 

Varices, Fr.) 

1521. Expansion of the veins generally takes place very slowly, and at 
first is not accompanied with any inconvenience; it gradually increases, 
the veins describe, in their course, larger curves, form unequal, defined, 
bluish or blackish prominences, which diminish on the application of 
pressure, but quickly return on its withdrawal, and cause a sensation of 
weight, and often severe pain in the part where it is situated. Varicose 
veins, by their lying together, often produce large swellings and adema of 
the whole part: the coats of the veins thicken, adhere to the neighbouring 
parts ; the skin covering them inflames, abscesses form, ulcerations also 
take place in the skin, and cellular tissue, (varicose ulcers,) which are 
closely connected with this varicose state, and so long as it continues can- 
not readily be induced to heal (1). Often by bursting of the vein consider- 
able bleeding ensues ; and sometimes the blood is poured into the cellular 
tissue by tearing of the vein. Often the blood coagulates in the expanded 
vessel, and the knots thereby produced are hard and incompressible (2). 
For the most part only the superficial, more rarely the deep-seated 
veins, in many cases not only the venous trunks, but also the minute 
branches, sometimes they alone, are expanded, and considerable swellings 
arise here and there. 


[(1) Bropre says:—“For the most part, the effect of inflammation of a varicose 
cluster is not to produce either abscess or ulcer. It is very remarkable that the blood 
in inflamed varicose veins coagulates; and they become choked up with the coagu- 
lum. There seems to be something in an inflamed vein that is unfavourable to the 
fluidity of the blood which it contains. You observe this not only when varicose 
veins of the leg are inflamed, but when the veins are inflamed under other circum- 
stances, as in a case of piles. A patient comes to you with an external pile, which is 
large and very tender—it is inflamed. At first’ it contains fluid blood, but in a day 
or two it hecomes filled with solid matter, and if you slit it open you find a solid lump 
of dark-coloured fibrine. If you slit open an inflamed varicose cluster in the leg, under 
these circumstances, you will also find that the cavity is filled up in like manner with 
coagulated blood. * * * The coagulum fills up the vein, and the vein becomes oblite- 
rated. Other varicose clusters may appear afterwards, but this one iscured. * *. * 
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By degrees the inflammation subsides; the coagulum becomes gradually absorbed ; as 
the absorption proceeds, the sides of the vein approximate, and it assumes the appear- 
ance of a narrow cord. In old cases of varicose veins, you will frequently find the skin 
become affected with a chronic inflammation ; that is, it will look red, and be very 
irritable and tender. Sometimes the cuticle is, as it were abraded, and an ichorous 
discharge takes place from the red cutis. Occasionally the whole of the skin of the 
leg is in this condition. In other cases there is a chronic inflammation of the cellular 
membrane. There is an effusion of serum into it and the limb becomes cedamatous. 
* * * These inflammations are analogous to what we meet with in other cases of venous 
congestion. But in some instances you find inflammation taking place of a different 
kind in the cellular membrane, immediately surrounding the varicose cluster. The 
cellular membrane becomes infiltrated with coagulated lymph, so that the varicose 
cluster is, as it were, imbedded in a mass of solid substance. At first you would sup- 
pose that these veins are obliterated, but they are not so. The lymph which has been 
deposited becomes organized, and the coats of the vessel are thickened, but they remain 
pervious nevertheless, containing fluid blood, which may be perceived with the finger, 
flowing freely through the gristly mass. Where there is this deposit of lymph in the 
cellular membrane round the vein, the skin becomes inflamed near it, and this may 
give rise to a troublesome ulcer. The more usual history of a varicose ulcer, how- 
ever, is as follows:—the skin is distended at some point, and a scab forms upon it. 
When the scab comes off there is an ulcer, and the ulcer spreads. The varicose ulcer 
in most instances begins about the inner ankle, but it may occur in other parts of the 
leg. * * * Such ulcers are inclined to assume an oval form, the long diameter of the 
oval extending in the course of the vein upwards and downwards. They are generally 
nearly on a level with the surrounding skin. The surface of them is dark-coloured, 
when the patient is erect, and when the small veins are filled with blood; but when the 
patient lies down it becomes florid; the change taking place very speedily from dark to 
florid and from florid to dark. The skin and the margin of the ulcer are generally of 
a dingy-red colour and partly deprived of the cuticle, so that it is often difficult to say 
where the latter terminates and the ulcer begins. Varicose ulcers are generally very 
irritable and painful. If the patient be very much upon his feet, they assume a foul 
and sloughy appearance, and not infrequently are disposed to bleed.” (p. 165-168.) 

(2) Hopeson (a) says correctly :—“ The deposition does notin general fill the vessel, 
but, by diminishing its calibre, it retards the flow of blood, and causes the dilatation to 
increase in the inferior portion of the vein, and in the branches which opened into it. 
Petit, who had observed this circumstance (b), was accustomed to open varicose 
veins, and draw out the string of coagulum. By removing this cause of obstruction, 
not only the increase of the disease was prevented, but the dilated vessels frequently 
diminished after the operation. Sometimes, however, the coagulum accumulates to 
such an extent as completely to obliterate the canal of the dilated vessel. “I have 
seen,” says Hopeson, “ four cases in which this event terminated in the spontaneous 
eure of varices.” (p. 541.)] 


1522. The cause of varix is every hindrance to the flow of blood in the 
veins, as pressure and constriction, with continued flow of blood from the 
arteries, increased venosity, pressure of the gravid womb, costiveness, 
peculiar direction and position of the body, for instance, the erect posture 
and so on (1). Sometimes varix occurs without any perceptible hin- 
drance to the circulation in different parts of the body, and seems to 
depend on weakness of the venous coats. Varices mostly show themselves 
where under natural circumstances the return of the blood is somewhat 
difficult therefore especially in the lower limbs (2), in the veins of the 
rectum and spermatic cord. The expansion of the veins is closely con- 
nected with the constitutional relations of the patient and certain diseased 
conditions, so that in a manner it operates favourably, and belongs to the 
well-being of the patient. 

[(1) Dr. Barxre (c) mentions a case of obliteration of the vena cava inferior, which 


“was found to be changed into a ligamentous substance, from the entrance of the emul- 
gent veins even to the right auricle of the heart. The cavity here was so entirely oblite- 


(a) Above cited. (b) Above cited,"p. 41, p. 63. 
(c) Of uncommon appearances of Disease in Blood-vessels ; in Trans. Med, and Chir., vol. i. 1793. 
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rated, as not only to prevent all circulation of blood through this part of the vein, but 
even in a great measure to prevent the admission of air by inflation. * * * The blood 
being prevented from passing through the vena cava inferior, flowed into the lumbar 
veins, enlarging them gradually, as that vein became contracted, till they were of suf- 
ficient size to receive the whole blood which returns by the vena cava. * * * The en- 
larged veins were in some places thrown into varices, as must naturally take place under 
the circumstances we have mentioned. (pp. 127, 28.) 

Bropie (a) says he has seen varicose veins of the fore-arm to a considerable extent. 
There had been inflammation of the median-cephalic and cephalic veins. These had 
become obliterated, and in consequence of their obliteration, the blood did not easily 
return from the fore-arm, so that the veins became varicose.” (p. 159.) 

Scarpa (b) observes :—“ The celebrated Mr. Curve having found in the body of a man, 
the inferior vena cava obliterated a little above its bifurcation, in consequence of a 
steatomatous tumour, which had formed in the cellular tissue behind the peritoneum, 
and which occupied a part of the pelvis and lumbar region, remarked that the epigastric 
veins were become as large as the little finger, and that the superficial veins of the 
abdomen, as well as the lumbar, and those of the internal cavity of the abdomen, were 
in a similar manner very much dilated; the internal mammary vein likewise greatly 
enlarged, and also the epigastric, with which it anastamosed, opened, as usual, into 
the superior cava, near to the origin of the subclavian veins; by which circumstance 
the venous blood of the lower extremities was poured into the superior cava, by means 
of the mammary vein, and into the infertor cava by the lumbar veins above the com- 
pression caused by the steatomatous tumour.” (p. 21, note.) 

Bronte relates the case of ‘(a man who had varicose veins all down the right arm, 
and to a considerable extent down the right side of the chest. He had difficulty of 
breathing, and cough. One day he felt as if he had received a blow on one side of the 
chest, and immediately a large abscess presented itself externally, as big as an orange, 
which had evidently made its way from the inside of the chest through one of the inter- 
costal spaces. Immediately upon the appearance of this swelling, the varicose veins 
disappeared. The man died, and on examining the body after death, it was found that 
there was disease in the bronchial glands; suppuration had taken place in them, and a 
large abscess had been confined in the inside of the chest, which pressed on the right 
subclavian vein, and this caused the blood to stagnate in the veins in which it had its 
origin, and which had in consequence become varicose.” In another case, “the super- 
ficial veins of the chest and upper extremities were extensively varicose. * * * On ez- 
amining the body, a large medullary tumour was discovered within the chest, which by 
its pressure on the lower part of the trachea, and on the junction of the two subclavian 
veins, had obstructed at once the entrance of the air into the lungs, and the return of the 
blood to the superior vena cava.” (pp. 159, 160.) 

(2) Generally speaking, the superficial veins are most prone to become varicose, and 
specially those of the lower limbs. Hopcson says :—“The only instance of variz, 
in the upper arm, with which he was acquainted, is mentioned by Petir (ec); it was 
situated at the bend of the arm, and the patient was so fat that no other vein could be 
found for the purpose of venesection, which operation Perit repeatedly performed by 
puncturing this variz.” (p. 539.) 

Broptie’s cases just mentioned are also examples, though from different cause. 

VELPEAU says he has seen in two persons the arms, fore-arms, and hands covered 
with varicose swellings; also a mass of varices as big as the fist, between the angle of 
the jaw and the right clavicle, in a young man; a variz as large as the thumb under 
the edge of the orbit in a girl; anda pretty large one, in a man, upon the course of the 
sagittal suture, which seemed to come from the longitudinal sinus. And he mentions 
another, as big as the thumb, beneath the tongue. (p. 420.) 

But the deep veins also occasionally are so affected, as in the instances just cited 
even within the great cavities of the trunk. I have also very recently seen in St. 
Thomas’s Hospital, a varicose enlargement of the femoral vein, immediately below 
Pourart’s ligament, as big as half a pigeon’s egg, and in the seat of femoral rupture, 
for which it might have been easily mistaken. Hopeson also says:—“ Mr. CLINE 
described in his lectures the case of a woman who had a large pulsating tumour in her 
neck, which burst, and proved fatal by hemorrhage. A sac proceeded from the internal 
jugular vein. The carotid artery was lodged in a groove at the posterior part of this 
sac.” (p. 539.) I have no doubt that this is the brief history of a preparation in the 
Museum at St. Thomas’s, which precisely corresponds with the account.—J. F. S.] 


(a) Above cited. (6) On Aneurism (Translation. ) 
(c) Traite des Maladies Chirurg., vol. ii. p. 49. 
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1523. The cure of varix first requires the removal of the cause which 
hinders the circulation in the veins; and this done, it frequently disappears 
of itself. Obstructions in the bowels must be got rid of, the mode of 
living properly regulated, continual standing, and the like, forbidden. 
The most proper remedy, if after the removal of the causes the knots do 
not subside, or if they depend on local weakness, is the suitable compres- 
sion of the whole part with bandages, the effect of which is assisted by 
the employment at the same time of strengthening contracting remedies. 
A radical cure thereby is rarely effected, for when the compression is 
removed, the swellings of the veins, edema and varicose ulcers return. 


[Brop1e says :—“ In many cases where the disease is limited, you may apply merely 
a partial bandage of adhesive plaster, which will answer the purpose perfectly, giving 
the patient scarcely any inconvenience. There being, for example, only two or three 
varicose clusters of small size, you need not trouble the patient with a complete bandage 
for the whole leg. * * * Having marked the place, (whilst the patient stands erect, ) 
let him recline with the foot raised so that it may be the most elevated part of the whole 
body. Then, the vartx having been thus completely emptied, apply one of the pieces 
of adhesive plaster (three or four inches long, and an inch or an inchand a half wide) 
across the varicose vessels, and afterwards apply the others in the same manner, draw- 
ing up the skin under them, and taking care that the plaster is not thrown into folds. 
The plasters being applied in this manner, and being strained on the skin beneath, pre- 
vent the vein from becoming distended when the patient stands erect.” (p. 169.) If the 
skin be irritated by the resin in the adhesive plaster, he recommends instead emp. thur. 
comp. with a little soap cerate, or soap plaster spread on amadou. “In those cases, 
however, in which the veins of the leg are extensively varicose, this partial compression 
will not be sufficient, and you must apply a bandage for the whole leg.’’ (p. 170.) 
Calico, flannel, or stocking-web roller; the Indian rubber web confines too much heat, 
and does not, in most instances, afford sufficient support to the weak vessels. Laced 
stockings, either of nankeen, Indian rubber cloth, or spiral wire are sometimes used, 
but the latter two are objectionable, on account of the heat. 

If the varicose veins become inflamed, the patient should be kept in bed in the recum- 
bent posture, have cold lotions applied, and his bowels freely opened; and occasionally 
it may be necessary fo employ leeches, on the use of which Bropie gives the following 
very pertinent advice :—“ Do not apply them immediately over the veins; they should 
be applied higher up on the leg, on the sound skin. The bite of a leech over an inflamed 
vein will give the patient a good deal of pain, and the little wound will be difficult to 
heal. Ifyou apply the leeches on the sound skin on the thigh, or the upper part of the 
leg, you will relieve the varicose veins just as much as if you had applied them on 
the veins themselves, without giving the patient pain at the time, or trouble after- 
wards.” (p. 173.)] 


1524. In order to effect a radical cure of varices by closure with a clot 
of blood, and by obliteration of the vein, various remedies have from the 
earliest times been proposed. rst, puncture; second, incision ; third, 
extirpation ; fourth, tying; fifth, cutting through; sixth, application of 
caustic ; seventh, piercing with needles or threads; eighth, lateral com- 
pression of the veins. 


According to GoTTSCHALK (a), the destruction of a vein never produces a radical 
cure; on the contrary, the especial cause of varicosity, to wit a slow circulation in the 
veins, is further increased ; hence there results from tying a venous trunk edema of the 
limb, and aggravation of the disease, in addition to the danger of tying the vein. 
Support of all the veins by simultaneous compression is the true mode of cure, and 
there is nothing more proper for this than a paste roller. A moist roller is first applied, 
and then smeared with paste, and over it a second paste roller. The moisture cools the 


limb pleasantly, and the regular pressure removes all the weight depending on expan- 
sion of the veins. 


1525. Puncture of the variz with a lancet (anciently proposed by 
Hippocrates) must especially be employed in varices largely filled with 


(a) OpreNnuEIm’s Zeitschrift fir die gesammte Medicin, vol. xxii. pt. ii. 
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coagulated blood, as well also as in those which are very painful, inflamed 
and much expanded; and, after the removal of the blood, pressure, 
together with cold applications and the horizontal posture are to be em- 
ployed. 

1526. In cases of larger size and greater extent, the skin and the vein 
must be cut into, by an incision two inches long, upon the largest 
knot, the escaping blood kept back with the finger, the cavity of the vein 
plugged with sponge or lint introduced into it, and the bleeding stanched 
by the application of compresses and circular bandages. If the varicose 
expansion be only on the leg, one cut is sufficient; if it extend to the middle 
of the thigh, one cut is to be made above the ankle, a second close above 
the knee, and if the whole thigh be affected, a third cut is to be made at 
equal distance. The limb is then to be bandaged, and cold applications to 
it used for some days. Inflammation takes place in the vein which so 
spreads from the principal to the other varix, that a greater degree of 
plasticity arises in them, and the neighbouring varices disappear (@). 

1527. In some very prominent knots, or even in swellings formed by 
the agglomeration of various veins, extirpation, (cirsotomia,) originally 
proposed by Cexsus, has been practised. In the separate knots, the skin, 
if movable, should be cut through in a single fold, so that the cut may 
reach from above to below, over the knot, which is then to be raised with 
the hook, separated, and cut off above and below. If the skin be ad- 
herent, it must be taken away as well as the knot. In the same manner 
the large swellings are to be treated, and the divided vein tied at its 
upper and lower end; or, if the position permit it, the bleeding is to be 
stanched by pressure (6). 

1528. Tying (proposed anciently by Arrius and Pauius A®GinETA) 
is to be performed in varix of the lower extremity, on the principal 
trunk of the saphenous vein, above the swollen part, which is to be laid 
bare by a suitable cut through the skin, freed from cellular tissue, and the 
ligature carried round it with a probe; after which, pressure is to be 
kept up in the horizontal posture (e). Rrcorp (d) removes the sub- 
cutaneous connexion of the vein, lifts up the vein in a fold of the skin, 
and thrusts a suture needle, armed with a double thread, through the skin 
behind the vein, then lets go the vein, without leaving hold of the skin, 
and carries the needle back through the same holes reversed above the 
vein, so that the vessel is caught in a subcutaneous loop, both ends of which 
being held together at the same wound in the skin, are tied on a piece - 
of elastic bougie as in the quill suture. In a similar way, but with two 
loops, the subcutaneous tying may be performed, according to TAviGNot’s 
method. (par. 1432.) 


[The practice of tying the saphenous vein was revived by Sir Everarp Home, for 
varicose veins of the leg, either with or without ulcers; and he stated (e), “that in the 
course of a week after the operation, the veins in general were very much diminished 
in size; and in all the cases the ulcers put on a much more healthy appearance in less 
than three days after the operation; and from that time, where no circumstance oc- 
curred to prevent it, went on healing like ulcers in healthy parts.” (p. 330.) It, however, 


(a) GraErr, in his Introduction to C. Be1’s (d) Du Traitement des Varices par la Ligature 
Surgery. sous-cutanée des Veines ; in Bullet. général de 
(6) Boyer, Traité des Maladies Chirurgicales, Thérapeutique. July, 1839 
vol. ii. (e) Practical Observations on Ulcers. Second 


(c) C. Bett, above cited, p. 91.—Hopeson, Edit. 8vo. 1801 
above cited, p. 550.—Mov.in1E, J. 
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happened after this statement, that several patients died from inflammation of the vein 
following the ligature; and I recollect being present at an operation of this kind, after 
which the patient became extremely ill and delirious; and, though she recovered of the 
operation, lost her senses, and was obliged to be placed ina madhouse. These results 
put a stop to this dangerous practice, vaunted as it had been by Home; and there are, I 
apprehend, few persons who would now venture on performing it.—J. F. S.] 

1529. Souera practised cutting through the vein above and below the 
knot, above the knee and low on the leg; he made a longitudinal cut by 
the side of the vein, cut through the vein, and prevented its union by the 
introduction of lint. Bropre(a) makes the subcutaneous division of the 
vein, but he thrusts a narrow, very pointed, slightly-curved bistoury, flat 
on the side of the vein, between it and the skin, and, in withdrawing it, 
cuts through the vein without wounding the skin. The bleeding 1s 
stanched by pressure. 

In reference to the sub-cutaneous division of varicose veins, BRoDIE observes:— 
« Although there may be danger from operations on the vena saphena, we have no right to 
expect danger from operations on its smaller branches” (p. 188); and it was upon these 
he formerly operated. “ With my present experience,” he, however, observes, “ it really 
appears to me that, in ordinary cases, it is not worth the patient’s while to submit to it, 
as | always observed that, if I cured one cluster, two smaller ones appeared, one on each 
side, and that, ultimately, I left the patient no better than I found him. The operation, 
however, is proper where there is a varicose cluster much distended, and liable to burst 
and bleed. Here you may actually save the patient’s life by having recourse to it; and 
you may do so without considering whether fresh clusters are or are not likely to form 
afterwards.” (pp. 189, 90.)] 

1530. The application of the actual cautery (according to CELSUS, upon 
the knot laid bare by a cut through the skin) and the destruction of the 
skin and the knot with caustic potash (PARE, Bropre) have been given 
up on account of the obstinate ulcers to which they gave rise (1); but the 
employment of caustic potash is again recommended by Bonner (4) and 
Lauaisr (c). Bonner at the same time employs the introduction of 
needles after Davat’s method, and the latter applied the caustic upon the 
vein, after laying it bare with a cut through the skin. von FRORIEP 
overlays very large expanded veins of the lower extremity with com- 
presses, moistened with concentrated, not smoking nitric acid, till the skin 
becomes erysipelatous, and the swelling firm and painful, and repeats 
it, after the subsidence of these symptoms, till the cure. 

[ (1) Mayo (d) has also recommended the use of caustic potash, or a caustic paste 
ou the sub-cutaneous venous trunks of the leg in cases of varix. “The vein,” he says, 
“is often tender during several days, for the extent of three or four inches above the 
place at which the caustic is applied. The obstructed part does not exceed more than 
half an inch to an inch in length. I have never known acute phlebitis supervene in 
employing this practice.” (p. 433.) Bropre, however, is now entirely opposed to it; 
he says :—* The application of the caustic potash was very painful; the slough took a 
long time to separate; the sore took a long time to heal; and where one cluster was 
cured, other clusters appeared. Altogether it was a very tedious process, and my own 
experience does not lead me to recommend it.” (p. 187.)] 

1531. The introduction of needles through the walls of a vein produces 
either only slight irritation of the vein, and the formation of a clot, which 
fills its area, and finally causes its obliteration; or, with a less degree of 
irritation of the opposite points of the internal coat of the vein, and their 
simultaneous contact, produces its obliteration. In the first proceeding 


(a) Above cited. (c) Bulletin Chirurgical. August, 1839. 
ise Archives générales de Médecine. June, (93 Outlines of Hinton Pathology: 
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a pin (an insect-pin) is to be carried transversely through the vein, and 
left there for from two to six days with rest, and corresponding dietetic 
treatment of the patient. On the second day swelling around the pin 
begins, which is caused partially by the clot formed in the vein, partially 
by the slight inflammatory process set up in, and around it. The swelling 
increases on the following days, becomes at the wound, more rarely 
throughout its whole extent, of a pale rosy-red colour, and at the same 
time the vessel, as well as its neighbourhood, without pain on pressure, 
feels more compact. The earlier this appearance sets in, the sooner may 
the pin be removed. With small veins one pin is sufficient; but in 
the larger it is better to introduce two or three, in which case the one 
brings the front, the other the hind wall of the vessel nearer together, 
and the third is thrust through the middle of the vein. Experience is 
strongly in favour of the symptoms ensuing, and of the results arising 
from this mode of treatment (a). In the second proceeding, a pin is to 
be thrust transversely «der the vein, which is to be raised up by it, so that 
a second pin may be thrust through it twice, in the longitudinal direction, 
With this object a second pin generally straight or curved, round or 
flattened, is introduced through the skin and vein, about a line below the 
place where the transverse pin cuts the axis of the vessels, carried up- 
wards beneath that pin, and thrust from within outwards through the vein 
and skin—the two pins, forming a cross, are to be surrounded witha thread. 
One pin may be also thrust transversely through the skin and vein, and a 
thread twisted round it, like a figure of @. The pin is to be left till it 
have excited inflammation (about five days.) The little fistulous wound 
soon heals. ‘This mode of treatment should be preferred before all the 
rest, on account of its slightness, of its less pain and danger, and the cer- 
tainty of the cure (6). Experience, however, shows that. wide and deep- 
spreading phlegmonous inflammation, with fever, redness of the tongue, 
sooty colour of the teeth, irritation of the mucous membrane of the 
stomach, swelling of the inguinal glands, extensive suppuration, and even 
death may ensue from this practice (ec). According to Franc (d), the 
pin should be thrust through the skin near the vein, carried behind it, 
thrust out at the other side, and a thread wound around it. Two days are 
sufficient to produce complete obliteration of the vein (1). Fricke (e) 
introduces, with a moderately strong needle, one, and, in great varicosity, 
several threads dipped in oil through the vein, and ties the ends upon the 
skin in a bow. In from twenty-four to thirty-six hours the threads are 
to be removed, the patient kept quiet, without any dressing, and, on the 
appearance of inflammation, cold water or lead wash are to be applied. 
[(1) Vetpeau (/f) says, that he “never saw, in more than one hundred cases in which 
he had performed his operation, any troublesome symptom; a slightly spreading exter- 


nal phlebitis, some little phlegmonous swellings, and small abscesses, were nearly all the 
consequences. Often pleasing myself,” says he, “ with my continual success, you may 


(a) Kun, C., Die Heilung der Blutader-Erwei- 
terungen durch Acupunctur. Breslau, 1838, 


ticulier de la cure radicale de cette affection. Paris 
1838. 8vo. 


(b) Davart, Thése, De POblitération des Veines. 
Paris, 1833; in Archives genérales de Médecine. 
May, 1833.—Du Traitement curatif des Varices par 
VOblitération des Veines 4 l’aide d’un Point de 
Suture temporaire. Paris, 1836. 

(c) Durrrisr, in Journal Hebdomad. 1836, p. 
265.—Lanvouzy, H., Du Varicocéle, et en par- 


(d) Journal des Connaissances Medico-Chirurgi- 
cales. 1835. July.—VELPEAv, in Revue Médicale, 
July, 1838.—MrEnwin, in London Med. Gazette, 
Oct. 1838.—Puprr; in Annali Univers. di Medic., 
1837, Nov., Dec. 

(e) Medicinische Zeitung. Berlin, Aug. 1833. 
Hamburg. Zeitsch, vol. i. pt. i. p. 12. 
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judge what fear I had of it coming to an end. Unfortunately, at last itcame.” A patient 
was operated on by him on April 4, 1839, two of the pins were removed on the sixth, 
and the other two, with the ligatures, on the following day, the tied parts being scarred, 
and the patient free from pain. On the eleventh night, however, he was attacked with 
intermitting shiverings accompanied with nausea and vomiting ; and on the following 
morning the leg was red and swollen, which extended next day up the thigh, and where 
the ligatures had been applied the skin assumed a violet-colour, and livid spots appeared 
on different parts of the body; he became delirious, had continual tremors, and weak 
quick pulse. On the fourteenth day the face had become purple, the lips dry, and he 
was very comatose: large and distinct spots appeared on the inside of the arms, and 
the hands were swollen and bluish: the whole of the limb which had been operated on 
was enormously swollen; the extremities became cold, and he died the same morning. 
The only important points in the examination were the fluidity of the blood, and the enor- 
mous distension of the vena cava ; incipient ulceration in the intestines: the vein which 
had been tied had not been perfectly obliterated. (pp. 442, 43).] 

1532. Lateral compression of the vein (according to BrEscHET’s 
practice in Varicocele) has been performed by Sanson (a) by means of 
forceps, between which a pair of metal plates, fifteen lines long, covered 
with leather, which compressed the vein, raised up in a fold of skin suffi- 
ciently to prevent the blood circulating through it. The forceps are to 
be frequently applied at different places, so that no slough should be 
formed. A plug of blood is thus produced, which stops up the vein. 

1533. In reviewing these different modes of treatment for the radical 
cure of varizx, it must be remembered that in all those accompanied with 
wound of the vein, there is danger of venous inflammation arising, which often 
spreads widely and causes death. ‘This is the more important, as persons who 
are subject to varix have, for the most part, accompanying gouty or rheu- 
matic affections, stoppage, and fulness in the belly, and extensive alterations 
in the venous system at the same time, whence they are the more disposed 
to such inflammations; so that it must not be overlooked that, on account 
of the causal relations of varix to such general diseased conditions, it often 
belongs to the relative well-being of the patient, and that after its removal 
other symptoms set in, or expansions in other parts of the venous system 
occur. Such radical cure of varix must therefore never be undertaken 
without careful review of the patient’s general condition, and never without 
important reason, and pressing demand. In old persons it has never any 
benefit. Puncture is least dangerous; but, in regard to its result, a 
radical cure, very uncertain. ‘l'ying and incision most frequently set up 
dangerous inflammation; less so do extirpation and the introduction of 
threads. But even in the latter seemingly trifling proceeding, inflam- 
mation of a very severe degree may ensue, though less after the simple 
introduction of the needle or thread, (Kun, FRicke£,) than in tying the 
vein at the same time, (DAvAT, Franc, and others,) in which the circu- 
lation through it is entirely arrested. In this respect the simple com- 
pression of the vein, after Sanson’s plan, deserves especial notice, if further 

- observation should prove the certain closure of the vein thereby. 


_(@) Gazette Médicale, 1836. Feb. Hamburg. Zeitsch., vol. ii. pt. ii. p 250.—Frorrer’s Chirur- 
isch. Kupfertaf., pl. ecelxxxvi. 
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IIl.—OF VARICOCELE. 
(Varicocele, Cirsocele. Lat.; Krampfaderbruch, Saamenaderbruch, Saamenader- 
geschwiilst, Germ. ; Varicocéle, Fr.) 

RicuTer, Observationes chirurgice, fase. il. p. 22. 

Inrp., Anfangsgriinde der Wundarzneikunde, vol. vi. p. 165. 

Murray resp. BonsporE, Dissert. de cirsocele. Upsal, 1784. 

Leo, F., Dissert. de cirsocele. Landish, 1826. 

BeneEpDictT, Ueber Hydrocele, Sarcocele und Varicocele. Leipzig, 1831. 

Lanpouzy, above cited. 

Fritscut, J., Ueber die Radicalkur der Phlebectasia spermatica interna oder sogenn. 
Varicocele, u.s.w. Freiburg, 1839. 

1534. Varicocele or Cirsocele is a varicose expansion of the veins of 
the spermatic cord, and ina more advanced state of those also of the epidi- 
dymis and testicle. The disease always commences in the spermatic cord, 
and generally makes itself known by a heavy, often smart pain, which 
from time to time darts to the testicle and loins; the ailment, however, 
frequently develops itself without any inconvenience. An irregular 
swelling, consisting of several threads, is felt along the course of the 
spermatic cord, which diminishes on slight compression. In proportion 
as the swelling gradually increases, it approaches nearer the testicle, which 
enlarges, and becomes heavier ; by degrees the varicose condition extends 
to the epididymis, and thence to the testicle itself, which is loosened into 
a soft, doughy mass, and presents only a convolution of expanded vessels, 
probably simultaneous thickening of their walls, and of the cellular tissue 
connecting them. The purse also is expanded, and the patient feels a 
troublesome or painful weight in the testicle, which sensation extends to 
the loins, especially when it has existed a long time. The characteristic 
sions of varicocele are the ready disappearance of the swelling on com- 
pression, its quick reappearance when the pressure is withdrawn, as well 
as its increase on long-continued standing. As these appearances belong 
to ruptures, and as in a large varicocele the swelling enters the abdominal 
ring, by which it is enclosed, and its condition, when touched, has resem- 
blance to that of omental rupture, the history of the disease, and the 
characters already described (par. 1200) must give the diagnosis. 


The words cirsocele and varicocele are used with different significations. Many 
writers apply the former only to a simple swelling of the superficial veins of the purse ; 
but the second to aswelling of the spermatic veins. Some employ varicocele in this 
double acceptation, and cirscocele as a swelling of the vessels of the epididymis and tes- 
ticle: again, others consider both designations as of similar import. ; 

According to BrEscHET (a) spermatocele is a swelling of the spermatic cord, and es- 
pecially of the epididymis, depending on retention of the semen. It begins with a 
sensation of pressure, distension, and more or less severe pain. If the semen be not 
voided by pollution or by connexion, inflammation, bursting of the swelling, and actual 
fistula ensues, which is characterized by the escape of the semen (1). This affection of the 
epididymis is especially observed in gonorrhea, and the swelling of the testicle ensuing‘ 
in proportion to the decrease and entire cessation of the gonorrhea, which always begins 
in the epididymis, depends on the retention of the semen. In this spermatocele, connexion, 
moderate living, avoidance of exciting the imagination, cold washes to the generative 
organs, and, in inflammation, the application of leeches are to be recommended. In 
fistula nothing can be done directly. f 

[(1) Spermatocele is often a sore nuisance to young people; the testicle become so 
exceedingly tender that the mere pressure of the dress upon it causes great pain. It is 
not generally accompanied, at least in the cases I have seen, with much swelling and I 
have never seen it followed by suppuration, as BrescHET states. But I have known it 


(a) Observations et Reflexions sur la Fistule spermatique ou Spermatocéle ; in Journal general 
de Médecine, 1826, June, p. 348. 
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recur very frequently, at intervals of two or three months, for as many years, between 
sixteen and two or three and twenty. I do not believe it will have usually the results 
stated ; but it is a most troublesome and annoying complaint, compelling the patient to 
keep himself completely at rest, and is not very easily controlable. Keeping the bowels 
free, and avoiding excitement of all kinds, bodily or mental, with a cool dressing, and 
supporting the testicles with a suspensory bandage, is almost all that can be done; and 
that not of much benefit. Usually after a time it is outgrown, and the disposition to it 
ceases.—J. F. 8.] 

1535. The causes of varicocele are various, though in some cases often 
not at all determinable. For the most part it depends on weakness of the 
spermatic veins, produced by great congestion, in consequence of venereal 
excesses, onanism, or from long-continued libidinous appetite, or after 
previous inflammation of the testicle, from obstructed return of the blood 
in persons of sedentary habits, in swellings and costiveness of the bowels, 
from a truss pressing the spermatic cord, from particular employments, 
and so on. The disease occurs more frequently on the left than on the 
right side, the ground of which is to be sought for in various causes (1). 
Sometimes it is accompanied with hemorrhoidal inconvenience. The 
disease is most commonly noticed in young persons, from fifteen to thirty 
years of age, rarely in older people. In many cases, however, the etio- 
logy of this disease is quite obscure, and it is indeterminable what share 
the above-mentioned causes have on its origin. The complaint often remains 
in a slight degree stationary, although, on account of the mode of living 
and employment of the patient, its increase is on every ground to be 
feared (a). 


(1) Many derive this disease from pressure of the sigmoid flexure of the colon on the 
vessels of the spermatic cord. Moreaeni and A. Cooper place the cause in the en- 
trance of the spermatic vein of the right side into the vena cava ascendens, in an almost 
parallel direction with that vessel, whereby its emptying is more readily effected ; whilst 
the vein on the left side terminating in the emulgert vein, the circulation produces 
an obstacle, as the two streams do not take the same direction. The length of the 
veins of the spermatic cord, on the left side, has also been charged with it, as well as 
the narrowing of the mouth of the left inguinal canal, in consequence of the contraction 
of the abdominal muscles, in the exertion of raising weights, on account of the bending 
over to the right side (LENorR.) 


1536. If the disease be left to enlarge, it changes the structure of the 
testicle by overspreading it, rendering it useless for its function, or atrophic : 
by the enlargement of the swelling are produced swellings of the veins of 
the purse, inconvenience from its weight, and not unfrequently consider- 
able pain, especially on long-continued standing, or any overexertion, 
and even the impossibility of walking without a suspender. In general 
there is also a greater secretion of the scrotal skin. Where a quick course 
of the disease, with violent pain and speedy wasting of the testicle have 
been observed, (Porr, A. CooPEr,) it appears to depend less on the vari- 
_ cocele than on another and indeed traumatic influence. 

1537. The treatment of varicocele must principally depend on its 
cause, and when this is known, it must be removed according to the 
general rules laid down. Ina trifling degree of the disease, the purse 
may be supported by means of a well-fitting suspendor; and by the re- 
peated use, during the day, of cold astringent applications of lead wash, 
solution of alum, aromatic decoctions, frequent washings with these reme- 
dies, or with cold water and spirits of wine, or with lig. mineralis 
Horrn., naphtha, and so on; even blisters may be applied to the purse to 
increase the contractility of the part. ‘The patient must at the same time 


(a) Detrecu, Précis élémentaire, vol. iii. p. 266. 
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avoid all exertion, constant standing, and walking; and especially he 
must properly regulate his living. In most cases, however, the inconve- 
nience of the patient is only lessened, and a check given to the progress 
of the disease. 

1538. In the more advanced state of varicocele, if it cause considerable 
inconvenience or be connected with rupture, various modes of treatment 
have been proposed with a view to the radical cure, as extirpation of 
the varicose vessels, tying all (1), or a single bundle of the swollen 
veins (2), tying the spermatic artery (3), carrying through threads or 
needles, or a simultaneous surrounding of the latter with threads (4), 
excision of a part of the purse or its inclusion in a ring (5), the en- 
sheathing of the skin of the purse (6), and the continuance of pressure by 
means of a compressor or a pair of forceps (7). 


(1) According to Crexsus the superficial veins were cauterized with a pointed iron, 
and the whole bundle of deep veins tied and extirpated. In the same way have Pars, 
Hxtster, Perrr, Cumano, Key, and others, proceeded with some modification, in 
which they have only removed the veins, or even the testicle itself. 

(2) CHarLEs Betuconsidered the separate tying of one or more venous strings suffi- 
cient. The veins are to be laid bare by a longitudinal cut through the skin and 
general scrotal covering, one of the largest venous strings grasped with the fingers, 
separated and tied with a thread. When this disease is very large, two and even three 
strings must be tied; and the wound closed. The ligatures separate in a few days. 

De.recu (a) divides the skin by a cut of two inches long, parallel to the spermatic 
cord, cuts through the m. cremaster and sheath with the forceps and bistoury, raises 
one vein from the rest, isolates it, passes under each a piece of thick soft German 
tinder, and then puts a single ligature on the latter. The ligature is only to be drawn 
so as merely to bring the walls of the vein together, and prevent the flow of blood 
through it; whereupon great swelling of the varicose vein ensues. The wound is to 
be lightly filled with lint and covered with a softening poultice. The ligature is to be 
removed on the third day. Dertpecu has noticed, after the performance of this opera- 
tion, the restoration of the function of the testicle. 

TavicNnot’s subcutaneous ligature in the way already mentioned. ( par. 1432.) 

(3) Maunorr, (b), Brown (c), Amussat (d) and JAMESON (e), have tied the spermatic 
artery successfully, but GraEFE (f) without success. According to Maunorr, the 
cut should be made half an inch long, below the abdominal ring in the course of the 
cord, its sheath opened, the artery separated, a double ligature applied, and the 
vessel divided between them. If the varicocele exist in such degree that simultaneous 
loosening of the spermatic cord and testicle expand the scrotum to a large swelling, this 
proceeding is more difficult, and it would be better to make, close above the external 
abdominal ring, a cut two inches long, obliquely upwards and outwards, to cut through 
the outer walls of the inguinal canal, to open the sheath of the exposed spermatic cord 
with a shallow incision, and carefully to separate the artery. In this case it must not 
be overlooked that the spermatic artery also divides below the external ring (q). 

(4) According to Fricke a part of the purse should be grasped with the left hand, 
so that one of the expanded veins may be found between the fingers, upon which with 
a common needle the skin and vein are to be pierced obliquely, and a thread intro- 
duced which is to be tied upon the skin. This operation, which may be repeated on 
one or two other veins, is easily performed and little painful. The purse should be 
kept horizontal and supported ona pillow. If, on the next day, redness of the skin 
and sensibility of the testicle occur, the thread is to be withdrawn. The swelling 
gradually subsides, and the veins are converted into solid strings, free from pain, 

According to Ku (h) every single vein of the plexus, on both sides of the purse, is 
to be grasped with the fingers and perforated with a needle, each needle to be en- 
sheathed in a proper cork, and the purse supported with compresses or a suspender. 


(a) Mémorial des Hépitaux du Midi, 1830.— (c) New York Medical and Phys. Journal, 1824, 
Journal von GRAEFE u. WALTHER, Vol. xvii. p. 329. March. 

(b) Nouvelle Methode de traiter le Sarcocéle, (d) La Clinique des Hépitaux, vol. iii. No. 82. 
sans avoir recours 4 l’extirpation du testicule, etc. (€) Medical Recorder, 1825, April, p. 271. 
Genéve, 1820.—Journal von Gragre und WaL- (f) Klinischer Jahresbericht, 1822. 

THER, VOl. iii. p. 369. (g) Dierricu, above cited, p. 448, 


(h) Above cited, p. 53. 
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According to DavaT and FRANc (a), the varicose veins should be separated from the 
vas deferens, and one or two needles thrust between them ; a waxed thread is to be 
twisted several times round such needles, and tied fast, by which the vein is constricted 
and obliterated. FRanc believes that two days, and even a shorter period, is sufficient 
to produce complete obliteration of the vein. RayNaupb’s practice (b) agrees with this, 
but that he applies a linen cylinder on the skin, upon which he ties the threads to- 
gether ; by tightly tying, he divides the spermatic cord till the skin alone remains 
undivided, which, after the ligature has been drawn out, is divided upon a director, and 
the superficial wound heals quickly afterwards. 

(5) WorMALD (c) passed the lower part of the purse through a soft, wide silver ring, 
an inch in diameter, and covered with leather, whilst the patient reclined, and the veins 
were empty, and fastened it so tightly together that the parts could not escape. This 
was done every morning, whereby inconvenience was avoided. A. Cooprr (d) objects 
to this proceeding, and recommends cutting off a sufficiently large flap of skin from the 
purse, after which the suture is to be soapplied that the lower flaps of the wound 
should support the testicle like a suspender. By this means the varicocele is dimi- 
nished, though not removed, but all inconvenience is got rid of. 

(6) Ina similar manner the ensheathing and shortening of the purse, proposed by 
LEHMANN (e), acts. The whole of the front of the purse is thrust up with the fore- 
finger of the left hand, so high beneath the skin of the belly, till the bottom of the 
purse is brought above the horizontal branch of the share-bone, and the testicle lies 
pretty close to the belly. Gerrpy’s rupture-needle, armed with a double thread, is 
then introduced into the bottom of the ensheathed canal, the purse, and the over-lying 
skin of the belly, penetrated with its point, so that the eye with the threads may pro- 
ject some lines. With the assistance of a pin, the end of one thread is to be freed from 
the eye and the needle being drawn back, is then thrust through again in the same 
way, half an inch deeper, and the other end of the thread pulled out. The en- 
sheathed skin is drawn with the thread loop so close to the belly, that the testicle lies 
hard by it. The two ends of one thread are then tied upon a wooden cylinder, as big 
as a crow quill, about an inch and a half long, and covered with sticking plaster; and 
afterwards the other. 

(7) BrescHer (f) has proposed a simple and certain mode for employing com- 
pressors, both for the swollen veins of the purse, and also for those of the spermatic 
cord ; and from his practice are, to a certain extent, those of a recent date derived. 

Compare also LanpDouzy, above cited.—Roenetra; in Bulletin de Thérapeutie, 
vol. vii. pt. i. 


1539. Of these various modes of treatment for the radical cure of vari- 
cocele, both according to my own and others’ experience, that proposed by 
BRESCHET as regards its easy employment, its applicability to the diffe- 
rent stages of the disease, its certainty, and its freedom from danger, is to 
be esteemed the most proper and the most preferable. Extirpation of the 
testicle, and tying the whole bundle of veins, can bear no comparison with 
it. ‘Tying the separate veins as proposed by BELL, has not been supported 
either by others’ or by my own experience; and Bex himself subse- 
quently did not advise it(g). Tying the spermatic artery is very difficult, 
often scarcely possible, on account of its intimate connexion with the other 
tissues of the cord, without injuring them, and on account of the variety 
of its ramifications uncertain in its result. Piercing the veins with needles 
or threads often risks the danger of inflammation and has uncertain 
success. ‘The introduction of one or several threads, or of a single thread 
below the bundle of veins, may also produce severe symptoms, is more 
tedious, more painful, and consequently less favourable than the practice 


of Brescuet (4). The drawing into a ring, and cutting off flaps of the 
scrotal skin, are merely palliative. 


oH Above cited. — (e) Pr.-Vereinszeitung, 1840, No. 49, 50. 

b) Gazette Médicale, Dec. 1837.—FRORIEP’s, (f) Memoire sur une nouvelle Méthode de 
N. Notizen, Febr. 1839. No. 99. traiter et de guérir le Cirsocéle et le Varicocéle, 
Ce London Medical Gazette, 1838, April. lu 4 l’Académie des Sciences le 13 Janvier, 1834. 
d) Guy’s Hospital Reports, 1838, p. 9. g) Bei, Cares, voli. p. 95. 

(h) Durresse, above cited. —LaNpouzy, 
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1540. In order to include all the veins, in the operation after BrescuEt’s 
method, the patient must walk about for some hours previously in sum- 
mer, and in winter keep in a very warm bed, by which the veins are filled 
with blood. The purse is to be shaved, and the patient placed in front of 
the operator, who with his left hand grasps the right side of the purse, 
with the fore and middle finger behind, and the thumb in front, with its 
tip on the septwm, whilst the two fingers support the testicle; the finger 
of the right hand is to be applied to the left side of the purse, so that the 
fingers may touch. The vas deferens is now to be found, which is easily 
done, in consequence of its position at the back of the cord, its string-like 
character, its equal thickness (that of a crow quill,) throughout, its hard- 
ness but elasticity, and by its peculiar painfulness when pressed. ‘The vas 
deferens is now to be kept back with the finger and thumb against the 
septum, whilst the veins are drawn out from it with the same fingers 
of the right hand, in doing which especial care must be taken that not a 
single vein remain with the vas deferens. The penis is to be kept by an 
assistant lying upwards upon the belly, for the purpose of preserving on its 
under surface a sufficient length of skin, so as to prevent painful distension 
in the often recurring erections. ‘The compressing forceps are then to be 
applied, first the upper as high as possible on the purse, though at suffi- 
cient distance from the penis as not to produce excoriation ; the under one 
half an inch below the first, without, however, touching the testicle. The 
forceps are applied so across, that their arms grasp nearly the whole 
breadth of the left side of the purse, up to the septum, that the vas defe- 
rens remains unenclosed, and only the outer edge of the purse, to the 
breadth of from two to three lines, without the veins, is contained in the 
space between the arms of the forceps, and when they are closed is not 
squeezed. The arms of the forceps are now closed as tightly as possible 
with a screw, then by means of more violent pressure on a narrower 
space, a concealed plate on the upper arm is pushed forwards next the screw 
on the septum, and then that on the other arm screwed tight. The patient 
is then put to bed, the forceps kept against the belly by long strips of 
sticking plaster, and the purse supported with a cloth or with a ball of 
lint. : 

The same method serves for the left side, on which varicocele is most frequent, as 
that described for the right side, only the position of the hands is reversed. 

For the above described compressing forceps, and their mode of application, see LAN- 
pouzy, f. 1, 2, 8. Brescuet’s original forceps, their improvement by a movable plate. 
to effect pressure on three sides. I have employed the latter always with the best result. 

1541. In the first hours after the operation, the patient feels a sharp 
pain in the purse and in the groin, but this subsides. Applications of 
lead-wash are to be made to the purse. When on the second or third day 
the forceps become loose, the plate is to be screwed tighter, which, if it 
be now only as at first properly done, does not cause much pain. When 
suppuration ensues, between the fifth and sixth days, the forceps are to be 
removed, and the remaining suppurating parts treated simply. If painful 
erections of the penis take place, which are most surely prevented by 
keeping the penis against the belly during the application of the forceps 
and subsequently, which I have never practised in my operations, small 
doses of camphor, with nitre, may be employed. The time necessary for 
the cure varies between three and six weeks. It is advisable, for some 
months after the cure, to wear a well-fitting suspender, and to use the 
cold bath and lead washes. 


pB0080) 
II].—OF HASMORRHOIDS OR PILES. 


Hemorrhoids, Lat.; Hamorrhoidalgeschwiilste, Germ.; Hémorrhoides, Fr. 
THEDEN, Chirurgische Wahrnehmungen, vol. i. p. 56. | 
Ricuter, Anfangsgriinde, vol. vi. p. 393. 

ABERNETHY, Surgical Works, vol. ii. p. 251. New Edition. 1815. 


Krrsy, J., Observations on the Treatment of certain severe forms of Hemorrhoidal 
Excrescence. Dublin, 1825. 8vo. 


CopeLanp, T., Observations, on the principal Diseases of the Rectum and Anus. 
London, 1814. 8vo. 


_ Wauyrte, W., Observations on Strictures of the Rectum and other Affections, ete. 
Third Edit. Bath, 1820. 8vo. 


Howsuip, J., Practical Observations on the symptoms, discrimination, and treatment 
of the most common Diseases of the Lower Intestines and Anus, ete. London, 1820. 
Svo. 


DupuyTrREN, De ]’Excision des Bourrelets Hémorrhoidaux ; in Legons Orales de 
Chirurgie Clinique, vol. i. p. 339. 

Bropie, Sir Bensamin, On Hemorrhoids; in London Medical Gazette, vol. xv., 
1835. 


BusHe, Grorcr, M.D., A Treatise on the Malformations, Injuries, and Diseases 
of the Rectum and Anus. New York, 1837. 8vo. 


Syme, James, On the Diseases of the Rectum. Edinburgh, 1838. 8vo. 


1542. Hemorrhoids or Piles are varicose expansions of the veins in the 
lower part of the rectum, in which, by the collection of blood in these 
vessels, unnatural bags and sacs of different size, from that of a pea to 
that of a walnut, are produced. These swellings are commonly called 
blind piles, (Hemorrhoides cece,) to distinguish them from flowing piles 
(Hemorrhoides fluentes, aperte); they swell periodically, and again 
become lax, so that only the empty bags remain. If they have consider- 
able size, they are called sac piles (Hemorrhoides saccate) ; if small, 
tubercular piles ( Tubercula hemorrhoidalia.) 'The blood coagulates in 
the sacs often into a hard mass, so that a firm swelling is formed. 

Only when these swellings are not very large, may they be formed simply by expan- 
sion of the walls of the veins; but if they he of greater size, the blood is poured out 
beneath the inner coat of the rectum, and expands it into a sac; hence the large size 
which the swellings often attain. It often happens that in cutting them off little or no 
bleeding occurs, and it is then distinctly perceived that they consist only of skin. 
They have also frequently a peculiar form, which variz cannot so easily acquire. 
This is proved, especially by Kirpy’s careful observations, viz., that these excrescences 
do not consist of expanded veins, but of a sac-like lengthening of the thickened cellular 
tissue, surrounded with some veins, and covered with the integuments of the folded margin 
of the anus. The veins are branches of the internal iliac. In every case of internal 
piles the structure was the same, but the veins appeared wider, and were branches 
of the hemorrhoidal vein. Bropie, on the contrary, asserts that in all cases he 
found the hemorrhoidal knots only as expanded veins. In those of larger size 


more indeed than simple expansion of the veins is found, as there is effusion of lymph 
and thickening in the neighbourhood of the expanded vein. 


1543. These swellings are often seated on the outer edge of the anus, 
ie on oe inside of the rectum, in the region of the m. sphincter ani or 
above it. 

1544, The consequences resulting from piles are, inflammation and 
suppuration, discharges of mucus from the rectum, and considerable 
bleeding. If these swellings attain a large size, if, on going to stool, 
the piles within the rectum be protruded, they are often grasped by the 
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aperture of the anus, swell considerably, are protuberant, and very 
painful. The pain often spreads over the whole belly, and the patient 
feels extremely painful ¢enesmus ; the piles even become gangrenous. If 
they go on to suppuration, in which case syphilitic causes are mostly in 
play, suppuration may easily spread into the loose cellular tissue of the 
rectum, producing great destruction and fistula. Not unfrequently do 
these piles become converted into a hard fleshy mass, and even into cancer. 


[Busue has detailed an awful account of the symptoms of piles, most of which, how- 
ever, result from the constitutional excitement they produce when inflamed, and are 
then occasionally very severe. The local symptoms are well described by him :—“A feel- 
ing of weight in the loins, hips, and groins; dull throbbing pain in the rectum, attended 
with a sense of increasing heat, tenesmus, mucous discharge, and occasional darting sen- 
sations, resembling those of electricity ; itching of the anus, and finally painful, dif- 
ficult, and frequent micturition.” —(p. 146. 

“Frequently the loss of even a small quantity of blood,” observes Busun, “ re- 
lieves the feeling of weight and tension in the perineum, rectum, and lower part of the 
back, as well as any other disagreeable symptoms which may have existed. The amount 
of hemorrhage, however, is not always in proportion to the severity of the symptoms 
denoting the loaded state of the hemorrhoidal vessels—the quantity being sometimes 
very great, though not preceded by well-marked premonitory signs; while, in other 
cases, the discharge of blood is trifling, notwithstanding the fluxionary movement may 
have been well marked. Generally it ceases after a few days; yet not unfrequently it 
continues for months. In some instances it occurs but once in life; again, it may re- 
turn in the course of a few weeks, months, or even years. Occasionally it assumes a 
periodical character, returning with the season or the month. The amount of blood 
lost varies; a drachm, an ounce, or even a pint may be discharged at a time, though it 
must be confessed, that the admixture of other fluids is apt to impose, upon the inex- 
perienced, the belief that the loss of blood is much greater than it really is.’— 


(pp. 146, 147.)] 


1545. The causes of hemorrhoids, besides predisposition, which is 
ascribed, to walking upright, to the difficult flow of the blood into the 
portal system, which is unprovided with valves, to hereditary habit, 
and to the flow of blood into the abdominal organs in advanced old age, 
are stoppages and costiveness of the intestines, much sitting, pressure of 
the pregnant womb, local irritation of the rectum from hard stools and 
continual riding, or of the neighbouring parts; for instance, of the bladder 
in urinary stone, and so on. 

1546. The treatment of hemorrhoids is various, according to the 
circumstances in which they are found. If they be inflamed, cooling 
remedies must be employed, cream of tartar with sulphur, leeches to the 
perineum, cold applications ; and if these cannot be borne, mild ointment 
and soothing fomentations. If the inflammation result from strangula- 
tion of the piles, their return must be attempted with the finger oiled, the 
patient being placed with his rump raised high, and all pressure removed ; 
and if this be not easily effected, to empty them with asimple lancet cut. 
If they suppurate, the abscess must be soon opened to prevent burrowing of 
the pus, and if the ulceration depend on a syphilitic affection, the proper 
local and general remedies must be employed. If the bleeding from the 
hemorrhoidal vessels be very severe, so that the patient is much weakened 
or his life endangered, rest and the horizontal position, best on a hard 
mattress, is to be recommended; internally, milfoil or other astringent 
remedies ; externally, cold hip-baths, cold water with vinegar or spirits 
of wine, cold decoctions of astringent vegetables, or solution of alum and 
the like, may be employed as injections into the rectum, or as fomentations 
with a sponge. If these means be not of use, and the danger pressing, 
the bleeding must be stopped by plugging in the way described (par. 934.) 
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1547. If the piles produce by their size or hardening constant incon- 
venience, bloody, mucous, or purulent discharges exhausting the patient’s 
powers, continual pain, and the like, if they be external to the rectum, 
or project at every time of going to stool, and prevent the discharge of 
the motions, their removal is indicated. It is, however, to be remem- 
bered, that after the destruction of the piles by the reflection of inflam- 
mation upon the other veins, their tone is raised, and thus in part the 
cause of the hemorrhoids is removed. Where, however, they are a 
healthy habitual emptying, or when they have causal relations with 
incurable diseases, as, for example, phthisis pulmonalis, we must be cau- 
tious with their removal; it must either be not undertaken at all, or, at 
least, all the piles must not be removed at once. 

1548. Extirpation of the hemorrhoids has been proposed in three 
different ways. rst. A ligature to be applied around the base of the 
whole swelling, and this gradually, and not at once, tightened, till the 
knots have fallen off (1). Second. The external skin of the pile is to 
be divided with a cut down to its base, and separated on both sides from 
the under-lying skin, which is to be cut off with scissors. ‘The advantage 
of this practice is, that the remaining external skin covers the seat of the 
vein, and prevents the bleeding. Third. The pile is to be grasped with 
the forceps, drawn forwards and cut off with scissors in such way that 
some still remains on the base, by which the wound is partially covered. 
In external hemorrhoids, the cut is to be made in the parts below the 
sphincter. ‘The entire surface of the wound retracts into the rectum, and 
by the action of the sphincter is contracted, whence the danger of 
bleeding is very much diminished. If the wound be retracted above the 
sphincter, internal bleeding may take place. ‘This practice is easy, and 
preferable to the others, as after the ligature there is often severe pain, 
inflammation, vomiting, retention of urine, and so on; as the division of 
the external, and the extraction of the internal skin, is always difficult, 
and in many cases, on account of their union, impossible. The large 
hemorrhoids, also, are mostly formed by effusion of blood beneath the 
internal coat of the rectum. 


(1) Roussrau, J. C. (a), passes a needle with two threads of different colours, from 
the anus outwards, through the swelling; then two-thirds of an inch farther back again 
from without to the anus, thus leaving between the stitches a loop of three or four inches 
long, and thus carries it around the whole swelling. He then cuts through the loop of 
the one colour to the outer, and that of the other on the inner side towards the anus. 
In this way is each part of the swelling surrounded with a ligature, which is to be 
drawn tight, and cut off short. If the swelling be large, the dead part, when it has 
become insensible, is to be removed, but not too close to the ligature. The ligatures 
usually fall off in seven or eight days. 

Devrecs (6) divided with a single cut the fibres of the sphincter muscle towards the 
coccyx, introduced a pessary, and let it be drawn with a string attached to it by an 
assistant, by which the swelling was reversed and cut off with a scalpel, but was then 
introduced, the string carried through the opening of another pessary, and tied upon a 
piece of wood so as to compress the anus between the two pessaries. 

[CopeLanp and Bropre lay down as a general rule that internal piles should be 
removed by ligature. Busue also prefers this mode, and says:—“I have now per- 
performed it, I am sure, upwards of a hundred times, and I have never seen a bad 
symptom follow it.” (p. 187.) And Syme observes :—*I feel warranted, after very 
extensive employment of ligature, to state, that it may be used without the slightest 
risk of serious or alarming inconvenience.” (p. 76.) It must not, however, be forgotten 
that serious inconvenience and fatal results will, occasionally, follow the application of 


(a) Annual Medical Recorder, vol. ix. p. 282. 
(6) Memorial de la Clinique de Montpellier, 1830, Sept. p. 545, 
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the ligature to piles. PrtiT (a) mentions the case of a woman in whom, under very 
favourable circumstances, he tied three piles, which at first did not cause much pain ; 
but, five hours after, she was attacked with violent colicky symptoms, for which she was 
bled four times without benefit; the ligatures were then removed, the symptoms yielded, 
and the patient recovered. Inanother case related by PET1T, five ligatures were applied 
at once, inflammation and swelling of the belly, vomiting and hiccough ensued; the 
ligatures were removed, but the patient died. And he observes :—“ 1 compare these 
symptoms with those, accompanying a rupture, in which a small portion of intestine is 
strangulated ; if this kind of rupture be not speedily relieved, the patients die, some- 
times in thirty or forty hours, of gangrenous inflammation of the whole belly, but par- 
ticularly of the intestines; thus this patient died before the conclusion of the second 
day.” (p. 125.) Kirny mentions two similar cases, one of which was scarcely saved, and 
the other died of tetanus. Bropi& relates two fatal cases after ligature, in one of 
which the patient died, “ in consequence of diffuse inflammation of the cellular mem- 
brane running up on the outside of the gutas high as the mesentery ; but it was in a 
constitution broken down by long-continued hemorrhage, and in whom any slight 
accident might have produced equally bad consequences.” In the other case, the patient, 
“‘a week after the operation, and having been quite well in the interval, had an attack of 
pain in the abdomen, and shivering attended with fever, and died. An examination of 
the body not having been allowed, the precise cause of death was not ascertained.” p. 844. 

“ The safest and best way,’ says CopELAND, “ is to pass a ligature round one only of 
the tumours at a time, the most painful and troublesome of them, and to wait until the 
patient has quite recovered from this operation before anything more be attempted, if 
anything more should be still necessary. * * * Itis better that this operation by ligature 
should be repeated two or three times, if it should become necessary, than that the 
tumours should all be removed at once, at the imminent risk of the life of the patient.” 
(pp. 64, 5.) 

It is right that the day before the operation the patient’s bowels should be cleared 
with castor oil or rhubarb, which prevents the necessity for disturbing them for a few 
days afterwards. BroprE recommends that the piles should be well protruded by sitting 
“over a pan of hot water, which will relax the sphincter muscle, and at the same time 
cause the veins of the rectum to become filled with blood. If this be not sufficient, let the 
patient have a pint or two of warm water thrown up as an enema, and when that 
comes away, the piles will probably descend. * * * Let the patient lean over a table, 
or lie on one side in bed, with his knees drawn up, the nates being held apart by an 
assistant. Each separate pile must be separately tied. Ifit be of a very small size, you 
may just take it up, with a double tenaculum, draw it out. and tie a ligature round its 
base. But if the piles be of large size, a large curved needle, armed with a strong 
double ligature, is to be introduced through the base of one of the piles, and the needle 
then cut off. The double ligature is now divided into two single ones, which are tied 
round the base of the pile; one on one side, and the other on the other, with a single 
knot. * * * When each pile is thus secured, cut off the convex portion of each pile, so 
as to make an opening into the cavity of the convoluted vein which forms it. Thus you 
take off the tension produced in the pile by the blood which it contains, and are enabled 
to draw the ligature tighter than before. It should be drawn as tight as possible; for 
then the subsequent pain will be less, and the separation of the slough quicker. A 
double knot having been made on each ligature, the threads are to be cut off close to 
the knots, and the piles, and the remains of the ligatures returned into the rectum. In 
about a week the ligatures are generally detached ; and at this period the bowels should 
be kept gently open with lenitive electuary and sulphur, and cold water be thrown up 
the rectum every morning, in order to prevent a recurrence of the disease.” (p. 844.) ] 


1549. The extirpation of the large swellings, degenerated piles, 1s 
performed in the following way. After the bowels have been emptied 
by a purge, and shortly before the operation by a clyster, the patient is to 
be placed on his belly with his buttocks raised, or upon his knees and elbows, 
or upon the side, in which case the opposite thigh is to be drawn up 
towards the belly, and the buttocks separated by an assistant. In internal 
piles, the swelling having been protruded by the pressure and straining of 
the patient, also after the employment of a warm hip or vapour bath, is 
to be grasped with broad-bladed forceps drawn forwards, and the pro- 
jecting part cut off at one or more strokes with curved scissors. In the 


(a) CEuvres Posthumes, vol. ii. 
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same manner external hemorrhoids are to be treated. The most im- 
portant thing to be dreaded, after the operation is bleeding; often is it 
inconsiderable, stops of itself, or can be stanched with cold water. When 
it is more severe, it may be most certainly stanched by cauterizing the 
bleeding part with a bean-shaped iron. The patient must always at first 
be attended by an experienced assistant, as after-bleeding, especially if it 
be not cauterized, is always to be dreaded (1). After the removal of an 
internal pile, there may be imminent danger without it being noticed. 
The patient always feels an increased warmth in the rectum, which is 
accompanied with the symptoms of concealed bleeding. A cold clyster 
must be immediately given; by straining and forcing, the blood must be 
discharged, and the bleeding part protruded, upon which the hot iron is 
to be applied. The inflammatory and spasmodic symptoms, as fever, 
colic, retention of urine, and so on, which soon come on after the opera- 
tion, especially if cauterization be employed ; must be got rid of according 
to circumstances by blood-letting, fomentations to the belly, introduction 
of the catheter, and anti-spasmodics. After the removal of large hemor- 
rhoidal swellings, a moderately thick bougie, smeared with cerate, must 
be introduced from time to time, to prevent a narrowing of the rectum (2). 


Plugging the rectum may, indeed, be employed for stanching the bleeding; incon- 
veniences are, however, connected with it, especially the continual pressure, extremely 
tiresome to the patient. The plug is also easily displaced, and its effect is not su certain 
as that of the hot iron (a). 

fa) When the bleeding after the removal of internal piles is profuse, and the patient 
will not submit to the actual cautery, Busu advises the use of an instrument which he 
“had constructed for suppressing hemorrhage after lithotomy. This instrument is 
seven inches long, tubular, about as thick as a swan’s quill, terminated with a button at 
one end, to facilitate its introduction, and with a stop-cock at the other. One inch from 
the stop-cock, and half an inch from the button, there are two projecting rings, and on 
the proximal side of the distal ring the tube is perforated by a number of holes. Finally, 
a portion of intestine is bound by means of waxed silk on the tube, behind the ring. 
This‘instrument should be introduced, and then inflated. In some little time we can 
let off the air and withdraw the instrument, provided the hemorrhage has ceased ; 
but if we find that it returns on the removal of the pressure, we must again inflate the 
intestine.” (p. 185.) 

(2) The elder CLine was accustomed to cut off piles; and AstLey Cooprr (6), for 
a time, followed the same practice, “ thinking excision the best mode, because he found 
the pain produced by it very trifling as compared with the ligature.” (p. 75.) But he 
met with several fatal cases from this method, which he very candidly mentions. In 
one case, “a very few days after removal of internal piles with the scissors, the patient 
complained of pain by the side of the rectum; an abscess formed under the gluteus 
muscle, which discharged abundantly ; his constitution was already broken up, and he 
* died in consequence of the discharge.” In the second case he had removed internal 
piles, by excision, from a nobleman, without ill consequences ; but, two years after, a 
similar operation having been performed on the same person, it was followed by fre- 
quent desire to go to stool, and four times he discharged a considerable quantity of 
blood. On examining, with a speculum ant, “one of the hemorrhoidal arteries in the 
centre of one of the piles, which had heen removed, was found divided.” CoopsEr took 
it up; but the patient, being advanced in years and much weakened, was attacked with 
a severe rigor, grew gradually worse, and in four days died. The third case, operated 
on by another Surgeon, died from bleeding, on the fourth day. In the fourth case men- 
tioned by Cooper, there was not any hemorrhage ; but, three days after, the woman was 
attacked with peritonzal inflammation, and died ten days subsequent to the operation. 
On opening the body, the peritoneum was found much inflamed, and had the appearance 
of death from puerperal fever. (p. 75-7.) BropiE employed excision for a time, but 
afterwards had three cases in which considerable quantities of blood were lost, and in 
the last, he observes, “so much, that he only wondered the patient did not actually die.” 
Since then he has “ never removed large internal piles except by ligature.” (p. 843.) 

(a) Dupuyrren, above cited. 
(6) Lectures on Surgery ; in Lancet, 1823, 24, vol. ii. Third Edition. 1926. 
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THIRD DIVISION. 


DISEASES DEPENDENT ON UNNATURAL COHERENCE. 


First Secrion.—ON UNNATURAL COHERENCE IN GENERAL. 


1550. The unnatural coherence of organic parts consists either in the 
union of neighbouring parts, which naturally are distinct ; or in the forma- 
tion of bad scars which diminish or destroy the movements of parts, by pre- 
venting their extensibility ; or ina narrowing or closing of their outlets, by 
which their functions are considerably disturbed or rendered quite impossi- 
ble. They are specially either consequences of previous inflammation, or 
vices of the original formation and congenital. 

1551. In order that parts, which in their natural state are distinct, 
should unite together, a proper degree of inflammation, destruction of the 
skin, and long continued close contact are required. The union is either 
immediate, by means of a scarcely perceptible, interposed layer of plastic 
lymph, into which the vessels shoot; or it is fleshy, and depending on the 
development. of granulations, and the formation of an intermediate sub- 
stance, oftentimes having perfect resemblance to the parts it connects; 
or the connecting interposed matter is fibrous, membranous, in which 
case it would seem that there had been previously a more intimate con- 
nexion, which, in consequence of the movements of the connected organs, 
had formed these membranous lengthenings. For example, in the band- 
like adhesions between the peritoneum and the surface of the intestines, 
between the pulmonary and costal pleura. All organs are, under the 
above-mentioned conditions, capable of union; the serous structures and 
synovial membranes are most prone to it, the mucous membranes least so, 
and only when their surface is destroyed, and the underlying cellular 
tissue laid hare. 

1552. When in a wound accompanied with loss of substance, especially 
in a severe burn, the treatment has not been conducted with due care, 
and the parts kept in proper position, the edges of the skin either greatly 
contract towards the centre, and a tough cord-like scar often connected 
with the underlying parts, or a superficial, prominent, knotty, misshapen 
scar is produced. In consequence of this the position and movements of 
the part are in various ways damaged or completely destroyed, or great 
deformity is produced. It must not however be forgotten, that in long 
continued unnatural position of a part, consequent on a scar formed in one 
of these ways, secondary contraction of the muscles, and alterations in 
the joints may be produced, by which the movements are still further re- 
stricted ; and this condition may even become incurable. 

1553. All the outlets are peculiarly constituted. They are either 
furnished with a true muscular apparatus, or at least are endowed with a 
special contractility, upon which their alternate expansion and contrac- 
tion depend. ‘Their inner surface is always overspread with mucous 
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membrane, in consequence of which they can, exclusive of the cases from 
compression by neighbouring swellings and the like, be narrowed or 
closed in a variety of ways: thus, first, by spasmodic contraction, some- 
times transient, sometimes continued; second, by hypertrophy, thickening 
and swelling of the parenchyma of the mucous tissue lining the outlet, con- 
sequent on previous inflammation, and on an unnatural vegetative process : 
third, by actual growing together, when for instance the mucous mem- 
brane of the outlet is destroyed; and, fourth, by scars which form at the 
edge of the outlet, or in its neighbourhood. 

1554. The congenital closure of outlets, (Aéresia, Imperforatio,) as well 
as the congenital union of parts, which should be separate from each other, 
(Synechia,) are arrested formations, in which the foetus, at an early 
stage of its development, remains stationary, when the openings and clefts 
on the outer surface of the body do not yet exist, and parts which at a 
later period become separate, are still united together. The skin origin- 
ally overspreads the whole surface of the body, and has on the parts 
where it closes the openings and clefts, the same character as elsewhere ; 
it thins gradually, appears then as a peculiar secreting membrane, and is 
lastly removed by the process of absorption. As the Aéresie are in the 
earlier stages of development of the foetus, natural formations, so also are 
the Synechie ; for instance, union of the eyelids with each other and with 
the eyeball; the union of the tongue, of the glans penis with the prepuce, 
and the like. 

1555. If the closure of the outlets be a vicious primary formation, 
either the organization of the outlet is natural, and its opening only closed 
by a mere skin, though sometimes by a tough fleshy mass, or no trace of 
an outlet can be perceived externally. When the congenital closure of 
an outlet by which matters pass exists, it shows itself soon after birth, as 
in closure of the anus, urethra, and the like ; but if it occur in those which 
only at a later period assume the peculiar condition of outlets, as, for ex- 
ample, the vagina, the closure is generally then first observable. 

1556. The treatment of union of parts, which in the natural state are 
free and movable, requires division with the knife, together with the pre- 
vention of reunion, and all contact of the divided parts, by careful inser- 
tion of folds of linen, or lint besmeared with mild, and afterwards with 
drying ointments. The parts must also at the same time be kept in pro- 
per position, and during the period of granulation prevented by due 
application of caustic, from coming to that state in which they can again 
unite from the angle of the division; for which purpose, usually, pressure 
properly employed, is most efficient. 

1557. Inshapeless scars, which, by contracting parts, interfere with their 
position and movement, only in rare cases can any considerable relaxation 
be effected by the continued use of softening ointments, baths and the 
like; usually, by operation alone can improvement or perfect cure be 
effected ; the management of which is different according to the condition 
and seat of the scar. If the scar be cord-like, tense, and by its shortness 
destroy motion, several transverse cuts may be made through its whole 
mass, and afterwards an apparatus put on, by which the parts shall be 
retained in natural posture, so that the formation of a broad scar may 
be effected. When the scar is broad, or united with the underlying parts, 
so however that its release is possible without injury to important parts, 
it must be cut out. The scar must be included between two cuts, and 
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separated by careful dissection from the parts beneath, or the cellular 
membrane. If the skin in the neighbourhood of the wound be yielding, 
the edges of the wound, if it be not of very great extent, must be set free 
so far, that they may be united with the interrupted, or with the twisted 
suture. Although the edges of the wound be thus much stretched, and the 
skin also in the subsequent healing be still so, yet in a short time it yields, 
and all deformity disappears. When, as is commonly the case, this union 
is impossible, the wound must be treated as one suppurating, and retained 
by a proper apparatus in its straight posture. For the purpose of making 
the scar sufficiently broad, frequent touching with lunar caustic must 
be resorted to. I have, however, always found that, in consequence, 
correspondent condition of the scar is produced, that is, the tough, knotty 
projection can be prevented; but the special contraction of the edges 
of the skin towards the centre is encouraged. In all cases, therefore, in 
which I wish to form a broad scar, I only cover the suppurating parts 
with softening poultices or washes, and but rarely use caustic. When 
the scarring goes on tediously, there is always least disposition to contract, 
and the easier is it to produce a broad scar. Ifthe scar project in knots 
and thereby be disfiguring, it must either be removed with the knife held 
flat, from its base, and the wound healed up in the usual way ; or it must 
be cut completely out, and treated according to circumstances, after the 
above-mentioned rules. 


On the different modes of treating deformed scars, compare 
Beck; in Heidelb. klinisch. Annalen, vol. v. p. 213. 
DupvuyTreN; in his Legons Orales de Clinique Chirurg., vol. ii. p. 1. 


1558. The narrowing and closure of the outlets require, according to 
their several causes, a different treatment. In spasmodic contraction, both 
local and general, corresponding antispasmodic remedies must be employed. 
If the narrowing result from an organic change of the mucous membrane, 
it must be specially ascertained whether, and what is the cause of the 
inflammation, which must be met with corresponding treatment. Should 
this, however, not be sufficient to get rid of the narrowing, the employ- 
ment of mechanical means, which gradually widen the outlet, is required ; 
or the removal of the hardened part of the mucous membrane must be 
attempted with the knife, with caustic, and the like. In these various 
modes of treatment, it must always be remembered, that should the natural 
calibre of the outlet be restored, the mucous membrane has always a 
peculiar disposition to reproduce the narrowing. 

1559. The cure of imperforation is more or less difficult, in proportion 
as the seat of the closure is more or less deep, and depends on a membrane, 
or a fleshy mass. The closed part must be cut into, and its reunion pre- 
vented by the introduction of mechanical bodies. In closure of an outlet 
by membrane, if the latter be thrust down, in a flask-like form, by the 
collection of the excreted matters, the division is easy, and the skin must 
be divided with a crucial cut. But if the union be intimate and fleshy, 
the division is more difficult, and so much more so, in proportion to the 
greatness of its extent; it must always be made in the middle line of the 
union. If there be scarce any trace of the external opening of the outlet, 
the cut must be made in the direction in which it should open, and the 
outlet there sought for. 
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SECOND SEcTIon.—OF UNNATURAL COHERENCE IN PARTICULAR. 


— 


I.—OF THE UNION OF THE FINGERS AND OF THE TOES. 


ARLE, Henry, On Contractions after Burns or extensive Ulcerations ; in Med.-Chir. 
Trans., vol. v. 


Further Observations on Contractions succeeding to Ulceration of the Skin, in 
Med.-Chir. Trans., vol. vii. 


Breck, K. J., Ueber die angeborne Verwachsung der Finger, Freiburg, 1819. 8vo. 


SrerIc, Ueber die angeborne Verwachsung der Finger und Zehen, und Ueberzahl 
derselben. Breslau. 4to; with two lithographed plates. 

1560. The union of the fingers with each other has different degrees 
of intensity and extent, and is either congenital or accidental, especially 
after burning the fingers. The congenital union arises, Jirst, from bridges 
of skin ; second, from connexions of skin and flesh; and, third, from running 
together of bone. The first kind of union is the most frequent. The 
natural formation of the finger may also be variously degenerated in these 
unions. 

1561. The single mode of getting rid of these deformities consists, in 
dividing the union, which is alone contra-indicated, when the soft parts of 
the hand are grown together in an unshapely mass (1), and the bones of 
the fingers so run together, that there is scarcely any connexion by joints. 
Diseased condition of the skinny covering of the ill-formed hand, a 
highly scrofulous condition of the constitution, still existing inflamma- 
tion, or great plastic activity, and the age of the party, may render the 
delay of an operation requisite. The time generally considered most suit- 
able for operation, is the end of the first year of the child’s life, and beyond 
that time, except for very special reasons, it should not be deferred. The 
fact, however, that even after the operation-wound has been perfectly 
healed, the fingers will again grow together, which depends partly on the 
deficiency of the skin, and its production not corresponding with the forma- 
tion and growth of the finger, partly on the incompletely divided union 
stretching on with the enlargement of the finger, is of the greatest im- 
portance, and must, if the union of growth do not prevent, seem most pro- 
perly to put off the operation, till the complete development of the finger (a.) 
The painfulness of the operation, as well as the ensuing inflammatory re- 
action, depend on the degree and extent of the union, on which account 


only one hand should be operated on at once, and the other at a more 
distant time. 


(1) In a case in which the hands of a child presented only two lumps of flesh with 


a single undivided nail, five movable fingers were made, by cutting through the com- 
mon cartilaginous mass (6), 


1562. The result of the operation is often unsatisfactory, as reunion of 
the divided parts will occur, under the most careful treatment. This is 
to be especially feared at that period when the granulations rise from 
the hinder angle of the wound, and the edges of the wound draw together 


from both sides. To prevent this, various modes of operation have been 
proposed. 
1563. In a simple, merely skinny union, after properly fixing the hand, 


(a) SeErre, above cited, (6) Leroux ; Journal de Méd., vol. xiv. p. 275, p. 645. 
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a pointed bistoury is thrust, either with its edge towards the operator, 
somewhat above the angle of the natural junction of the fingers, vertically, 
through the connecting skin, and then divides it in the mesial line to the 
finger-tips; or the knife is carried from the points of the fingers back- 
wards through the connexion. The irregularities of the edges of the 
wound are to be trimmed with the scissors. If the bones be also con- 
nected, the soft parts must be first divided with the bistoury, and after- 
wards the bony union, through the mesial line, with a little watch-spring 
saw. ‘The dressings must be most carefully applied: a strip of linen, 
spread, at its ends only, with adhesive plaster, must be placed in the angle 
of the wound, and the two ends respectively fixed on the front and back 
of the hand. Over this a small long pad is placed, the surface of the 
wound covered with some folds of linen, spread with ointment, each 
several finger enveloped in a bandage, and the finger, by means of a piece 
of card-board or wood attached to the hand, kept as straight as possible ; 
this may also be effected by particular contrivances (a). The dressing 
should be daily and very cautiously renewed once or under particular 
circumstances even twice, with strips of linen laid close in the angle of 
the wound; and towards the end of the cure, by a moderate application 
of caustic, the growth of the granulations there must be repressed. 


DupuytrEN (b) applied a narrow long pad with its middle on the angle of the wound, 
carried its ends to the fore-arm, and fastened them to an arm-bandage. He could not, 
however, by these means prevent the reunion. And he did not succeed any better with 
a narrow strap which he buckled to the arm-bandage. 


1564. To prevent the reunion of the angle of the wound, which 
especially in firm union, is to be dreaded, RupToRFFER (ce) thrusts a steel 
needle fourteen lines in length, the point of which is lancet-shaped, and 
its other end having a hole, for the reception of a leaden thread two 
inches long, vertically between the two united fingers, and thus introduc- 
ing the leaden thread, bends and leaves it there. Cold water checks the 
bleeding and pain, and the sticking of the leaden thread is diminished by 
smearing the edges of the wound with oil. The thread is to be frequently 
moved, and the drying up and scarring hastened by use of lead wash. 
Beck (d) uses a lancet-needle ten lines broad with a leaden thread of 
equal width, which is left for some time, till the scarring of the edges of 
the wound. The leaden thread has a decided preference to the leaden 
plate, as by fixing its turned ends, pressure is always kept up against the 
angle of the wound, for with the leaden plate, with which this cannot be 
done, the growth at the angle of the wound goes on, and the lead is thrust 
out, as I saw in one instance. 

1565. If the skin upon the back of the united fingers be sound and 
natural, it should be divided, according to ZELLER (e), a little beyond the 
second phalanx ; a Y-shaped cut should then be made in the skin on the 
dorsal surface, with its point on the middle of the connecting substance. 
The skin should be detached, turned back, and, after the complete 
division of the union, this flap should be carried down between the 
fingers towards the palm, and fixed with sticking plaster. This treatment 


(a) Zane; Darstellung, u. s. w., vol. iv. pl. iii. neikunst sich bezienden Beobachtungen, vol. ii. 
(b) Lecons Orales, vol. ii. p. 36. p. 478." 
(c) Abhandlung iiber die ¢infachste und sicherste (d) Above cited. 

Operationsmethode ein gesperrter! Leisten- und (e) Abhandlung iiber die ersten Erscheinungen 


Schenkelbriiche ; nebst einem Anhange merk- venerischer Local-krankheitsformen, p. 109. Wien, 
wirdiger, auf den operativen Theil der Wundarz- _—1810, 
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is rarely possible, as the skin is most commonly hard, callous, morbidly 
changed, and the flap commonly dies (a). Krimer (6) has, however, 
given some satisfactory reports of this operation. 

1566. If the reunion of the fingers cannot be prevented, the operation 
must be repeated, but the inflammatory reaction and plastic activity must 
have completely subsided. 


II.—_OF GROWING TOGETHER OF THE JOINT ENDS OF BONES, OR 
ANCHYLOSIS (ce). 

MU ter, Diss. de Anchylosi. Lugd. Batav., 1707. 

Van DorvereEn, Diss. de Anchylosi. Lugd. Batav., 1783. 

Murray, Diss. de Anchylosi. Upsal, 1787. 

DELPeEcH, Précis Elémentaire, vol. i. 

Barron, On the Treatment of Anchylosis, etc. Philadelphia, 1827. 

Lacroix, Del’ Anchylose; in Annales de l Anatomie et dela Physiologie pathologiques, 
publ. par PreNnz, 1843. 

1567. Every intimate union of two bones, which naturally are con- 
nected together in a joint, produces complete loss of motion ‘in the joint 
(Anchylosis, Lat.; Gelenksteifigheit, Germ.; Ankylose, Fr.) 

Anchylosis is commonly divided into true and false. Under the former, is compre- 
hended the loss of motion in a joint, depending on the union of the joint-surfaces; under 
the latter, that condition, in which the movements of the joint are only more or less 
interfered with, as is observed in long-continued inflammation of joints, in swellings of 
the ligaments, in tumours near the joints, in continued contraction of the muscles, and 
the like. This division is, to a certain extent, incorrect and objectionable, because, in 
the so-called false anchylosis, the hindrance of motion is only to be considered as a 
symptom of the disease, towards the removal of which the plan of treatment must be 
directed, and the union of the joint-ends of the bones is alone to be considered as the 
actual disease. 

1568. The growing together of the joint-surfaces may be produced in 
various ways. It is usually consequent on inflammation of the parts com- 
posing the joint, especially when of some standing, and when the joint has 
been long at rest. If the inflammation go on to suppuration, and the 
cartilaginous surfaces be destroyed, if there be carious destruction of 
the bones, granulations may form, which, by shooting into each other, 
may become the means of union. Long-continued immobility of a joint 
may also cause an union of the surfaces. Although this is very rare, and 
may be readily distinguished, from the restrained motion which is con- 
sequent on habitual contraction of the muscles, on swelling of the liga- 
ments and the like, observed after dislocation, and after the treatment 
of fractures, and may be got rid of by motion, softening rubbings, and so 
on, it is, however indisputable ; although the ordinary explanation given 
of it, from want of synovia, or comparison of it with the obliteration of 
blood vessels, when the circulation is suppressed, is insufficient (d). 

1569. According to the sort of union of the joint-surfaces produced, 
and its duration, is the nature of the connecting substance. It is either 
soft and yielding, frequently lengthening into ligament-like bands, or it is 


eae into an actual bony mass by the deposition of phosphate of 
ime. 


(a) Wattuer, Pu. F., Ueber die angebornen (c) All the additions which seemed to me neces- 
Fetthautgeschwiilste, p. 32. Landschut, 1814. fol. sary, have been already made at p. 240, vol.i., in 

(6) GragFe und Warruer’s Journal, vol. xiii, treating of Anchylosis as a termination of joint 
p- 602. disease.—J. F. S. ; 


(d) De.pecu ; above cited, p. 611. 
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1570. The treatment of anchylosis must be determined by the follow- 
ing circumstances. In most cases where anchylosis takes place, it is a 
desirable result, for example, in caries of joints, the so-called white swell- 
ing, and the like; and it should by no means be sought to prevent it, for 
all the attempts made with that object will only increase the inflammation, 
and the danger of the anchylosis. In such cases, therefore, the joint must 
be kept in the most perfect rest, and in such position, that the anchylosis 
ensuing will be most convenient and advantageous. Subsequently, when 
the inflammatory symptoms have disappeared, three conditions are pos- 
sible: the substance connecting the joint-surfaces is either yielding, and by 
continued and gradually increased movements of the joint, may be length- 
ened into ligament-like bands, or these motions may reproduce the 
inflammatory symptoms, or they may be very difficult, and become every 
day more and more confined. In the first case, the movements are always 
accompanied with pain, which must be got rid of by emollient and soothing 
applications, rubbings in, bathing, and the like, and motion not carried to 
such extent as would produce fresh inflammation of the joint. In the 
second case, all motion must be avoided ; and in the third, no effort can be 
in the least useful, because the mass has been already more or less con- 
verted into bone. 


J. Rea Barton (a) sawed through the thigh-bone at the trochanter, in a case of an- 
chylosis at the hip-joint, brought the limb into proper position, and by motion prevented 
union. He also employs this practice on other joints. It is only practicable when the 
patient is in good health, and when the stiffness depends on the soldering together of 
the bones, the soft parts at the same time being unaffected with disease, and all the 
muscles and tendons which contribute to the motions of the joint healthy; when the 
cause of the disease is entirely removed; when the operation can be performed so 
close to the original point of motion, or so near to it that the functions of the greater 
number of muscles and tendons can be preserved; and when the deformity and incon- 
venience is so great, that the patient is induced to subject himself to the pain and danger 
of such an operation. von WaTrmann has obtained a favourable result by sawing 
through the upper-arm bone in anchylosis of the elbow joint. DIEFFENBACH (b) 
believes that the separation of the united joint by means of the chisel and saw, would 
not be more hurtful than the above-mentioned sawing through of the bone, to form an 
artificial joint, inasmuch as the anchylosed joint is no longer a joint, and therefore 
wounding it is not to be so much dreaded. 


1571. The slighter degrees of the so-called false anchylosis, depending 
on contraction of the muscles or ligaments, or on contracting scars, may 
be completely removed by rubbing in suppling ointments, by relaxing 
baths, steam, and the like, with the simultaneous use of apparatus (1), 
which gradually straighten the joint. In the more severe forms of con- 
traction little or nothing is effected in this way ; in such cases, violent and 
sudden extension; gradual extension with an apparatus, the tendons 
having been previously divided; or, sudden and violent extension soon 
after cutting through the tendons, have been proposed and practised. The 
first mode of treatment (LouvriER’S) is objectionable (2) ; the extension, 
by apparatus, after division of the tendons is generally tedious, must be 
very long continued, often produces considerable pain, and frequently 
meets with invincible obstacles ; with it, however, no dangerous symptoms 
are to be feared. The violent extension after division of the tendons will 
considerably shorten the cure (DrEFFENBACH). This mode of treatment 

(2) On the Treatment of Anchylosis by the (b) Ueber die Durchschneidung der Sehnen und 


Formation of Artificial Joints; in North American Muskeln, p. 249. 
Med. and Surg. Journal, vol. iii. p. 279. 1827. 
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especially applies to the false anchylosis of the knee; it may, however, be 
employed in other joints. 

(1) Of the various apparatus for extending the knee-joint (StromEYER, Duvat, 
Bouvier, and others) I think Srrerrer’s the most preferable. ; 

(2) According to Brrarp, (a) of twenty-two cases of false anchylosis, treated by 
Louvrier’s method, three were fatal, on account of the severity of the violence ;in neither 
was a well-formed joint produced; in the greater number there was dislocation of 
the knee backwards, and always renewed though slight contraction. 


1572. In contractions of the knee-joint the patient is laid on his belly, 
that the crooked knee may project beyond the edge of the table. The 
tendons, having been rendered very tort by violently pulling the leg, are 
cut through beneath the skin, and the limb bent so strongly that the heel 
shall touch the buttock. It is then again forcibly extended, and again 
flexed, and this backward and forward motion is continued till the limb is 
straightened. Sometimes there is a loud crack, from the false connexions 
being thus torn through. In grown persons it often requires the united 
strength of three or four men, to break the knee-joint perfectly straight. 
Even in a case of true anchylosis, consequent on a penetrating wound of 
the joint, and its resulting suppuration, the breaking through of the 
united knee-joint, and the straightening of the limb, is required (Drer- 
FENBACH.) Immediately after the extension of the limb is effected, the 
knee-joint should be covered with pads, enveloped in a flannel roller, laid 
upon a padded hollow splint, and the splint and limb fastened together 
with a second flannel bandage. On reapplying the apparatus, the limb must 
be carefully cleansed, and in replacing it, much local pressure must be 
avoided, or slough of the skin will quickly ensue. After completion of 
the cure, the straight stiff joint must be carefully bathed and rubbed with 
suet. In many instances, if the joint again become flexible, the patient 
may be able to walk without halting (DiEFFENBACH. ) 

1573. Very severe symptoms may result from this violent extension of 
the limb, great inflammation, with its consequences may ensue, so as to 
render amputation necessary, and may even cause death. These emergencies, 
as well as the more or less favourable result of the operation rests, inde- 
pendent of the constitution of the patient, especially on the changes which 
have occurred in the joint itself and in the neighbouring parts. In con- 
tractions already long existing, and accompanied with great alteration of 
the joint, there is always a dislocation of the leg upon the thigh, from 
within outwards, or from without inwards; the shin-bone often gets under 
the thigh-bone, so that the foot is shortened, the knee-cap very prominent, 
and the ham less hollow; the condyle of the thigh-bone is often curved 
backwards, the whole limb wasted and atrophic. In such cases little 
violence is needed to dislocate the leg backwards. Even when by such 
alteration of the joint, the straight posture is effected, it has a most im- 
perfect result, as the joint always remains more or less bent, the leg more 
or less placed behind the thigh, and the patient is only able to go ona crutch. 
In long-continued contraction of the knee-joint, the popliteal artery may be 
so considerably shortened, that extension of the limb cannot be effected 
without tearing it. (Cuassaranac.) The splint-bone may be also so fast 
connected with one or other condyle of the thigh, or may be so thrust in 
between the shin- and thigh-bone, as to render the straightening of the 
limb impossible. If the contraction of the joint be only consequent on a 


(a) Gazette Médicale de Paris, vol. ix. p. 324. Paris, 1841. 
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change of the surrounding parts, the result of the operation will be more 
favourable, as the joint will resume its natural form, power, and motion. 
In this case the joint is always more movable in the flexing direction. 
Great crookedness of ‘the knee-joint often cannot be rendered straight 
after cutting the tendons; it will always crook again. The cause is, in 
this case, in the shortness of the lateral ligaments, usually in the external 
one, which is stretched under the skin, and must be cut through be- 
neath it (a). 


Ill.—OF THE GROWING TOGETHER AND NARROWING OF THE 
NOSTRILS. 

1574. A complete closing up of the nostrils is more rare than their 
narrowing, and is commonly the result of ulceration and burns; it is 
rarely congenital. In slight narrowing, the malformation is inconsider- 
able, and usually requires no assistance. In more considerable narrowing, 
or growing together, the breathing is affected, especially at night, and the 
speech also. ‘The connexion may be either at the edges of the nostrils, or 
the wings of the nose may adhere to its septwm, and the growing together 
may extend more or less into its cavities. By the projection of the air in 
blowing through the nose, with the nostrils still open, the extent of the 
connexion may perhaps be ascertained. 

1575. When the nostrils are merely narrowed, after an assistant has 
fixed the patient’s head, a director is to be introduced into the nostril, and 
upon it a narrow straight bistoury, with which the narrowed part is to be 
cut through according to the form and direction of the nostril, which is 
thus widened. If the nostril be closed by a mere skin, this must be 
pierced with a bistoury, and its edges, having been taken hold of with 
forceps, raised and cut off. If the nostril be completely grown together, 
the bistoury must be thrust in the direction where the cavity should be, 
till it reach it, and being then withdrawn, and a director introduced, 
the bistoury is to be carried in upon it, and the connexion divided, as 
above described. This operation is always more doubtful, and its conse- 
quences less certain, the higher the connexion extends. . 

1576. After the division, the natural calibre of the nostril must be pre- 
served by dressing, which is managed by introducing plugs of lint, or a 
quill wrapped with lint, by gum-elastic tubes, or Bensamrn BE tv's little 
tubes () smeared with lead ointment, and kept in position by a bandage 
round the head. The dressing must be renewed daily, all foreign matters 
removed, the nose cleaned, and after injection of lead wash, reapplied. If 
the introduced hard substances produce much irritation, plugs of lint must 
be used instead. This treatment must be continued till the opening of the 
nostril be completely skinned over, and even still longer, if we desire to 
avoid all disposition to a recurrence of the growing together or narrow- 
ing. When such disposition is noticed, it must be opposed by the use of 
expanders, sponge-tent, and the like. 

On account of the great disposition to repeated closure, the operation must never be 


undertaken whilst the plasticity is still very active. When the narrowing of the nostril 
depends on unnatural formation of the bones, no expansion can be effected. 


(a) Puruurrs, Cu., De la Tenotomie souscutanee, &c., p. 114. Paris, 1841. 8vo. 
(b) System of Surgery, vol. iv. p. 83. 1786, 
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IV. OF UNNATURAL ADHERENCE OF THE TONGUE. 
PETIT ; in Mémoires de l’Académie des Sciences. 1742. 
Louts, Sur les Tumeurs Sublinguales ; in Mém. de I’Acad, de Chir., vol. v. p. 410. 
OrHME, De Morbis recens-natorum chirurgicis. Lipsise, 1773. 
Lane, De Frenulo lingue, ejusque incisione. Jens, 1785. 


1577. An unnatural adherence of the tongue, by which sucking, the 
movements of the tongue, and proper articulation of the voice, are more 
or less prevented, may depend, first, on a tough, fleshy swelling of a 
brownish colour, and often nearly of the same size with the tongue, 
beneath which it lies; second, on the tongue-string (frenulum,) which 
either extends to the tip of the tongue, or is too short, (tongue-tied of 
common language, J. F. s.); third, on membranous connexions of the 
tongue on one or both sides ; fourth, on union of the under surface of the 
tongue with the corresponding surface of the mouth. 

The diagnosis of these conditions rests on examination. In children, 
by holding the nose, the mouth is made to open, and then with two fingers 
the tongue is raised and pressed towards the palate and sides. The exami- 
nation is more necessary, as in many cases, the inability of children to suck 
from their mother and wet-nurse is ascribed to the tying of the tongue, 
whilst it really depends on other causes. 

1578. When by this unnatural attachment of the tongue, sucking is 
prevented, or at a later period the speech is interfered with, the tongue 
must be set loose that it may enjoy free motion. 

1579. In cases where the above-mentioned tumour is observed under 
the tongue, speedy assistance is always needed, which consists in cutting 
into the swelling. An assistant holds the child’s nose, forcibly lifts up 
the tongue with the thumb and forefinger of the left hand, with its palm 
upwards, by which the fleshy mass is made more tense, and then it is cut 
into with a pair of blunt-pointed scissors. The wound generally heals in 
a few days, the spittle and milk render any topical application useless, 
and it is necessary to move the finger under the tongue frequently during 
the day, in order to prevent the reunion. In some cases it is advisable to 
scarify the tumour with a lancet, to diminish its size and give the tongue 
free motion. If the ranine artery or vein be wounded, it must be treated 
as already mentioned. 

1580. The division of the tongue-string either when too short, or when 
reaching the tip of the organ, must be effected after properly raising the 
tongue, as in the former case, with the two fingers of the left hand, 
or with a spatula having a cleft in it for receiving the tongue-string, 
and rendering it tense, by Scumirr’s tongue-scissors, which, with their 
convexity upwards, are carried to the frenulum and cut through it, at a 
stroke, to the necessary extent. In doing this the scissors are directed as 
low as possible, towards the bottom of the mouth, to avoid injuring the 
ranine artery. 

The instruments referred to are Petrr’s spatula, with a snap-knife (a). BEng. 
BELUL’s scissors (6). ScHMITT’s scissors beds 

1581. When the tongue unites with the corresponding surface of the 
mouth, the child’s mouth must be kept open by means of a piece of cork 
thrust between the jaws, and the tip of the tongue being raised with the 

Ce “heetdemey a, ae aM haga: , (©) Loper’s Journal, vol. iv, part ii. pl. v. f. 
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fore and middle fingers of the left hand, the tongue must be set free with 
a curved bistoury to its proper extent. 


[Occasionally, though not, I believe, very often, after severe sloughing of the mem- 
brane of the mouth, mostly after the use of mercury, the tongue contracts adhesion with 
the cheek. I have recently had one such case under my care, the only one I have seen, 
in which the side of the tongue was attached to the extent of half an inch. I applied 
a ligature around the band, which separated in three or four days, and set the tongue 
free. I preferred the ligature to snipping it through, lest. there might be trouble from 
after-bleeding.—J. F. S.] 


1582. The accidents which may occur after separating the tongue in 
the above cases are bleeding, and when the tongue has been divided to a 
great extent there is danger of suffocation. Attempts to stop bleeding 
of the wounded ranine artery must be made with little bundles of lint, 
moistened in styptics, THEDEN’s arquebusade, or a solution of alum, which 
should be pressed against it with the finger ; or the actual cautery may be 
applied to the bleeding part, which in all cases is preferable to the com- 
pressors of Perit, Jourparn, and Lamre. Bleeding may also be pro- 
duced by the child sucking his tongue; in which case the blood will be 
swallowed. Care must, therefore, be taken for the first few days, that 
when he awake he be laid on his breast. 

If there be danger of suffocation by the tongue turning backwards, it 
must be brought forward with the finger in the mouth, put in its place, 
and there kept by means of a thick pad put upon the tongue, and fastened 
by a bandage carried round the lower jaw; this must be removed as often 
as the child needs to drink (a). 

1583. The membranous connexion of the tongue with the correspond- 
ing part of the gums, fixes the tongue either equally on both sides, or it 
is drawn to one or other side, according as it is unequally attached, or 
upon oneside. The division of this connexion is always easily effected with 
the scissors. 


V.—OF GROWING TOGETHER OF THE GUMS AND. CHEEKS. 


1584. The growing together of the gums with the cheeks is mostly con- 
sequent on inflammation and excoriation, the violent use of mercury, and 
the severe salivation following it, if the lips and cheeks be quiet. It may 
be of greater or less extent, by which chewing and speech are more or less 
hindered. It may be prevented in the above instances by frequently cleans- 
ing and injecting the mouth, by pencilling it with mucilaginous fluids, by the 
introduction of pieces of soft linen, by frequent movements of the parts, 
and introduction of the fingers ; and, by the same means, an already formed 
agglutination may be got rid of. If the connexion be firmer it must be 
divided with a bistoury, and prevented reuniting. 


VI—OF NARROWING AND CLOSURE OF THE MOUTH. 

Drerrensacu, Erfahrungen iiber die Wiederherstellung zerstorter Theile, u.s. w., 
sect. iii. p. 65. 

Rost, G., Diss. de chilo- et stomatoplastice. Berol., 1836. 

BaumGarTEN, Diss. de chiloplastice et stomatopoesi. Lips., 1837. 

Zeis, Handbuch der plastichen Chirurgie, p. 435. 

1585. Complete closure of the mouth as a vice of the first formation, is 
very rare, and mostly accompanied with other vicious formations. A 

(a) PETIT. 
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small opening must be first made in one or other corner of the mouth, 
whilst lifted up with the forceps ; a director is then introduced, and upon 
it the closed membrane must be divided. 

1586. Narrowing of the mouth frequently happens in consequence of 
large scars after the operation for cancer of the lip, or after any other 
wound with great loss of substance ; usually, however, the mouth expands 
and the lips and cheeks retaining their extensibility, gradually allow its 
return to the ordinary form. But when there is a hard callous state of 
scar with simultaneous great loss of substance, and growing together of 
the membrane of the lips and cheeks with the gums, as after burns, 
destroying ulcers in herpes rodens, but especially after excessive and ill- 
employed use of mercury and the like, then such enlargement of the 
mouth will not follow, and three degrees of deformity may be distin- 
guished ; first, narrowing of the mouth from growing together of the 
internal surface of the cheeks and lips with the jaws, in which the exter- 
nal lips are unconcerned ;_ second, the growing together of the mouth, and 
the conversion of the cleft of the mouth into a small round hole; third, 
destruction of the external lips with great loss of substance to a wide 
extent, so that the teeth are exposed, and the jaws cannot be separated 
from each other (DizFrrenBAcu.) The inconvenience is various, accord- 
ing to the degree of narrowing; the introduction of food and chewing, is 
more or less difficult; the patient often can take only liquids with 
trouble; the nourishment fails, tartar collects on the teeth; the smell of 
the breath is very offensive, and the like. 

1587. Widening of the mouth by cutting at both corners, as formerly 
advised, is useless, as the cut always again unites, and the deformity is 
worse. ‘The treatment must vary according to the several degrees of nar- 
rowing and destruction of the lips. 

1588. If the lips, otherwise unhurt, be connected by thread-like 
adhesions to the jaw, that part of the lip where the union is greatest, must 
be strongly drawn down, the tough sear divided, and the adhesions 
throughout their whole extent properly removed with the knife or scissors, 
as far as possible, to allow the lower jaw to be depressed, The mouth is 
then to be well washed with cold water, and frequently widely opened, 
and the cure usually soon follows. But if the entire surfaces be grown 
together, a corresponding portion of the sound membrane of the mouth 
must be separated to the thickness of common paste-board, applied over 
that part of the cheek opposite the meeting of the teeth, and fastened with 
the interrupted suture, so as to prevent the reunion of the wounded sur- 
face by the mucous membrane spread over it, When in these cases 
the breadth of the lips is narrowed by previous ulceration and pro- 
portionally shrivelled, no advantage will be derived by this operation, 
as they will always remain attached to the jaws. The enlargement 
of the aperture of the mouth must also be effected in the way above 
mentioned. 

1589. In considerable narrowing of the mouth from its growing to- 
gether and firm scarring, which mostly affects one or other corner of the 
mouth, or even both, DirrrenBacu’s (a) and WERNECK’s (6) modes 


(a) Rust’s Magazin, vol xxv. p. 383, and work Mundhaut; in von Grarre und Watruer’s 
above cited, p. 44, { : Journal, vol. iv. p. 202. His mode of treatment is 

(b) Ueber die kiinstliche Mundwinkel- und similar to DieFFENBACcH’s, but published subse- 
Lippenbildung durch blutige Umschlagung der quently. 
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of treatment are the best. <A thick strip of the entire soft parts, down to 
the mucous membrane, which must be left uninjured, is to be cut from the 
mouth at one or both sides; for which purpose, the pointed blade of a 
pair of sharp scissors thrust into the corner of the mouth is carried to 
some extent between the soft parts of the cheek and the mucous mem- 
brane, and the cheek cut through to the part where the angle of the mouth 
is to be formed. From the lower corner of the mouth, a cut parallel to 
the former is connected by a short circular cut. The piece of skin thus 
circumscribed, is now to be completely separated from the mucous mem- 
brane, and afterwards the other side similarly treated. When the bleeding 
is stanched, the lower jaw must be much depressed, by which the exposed 
mucous membrane will be considerably stretched, and must then be 
separated for a few lines from the membrane of the cheek, and divided 
in the middle, but not so far as the corner of the mouth. After stanching 
the blood and closing the wound, the mucous membrane must be drawn 
out over its edges, and the edges of the membrane connected around with 
fine needles and the twisted suture. The mucous membrane folds op- 
posite the middle of the lip which has not been, disturbed. The part 
of the mucous membrane not cut through should be well drawn out at 
the corners. 


The bloodless expansion of the mouth with sponge-tent, and the like, is useless. 
Horizontal cuts on either side, as formerly recommended for widening the mouth, are 
unavailing, inasmuch as they always re-unite, and the person’s condition is worse. 
The practice of Kritger-HANnsEN (a), who, after RupTorFFER’s statement in reference 
to united fingers, (par. 1555,) made an opening with a trocar into a mouth half closed 
by a callous scar, at the point where its boundary was to be fixed, in which he allowed 
a leaden thread to remain till the part had skinned over, after which the remaining cut 
was made, is tedious, uncertain, and produces a callous aperture for the mouth. 

1590. If with narrowing of the mouth there be such loss of substance in 
the lips, that the teeth are exposed, and the jaws cannot be separated from 
each other, and in which often the small opening of the mouth is dragged 
upon the cheek, the deformity can be only somewhat improved, and the 
patient’s condition alleviated, after careful examination of the peculiarity 
of the case, by cutting out the hard scar, loosening the attachment to the 
jaws, drawing over the skin, and the like. 

Compare also an interesting case of a similar operation of DrerrENBACH’s (6). 


— 


VIIL—OF NARROWING OF THE GESOPHAGUS. 


BLEULAND, Observationes anatomico-medice de sana et morbosa Césophagi structura. 
Lugd. Batav., 1769. 


Von Geouns, M., in Verhandelingen uytgegeeven door Holl. Maatschappy der Wetens- 
chappen, vol. xi. Haarlem, 1769. 


Kunze, A. G., Commentatio pathologica de Dysphagia. Lips., 1820. 


Homer, Everarp, Practical Observations on the Treatment of Strictures in the 
Uretha and Esophagus, vol. i.p. 536. London, 1805; Third Edition, vol. i. p. 395; 
Second Edition, London, 1821. 


Fiercuer, Ropert, Medico-Chirurgical Notes and Illustrations on some dangerous 
affections of the Throat; on Strictures of the Gisophagus, &c. London, 1831. 4to. 


MonpierE; in Archives générales de Médecine, vol. xxv. p. 58. 1831. 
Appt, Dissert. de Stricturis Gisophagi. Heidelberge, 1842. 


Cue tus, Ueber die Behandlung der Stricturen des Hsophagus; in Heidelberg. Medic. 
Annal., vol. i. pt. il. 


(a) von GRAEFE und WaAtTHER’s Journal, vol. iv. p. 543. (b) Erfahrungen, sect. iii. p. 110. 
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1591. Narrowing of the esophagus may be produced by various causes ; 
by scars after wounds or burns ( par. 474); by the swelling up of its walls 
consequent on chronic inflammation of its internal coat; by scirrhous or 
callous hardening ; by fungous, polypous, or warty growths ; by a varicose 
condition of the vessels; by tumours, especially swellings of the glands 
which compress the wsophagus ; and by spasm. 


HoEDERER (a) observed an wsophagus with a blind end in a monster. The same was 
also seen in a full-grown and otherwise well-formed child (6). 


1592. The consequence of narrowing of the esophagus is more or less in- 
terfence with swallowing ; the symptoms, however, vary according to the 
kind and seat of the narrowing. 

1593. In simple (membranous) stricture, which, resembling a fold of 
the internal membrane of the wsophagus, occupies only a smal] extent, 
and is usually situated at the upper part of the tube, opposite the cricoid 
cartilage, the patient first feels, at one particular spot, a slight difficulty 
in swallowing solid food, and, when the food passes over the part, often a 
shivering in the back. This difficulty continues a longer or shorter time, 
diminishes or ceases, and reappears without any particular cause, or after 
a chilliness, mental emotion, and the like. ‘The disease may thus long 
continue getting better and worse. LEarlier or later, the difficulty in swal- 
lowing becomes greater, large pieces of food will be retained at that 
particular part of the wsophagus, in consequence of which, symptoms of 
choking, with the sensation of a violent, spasmodic contraction of the neck, 
cough, and great straining are produced, by which the food, frequently 
with an audible grating noise, passes over the obstacle, or by the contrac- 
tion of the walls of the wsophagus, and the straining of the patient, is 
returned to the mouth, and thrown out. ‘The difficulty in swallowing is 
now constant, and increases more slowly or quickly, so that the patient 
can swallow less and less food, with the above-mentioned symptoms; at 
last can swallow it no longer, and is reduced to the use of thin broths and 
fluids, in the swallowing of which even, the same symptoms come on. 
Even when the difficulty in swallowing is constant, there is often, from 
time to time, a little improvement, for which, however, as well as for the 
subsequent aggravation, no reason can be assigned, if accompanying spas- 
modic affection be not assumed. With the increased difficulty of swallow- 
ing, the patient’s nourishment is affected ; he wastes to the most extreme 
degree, and is starved to death. In this form of stricture of the esophagus, 
there is, however, no further appearance of any specific morbid reaction. 

1594. The change by which the internal membrane of the ewsophagus 
causes this narrowing, in which it forms a fold-like projection, capable of 
contracting itself to the smallest aperture, generally depends on an in- 
flammatory condition of the mucous membrane of the esophagus; fre- 
quently, however, no decided cause can be found ; oftentimes it occurs after 
a cold. At the beginning, the disease, on account of its getting alternately 
better and worse, is thought to be a spasmodic affection ; it is, however, pro- 
bable that a spasmodic affection may pass into permanent stricture. This 
form of narrowing of the @sophagus occurs more frequently in mid-life, 
and, according to my experience, more frequently in women than in men ; 
I have, however, noticed it in persons of fifty or sixty years of age. 


Home (c) has given a beautiful engraving of a membranous stricture. 


in (a) Commentar. Societ, Goetting., vol. iv. 
(b) Harvess, Rheinisch. Jahrbiichern der Med. und Chir., vol. i. pt. 2. (c) Above cited, p. 422. 
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1595. The callous narrowing of the esophagus mostly consists of a 
circular thickening of the walls of the tube, at a particular spot ; it may, 
however, be variously spread, often only one or other wall of the eso- 
phagus is affected to a different extent. It is generally, from the first, 
accompanied with great inconvenience ; the food, at the moment of swal- 
lowing, causes violent pain, mostly between the shoulder-blades; it is 
thrown up, and commonly also with it a morbidly large quantity of tough 
mucus, secreted from the almost entirely closed breathing passages. The 
patient assists himself by throwing himself back, stretching out his neck, 
and similar movements, in order to carry the food over the seat of narrow- 
ing; oftentimes the food passes on with a noise and cessation of pain ; 
afterwards every portion of food is returned, with a gurgling noise and 
violent cough. This disease also for a time yields, and usually makes slow 
progress; I have, however, seen in one case the patient starved to death 
in three months, and on examination a circular, regularly callous thicken- 
ing of the walls of the esophagus was found at its upper part, and 
gradually lost itself both above and below. 

1596. In seirrhous hardening of the walls of the esophagus, which 
otherwise in its symptoms has great resemblance to the callous condition, 
and is generally situated at the lower part of the wsophagus, and even at 
the cardia, the difficulty in swallowing usually increases slowly, and the 
patient has also a dull, weighty, dragging, and often very painful sensa- 
tion at the part, especially opposite the spine, which diminishes on lying 
down. 

1597. The symptoms and accidents in this stricture of the esophagus, 
are especially different in reference to its seat and extent, and particularly 
as regards the condition of the wsophagus above the stricture; as when, 
as is frequently the case, it is considerably expanded, the food that is 
swallowed, collects in great quantity, and is only afterwards thrown up. 

The expansion of the walls of the wsophagus is either of the whole of the canal, or 
only, partial, and depends on the protrusion of the internal coat between the separated 
fibres of the muscular coat, so that a sac of various size is formed (_Diverticulum, Hernia 
(sophagi, GEsophagus succenturiatus, &c.) This partial expansion occurs also fre- 
quently without any narrowing of the esophagus; at least, I have never observed it 
with, but twice without stricture. It depends on the excessive expansion or tearing of 
some muscular fibres in the swallowing, and sticking of large, hard pieces of food, and 
the like. The food gets into this sac, expands it still more, and sooner or later, without 
any straining, is thrown up into the mouth. Whilst eating, the patient, when this sac is 


full and at the upper part of the esophagus, must, as I have witnessed, empty it, from 
time to time, by pressure with the fingers, so that he may be able to swallow better. 


1598. In the scirrhous and callous, cartilaginous and bony, narrowing of 
the esophagus, which occurs, specially after the abuse of spirituous liquors, 
from the habit of eating and drinking very hot things, from the suppression 
of the ordinary discharges, from the venereal disease and alike, generally 
in advanced age, and in men, ulceration comes on at the later period, by 
which part of the stricture is destroyed, and symptoms of hectic con- 
sumption ensue. When these strictures are of long continuance, the ulce- 
ration always begins on the side next the stomach, which must be attributed 
indeed to the frequent efforts to vomit, by which the walls of the esophagus 
below the stricture are deprived of their natural activity and natural 
moisture. The ulceration is usually seated on the hind wall of the 
esophagus next the spine, and not unfrequently attacks the bones ; it may, 
however, destroy the front wall and the corresponding part of the trachea 
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or bronchi, and a communication may be produced between them, in which 
case most violent cough, choking on every attempt to swallow, and 
hemorrhage are produced. 

I have seen one case of callous stricture in a man sixty-three years old, in which there 
was a communication between the right bronchus and the ewsophagus. MEYER (a) 
relates an instance of strictured esophagus with a communication between the left 
bronchus and the esophagus. GENDRIN (b) communicates two cases of narrowing of the 
esophagus at the region of the cricoid cartilage, in which there was also a fistulous 
orifice into the trachea, and cough in swallowing, vomiting fluids, speaking through the 
nose in consequence of the changed direction given to the air. 


1599. In narrowing of the esophagus from fungous growths, fluids 
usually pass with more difficulty than solids ; if the food be again thrown 
up, it is usually mixed with bloody mucus, and membranous fibres, which 
even on examination with the sound, present a yielding obstacle and become 
attached to it. : 

1600. The compression of the esophagus by swellings of any kind in its 
neighbourhood, can be ascertained by careful examination of the neck ; 
the difficulty of swallowing corsesponds with the growth of these tumours, 
an cesophagus sound will pass more readily in this disease than in stricture. 
If such swellings be seated in the chest, the diagnosis is also more 
doubtful. 

See also in Kunze (c) the different observations on these swellings. 

Here also belongs the so-called Dysphagia lusoria depending on the unnatural course 
of the subclavian artery by which the esophagus is compressed. Bayrorp (d) first 
described it under this name, and his observations have been confirmed by others. 
(RicuTer (e), VALENTIN (f), AUTENRIETH) (g). By some this cause of Dysphagia 
is denied, (FLEISCHMANN (i), RupoLput,) because the unnatural course of the sub- 
clavian artery has been noticed without this disease; and this notion is settled by 
ScHONLEIN, as the origin of the dysphagy in this unnatural course of the subclavian 
artery depends on whether the artery pass before the trachea, between it and the 
esophagus, or between it and the spinal column, in which latter case the disease must 
take place. The inconvenience first appears at the period of puberty, or on the sup- 
pression of menstruation, when the congestion towards the chest is greater. The 
symptoms are, violent palpitation and danger of suffocation on every attempt to swallow, 
accompanied with tremulous intermitting, and specially weak pulse in the right hand : 
the right arm is also shrunk and weaker; twisting movements of the neck frequently 
cause pain; all the inconvenience is in swallowing alone, and even then often only 
periodical. 

1601. The spasmodic stricture of the cesophagus is usually seated more 
at the lower part towards the stomach, and is accompanied with the sensa- 
tion of the tying together a fast-fixed substance ; sometimes the organs of 
swallowing and the muscles of the neck are in spasmodic tension; the evil 
is increased by cold drinks, and diminished by hot ones. It is accom- 
panied with spasmodic symptoms in other organs, qualmishness, vomitings, 
cough, secretion of a watery mucus, not unfrequently symptoms of suffoca- 
tion, loss of speech, and the like. The spasm frequently intermits; this 
affection may, however, continue for a long while, which renders the 
diagnosis difficult ; and also that, probably, during this long continuance, 
membranous stricture (par. 1594) will be produced. If spasm be added 
to organic stricture, the symptoms will be quickly increased. 


(a) Med. Vereinszeitung fir Preussen, 1836, (d) Memoirs of the Medical Society of London» 
No. 27. vol. ii. p. 251. 

(b) Journal des Connaissances Medico-Chirurgi- e) Chirurgische Bibliothek, vol. x. p. 365. 
cales, Nov., 1837. See also Scumip1’s Jahrbiicher, ¢ Ff) Journal de Médecine, Chirurgie, et Phar- 
vol. xxii. 1839; Oestr. medicin. Jahrbiicher, vol. macie. 

xxvii. pt. 2. (g) Pfleiderer (Pres. AurENRIETH) Dissert. de 

(c) Above cited. Dysphagia lusoria. Tubing., 1806. 


(h) Neue Schriften der Erlanger phys. med. Gesellsch., vol. iis 
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There is a difficulty in swallowing, which may amount to the greatest degree of 
dysphagy, dependent on a chronic inflammatory, and consequent spasmodic affection 
of the upper part of the pharynx, and which, on account of its usual connexion with 
impetiginous diseases, and the peculiar change of the mucous membrane of the pharynz, 
Ihave distinguished as Angina impetiginosa. This disease develops itself without any 
decided cause, and after a catarrhal affection of the throat. The difficulty in swallowing 
inereases gradually to a very great degree, so that it is often quite impossible for the 
patient to swallow, and the smallest portion of food or drink is thrown up, with which 
there are also spasmodic contractions in the throat, and difficulty of breathing. It is 
a peculiarity in this complaint, that it is more difficult to get down fluids, than more 
consistent mucilaginous substances; there is often such dread of fluids, that when 
brought to the mouth there is the most violent spasm of the glottis, so that every 
attempt to swallow is impossible. If the throat be examined by proper compression 
of the tongue, the hind wall of the pharynx is found to be especially changed ; the 
mucous membrane has a net-like or latticed appearance, and between the paler streaks 
are perceived a few light red island-shaped elevations. The redness is very indistinct, 
rather pale, and inclining to yellow; at several parts there is a sort of papular and 
phlyctenous formation. The patient complains usually, besides the difficulty in swallow- 
ing, of a burning or stabbing pain at some one part of the throat; he has often the sen- 
sation as if several little knots or bladders had formed and burst, after which a wound, 
very sensitive to the touch, remains for some time. These sensations, as well as their 
places, alternate irregularly. The patient } as frequently the sensation of a circular con- 
traction at the upper part of the wsophagus. I have noticed this disease in young and old 
persons, and always perceived a certain disposition to previous, though inconsiderable 
chronic affection of the skin. The resemblance of the symptoms may mislead to the 
presumption of an organic stricture, and many patients in this condition have been sent 
to me by distinguished practitioners ; but an examination, with the esophageal sound is, 
on account of the excessive sensibility of the throat, impossible, and the alternation of 
the symptoms, and especially the peculiar appearance of the back of the pharynx, can 
alone determine the diagnosis. The treatment is one of the most difficult questions. Jn 
a young man the disease had withstood, for many years, the most different and severe 
remedies, both internal and external, employed by several practitioners; at last he sub- 
mitted to mine; but, up to the present time, the observations I have made point out no 
definite rule. Close consideration of all the previous circumstances, and constitutional 
relations, must lead the practitioner in the treatment, which requires equal perseverance 
on the part of both him and the patient. In one instance, repeatedly touching the hack 
of the pharynx with lunar caustic seemed effective. To a certain extent this condition 
may be compared with the spasmodic contractions of the sphincter, in fissura ant. 

1602. The prognosis, in stricture of the wsophagus, depends on the 
kind and seat of that affection. ‘The simple, membranous stricture 
admits a favourable prognosis, and may be completely got rid of by 
proper treatment. Callous and scirrhous stricture rarely allows any 
check to its development, and, when once existing, its alleviation is 
scarcely possible, and still less its cure. Spasmodic stricture may mostly 
be got rid of by proper treatment ; the disease however often recurs, is 
frequently very stubborn, and may run into organic stricture. In swell- 
ings which compress the wsophagus, the prognosis depends on their nature 
and seat. 

[Asriey Cooper (a)- mentions a case in which, during stricture of the wsophagus, 
an aperture was made from it outwards by ulceration; the patient was kept alive some 
time by administering food through an elastic catheter.—J. F. 8. ] 

1603. In those cases in which the alteration of the mucous membrane 
of the wsophagus depends on chronic inflammation, a strict attention to 
the mode of living accompanied at first with antiphlogistic treatment, 
repeated leeching, the continued internal use of hydrochlorate of am- 
monia, of hemlock, of mercury, of iodide of potash, with simultaneous 
derivation by issues, tartar emetic ointment, setons, and the like, together 
with carefully-regulated living, are required. The progress of the stric- 
ture is, however, rarely checked by these means; and its existence may be 


(a) MS. Lectures. 
VOL. II. xe 


322 TREATMENT OF 


ascertained, in addition to the symptoms described, by the introduction of 
a sound, in the way presently to be described, which finds a distinct obstruc- 
tion, and is stopped at the seat of stricture. 

1604. The introduction of an cesophageal sound is the most simple 
remedy to get rid of an existent narrowing, by gradual extension. This 
treatment in membranous stricture ensures a satisfactory result; in callous 
and scirrhous stricture it is never, according to my experience, to be 
relied on. The introduction of the sound has frequently only the pallia- 
tive effect of prolonging the patient’s life, by the passage of food into the 
stomach. In such cases, however, the irritation of the sound may, with- 
out delay, drive on the stricture into malignant degeneration and ulceration. 

1605. The introduction of a sound into the a@sophagus must be con- 
ducted with the greatest care and delicacy, or otherwise injury to the walls 
of the wsophagus, false passages, and hastening the miserable end of the 
disease will be produced. The following is the best mode of proceed- 
ing. The patient sits upon a chair, his head moderately thrown back, 
and held by an assistant, his mouth wide open, and tongue a little pro- 
truded (1). The cesophageal sound provided with a leaden stilette, oiled, 
and a little curved at its tip, is then introduced into the gullet, and gently 
pushed onwards. When it has reached the seat of stricture, care must be 
taken, and an attempt made, by gentle pressure, to overcome the obstacle, 
over which it usually slips with a jerk and can then be passed still farther. 
If it be impossible to get through the stricture with the sound, a thinner 
one must be chosen and used in the same way. In some cases of great 
narrowing, I could only succeed, after several fruitless attempts with the 
thinnest cesophageal sound, in passing through the stricture with a mode- 
rate-sized urethral sound. The instrument thus introduced, and the stilette 
withdrawn, must be allowed to remain as long as the patient can, without 
much inconvenience, bear it, which at first will not exeeed five minutes. 
In general, the swallowing after this first introduction of the sound, very 
small though it be, will be remarkably improved. The sound should be 
passed daily in this manner, and allowed to remain a little longer, so that 
the parts may become accustomed to the irritation, and then by degrees a 
thicker sound may be used. 


The introduction of the sound through the nostril is improper, much more pain- 
ful to the patient, and, if it be thick, impossible ; by this mode also the instrument 
more frequently slips into the windpipe, than in passing it by the mouth, This is 
proved by the violent disposition to cough, by the expulsion of the air with the sound, 
and the impossibility of speaking; it is right, however, to observe that frequently the 
disposition to cough, although the sound be thrust into the windpipe, is not so great ; 
and that by the choking, when the sound is in the esophagus, the air may be forced up 
from the stomach with a hissing noise. 

The introduction of the sound, provided with a leaden stilette, if the instrument 
require passing to a great depth, has the advantage of giving to it every desirable and 
suitable curve. The sound can be introduced with the greatest safety, without inter- 
fering with the curve of the leaden stilette and is rendered more steady than without 
it. In very narrow strictures, in which the thinnest sound will not penetrate, it is 
better to employ the thinner urethral sounds than that the obstacle should be overcome. 
with violence, as Boyer (a) did in one case, in which he employed a silver catheter, 
passing it through the mouth, and, having passed the obstacle, then introduced an elastic 
sound, the end of which he carried by the assistance of BELLocq’s tube into the nostril. 
Any great force used in introducing an cesophageal sound endangers tearing the walls of 
the wsophagus. 1 knew one instance abroad, in which the sound penetrated the hind 
wall of the esophagus above the stricture, proceeded some distance between it and the 
spine, and below again entered the wsophaqus, as proved by dissection. In difficult cases, 

(a) RicuERANpD, Nosographie Chirurgicale, vol. iii. p. 262. Third Edition. 
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a sound, made of modeller’s wax, may be employed, with which slight pressure may be 
made against the stricture, and an impression of it obtained as I have sometimes 
observed (2). . 

{(1) The practice here recommended, of protruding the tongue, preparatory to 
passing the sound or bougie, and which, I believe, was first recommended by Hom, is 
very objectionable, as in proportion must the epiylottis be raised, and greater facility for 
the entrance of the instrument into the windpipe afforded. Moreover, it is quite need- 
less, as the passage into the beginning of the wsophagus is rendered easy by placing two 
fingers of the left hand upon the tongue, and pressing it into the bottom of the mouth, 
which readily exposes the whole cavity of the pharynx. 

(2) AstLtey Cooper (a) used to mention a case of this kind ; he had been called to 
a person with stricture of the esophagus, and had attempted to introduce an urethral 
bougie, but in vain. Another Surgeon was called, who passed an instrument, with 
readiness, as he said, and then injected some milk and wine through it. A swelling 
immediately arose at the upper end of the breastbone, and the patient cried out, “Oh! 
you burn me.” The same evening the man was dead. The instrument had been 
thrust through the esophagus into the anterior mediastinum, into which the fluids had 
ai as The preparation of the parts is in the Museum at St. Thomas’s Hospital. 
—J. F.8.] 


1606. If in this way much expansion of the stricture can be effected, 
and swallowing be in a corresponding degree improved, for the purpose of 
sustaining a continual cure, a sound with an olive-shaped dilator must be 
used, which after some days must be changed fora thicker, and, according 
to circumstances, for the thickest. In introducing a sound witha dilator, 
as in passing a common sound, care must be taken that the dilator be 
pushed gently through the seat of stricture, which is distinctly marked by 
the resistance. ‘The instrument is either moved up and down a few times 
through the stricture, or, when it is ascertained that its thick part is in the 
stricture, it may be left there for some time, and then drawn back. I 
have never observed that in thus doing the patient has suffered much in- 
convenience. ‘The sound with the dilator is generally borne as well as 
the common csophageal sound. When the swallowing has become 
perfect, the sound should not be given up, but passed once a week or 
fortnight, to counteract the disposition to narrowing again, which I 
have also endeavoured to prevent by introducing a seton in the neck for 
some time. 


This treatment has, in all cases of membranous stricture in which I have employed it, 
effected a permanent cure. The dilator is either made of ivory, slipped on the sound at 
some distance from its tip, and there fastened, or the sound itself is furnished with a 
bellying enlargement of caoutchoue at the same place. These dilators are of various 
thickness, up to an inch in diameter. The mere introduction of a common sound, up to 
the largest size, may relieve and improve the patient’s condition for some time, and may 
produce even complete freedom of swallowing ; but a permauent result is not thereby 
commonly produced ; earlier or later the disease recurs. 

The use of bougies, armed with lunar caustic, for the destruction of stricture of the 
esophagus (b) must be considered highly dangerous in every form of the disease. 
JAMESON (c), instead of the gradual violent extension of the stricture, employs an oval 
ivory dilator, which he uses either alone or with a sound, or with a sound armed with 
a bullet, passed three or four times through the stricture. 

FLETCHER (d) uses a metallic instrument, which either serves for tearing, or merely 
dilating the strictured esophagus. It is curved in front, consists of three close-lying 
branches, and, when the instrument is introduced into the stricture, they are separated 
by twisting the handle. The use of this instrument is, in my opinion, accompanied with 
great difficulty, and, in stricture deeply situated, it is not at all efficient. The introduction 
of a whalebone stem, commonly known asa probang, with a sponge (e) for the purpose 
of expanding the stricture, is not proper. 


(a) MS. Lectures. 


(b) Home, above cited. (e) GrEnpRIN, Du Cathéterisme curatif du Ré- 
(ce) Philadelphia Medical Recorder, Jan., 1825. trecissement de 1’(Esophage; in Journal des Con- 
(d) Above cited. naissances Médico-Chirurgicales. Nov., 1827. 
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1607. In membranous stricture, besides the above-described, no further 
treatment is necessary. In callous and scirrhous stricture, the previous 
mentioned (par. 1603) treatment, both internal and external, must be 
simultaneously employed. Spasmodic stricture requires the use of anti- 
spasmodic remedies, especially ipecacuanha in small doses, and the appli- 
cation of emp. belladon. around the neck. The introduction of the sound 
has often, in these cases, better effect than any other treatment. 

In Dysphagia lusoria, the congestion about the chest must be relieved by strict atten- 
tion to the mode of living, the blood must be diverted to the lower parts, suppressed men- 
struation restored, and the like. AUTENRIETH recommends also the frequent introduc-. 
tion of the cesophageal sound, for the purpose of relaxing the esophagus, and to lengthen 
and strengthen the cellular tissue connecting that tube to the arteries. 

1608. If the sound be used for the purpose of introducing strong broths, 
one should be employed which has a funnel-shaped horn mouthpiece. The 
sensation of warmth which the patient feels in the epigastric region is a 
proof that the fluid has entered the stomach. Previous to administering 
the fluid, attention should be paid to the symptoms described (par. 1605) 
as occurring on accidental introduction of the sound into the windpipe. 

The Dysphagia paralytica atonica, which occurs in old persons after apoplexy and 
nervous diseases, in which the patient cannot mention any decided obstacle, any pain, 
or tightness does not offer any opposition to the sound, and the breathing is not interfered 
with ; tough mucus is often spat up ; solid food and bits of bread usually pass better than 
fluids, sometimes better when swallowed slowly and in the upright posture; and fre- 
quently there is a greater or less degree of accompanying palsy of the tongue. . The 
introduction of the elastic sound is required when the patient cannot be sufficiently 
nourished. I have found gargles of tinct. rad. pyrethri especially useful, also blisters 
to the neck, and arnica. 
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1609. Closure of the Rectum (Imperforatio, Atresia Ani, Lat.; Ver- 
schliessung des Mastdarmes, Germ. ; Imperforation du Rectum, Fr.) is 
always a vice of the first formation; but Stricture (Strictura Ani, Lat.) 
Verengerung des Mastdarmes, Germ.; Reétrécissement du Rectum, Fr.) 
most usually arises subsequently, and is rarely congenital. 

1610. The congenital closure of the reetwm depends either on a simple 
membrane, which more or less resembles the general coverings or the 
intestinal membrane of the gut, and issituated either immediately at the anal 
aperture, or more or less high in its cavity ; or there is not a trace of anus, 
and the rectwm opens more or less high in a blind sac. Those cases of 
congenital malformation must be now also mentioned, in which the rectum 
opens into the urinary bladder, wrethra, or some other aperture, whilst the 
anus is closed. 

Compare von AMMON (a) upon the unnatural openings of the anus, and the other 
malformations therewith connected. 

1611. Closure of the rectum always causes violent forcing and strain- 
ing; with which, nothing being discharged by the anus, painful tension 
of the belly, vomiting of green or yellowish matter, arise; and to these 
symptoms convulsions are afterwards added. If the rectum be closed 
by a simple membrane, it is, especially when the child cries, protruded 
like a sac, and the meconium is seen throughit. If the closing membrane 
be higher, it is ascertained by the introduction of the finger or of an 
elastic sound. 

[Although imperforation of the anus or rectum is generally soon discovered by the 
child not passing motions, yet a case is mentioned by Wotrr (6), in which it was not 
found out till the evening of the twelfth day after birth, when the child was attacked with 
vomiting, hiccough, and convulsions; the belly was very full and tender. The anus 
was found imperforate, but the gut could not be opened by a lancet thrust in to the depth 
of two inches. A pharyngotome was then passed up, and with it an aperture made, 
and by the use of clysters and tents the child ultimately recovered. | 

1612. If the external opening of the rectum be closed by skin, it is 
sufficient to thrust into it a straight bistoury, and to enlarge the wound 
with a button-ended bistoury on a director; and, if it seem necessary, the 
flaps thus formed may be removed with the scissors. If the closed part 
of the rectum be higher up, a narrow, straight bistoury must be intro- 
duced, in a proper direction, upon the forefinger of the left hand, or upon 
a director, through the closing membrane, and the opening thus made en- 
larged with the button-ended bistoury ; a trochar or a pharyngotome will 
answer the same purpose. This treatment is, according to the kind of 
closure, accompanied with more or less difficulty ; the expanded part of 
the rectum, instead of the seat of closure, may be lighted on, and fatal 
effusion into the pelvis follow. The closed part may be hard, callous, car- 


(a) Cited at head of article. (6) LANGENBECK’s Bibliothek, vol. iii. p. 231. 
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tilaginous, and very thick. To prevent the re-closure of the rectum, it 
is necessary to insert a plug of lint, fastened up with strips of sticking- 
plaster, and with a thread attached to it, for a long while in the cavity of 
the gut, or to introduce the finger, well oiled, from time to time into the 
rectum, as the disposition to re-close is often very considerable (a). 

1613. When there is no trace of an external anal opening, the difficulty 
of the operation depends on the higher or lower position of the blind end 
of the rectum. If there be no fluctuating swelling, no accompanying pro- 
jection or depression, which can direct the practitioner, he then, after 
carefully introducing a catheter into the bladder, and in a female a sound — 
into the vagina, for the purpose of emptying the urine, and distinguishing, 
during the operation, the position of the bladder and vagina, makes a cut 
with a pointed bistoury between the beginning of the raphe and the coccyx, 
in such way, however, that there be an inch distance between the latter 
and the cut, as in children the rectum does not lie so close to the coceyx 
as inadults. Having penetrated about half an inch, the finger of the left 
hand must be introduced into the wound, the blind end of the gut sought 
for, and then the cut is to be cautiously continued more deeply, following, 
as far as possible, the course of the straight gut, and taking care not to wound 
the bladder or vagina. When the cavity of the rectum is penetrated, the 
aperture made must be enlarged with the button-ended bistoury, on the 
finger or on the director, and the dressing to prevent the re-closure applied 
in the usual way. If the penetration have reached a depth of two 
inches, without coming to the gut, it has been advised to proceed with the 
operation by thrusting a trochar towards the blind end of the rectwm ; 
the objection, however, seems to be correct, that the operation is equally 
hazardous and useless, as, although the gut may be opened, effusion of 
meconium into the belly is the consequence (6). Here also may be men- 
tioned Amussat’s (1) mode of practice, in which he draws forth the blind 
sac of the intestine exposed by the cut, opens it, and attaches the cut edges 
of the gut to the edges of the external skin. 


(1) Amussat (c) found, on introducing his finger into the vagina, a movable body 
on the top of the sacro-vertebral articulation, which he took for the end of the rectum. 
He made one transverse cut behind the proper seat of the anus, and then another which 
reached the coccyz. Through this T cut he introduced his finger, carrying it along the 
sacrum to the end of the gut, and therewith broke down the adhesions; he then drew 
the intestine, with a pair of forceps, to the external opening, cut into it, and fixed it with 
two stitches, so that the mucous membrane overlapped the edge of the external skin. 

[Sometimes the two portions of the ileo-colic valve are adherent to each other, so as 
prevent the passage of the meconium, and lead to the presumption of the large intestine 
being imperforate in some part of its course. A case of this kind occurred to me at the 
General Lying-in Hospital, in the summer of 1842. The child was born at 1 a.m., 
June 6; and some hours after, no motion having passed, castor oil was given, but did not 
operate. On the evening of the same day, an elastic catheter was introduced into the 
rectum, to the extent of two or three inches, and no obstruction being met with, the 
castor oil was repeated, but did not produce any stools. On the following morning an 

attempt was twice made to throw up an injection, but it failed; and Dr. Fercusson, 
whose case it was, considering it as one of imperforate rectum, desired I should see the 
child; and on the evening of this day I saw her. On examination, I could pass my 
finger up about two inches, but not farther, and the gut seemed to terminate in a blind 
pouch ; no sensation of fluctuation above could be felt; and I therefore did not consider 
myself justified in passing a trocar, without knowing where it might go; but, being 
desirous to give the child a chance of life, I determined on making an artificial anus. 
For this purpose I cut upon the linea alba about half an inch above the pubes, and, opening 
(a) Henxez, Neue Bemerk., fasc. i. p. 11. 

(b) Zana, Darstell. blut. heilk. Operat., vol. iii. (c) Archives generales de Médecine, 1835. 

pt. il. p, 436. p- 237. 
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the peritoneum, caught up a portion of small intestine, and having cut into it, fixed the 
cut edges by stitches to the wound in the linea alba. Soon a quantity of meconium passed 

and continued to do so on the day following ; but on the third day she began to vomit 
bile and frothy mucus, and at 2 p.m. died. On examination, the gut was found adherent 
to the wound. The colon was quite empty and contracted to the size of a crow-quill, 
but it was continuous with the rectum, and both intestines were quite pervious. The 
finger had been prevented passing up the rectum by a sudden turn, at which part it 
was close bound down to the sacrum. ‘The jejunum and ileum were much distended with 
fecal matter ; and on slitting open the latter, the two portions of the ileo-colic valve 


were so nearly adherent, that nothing would pass through, although there was a very 
small aperture.—J. F. S.] 


1614. When the rectum opens into the vagina, a director must, if pos- 
sible, be introduced through the latter into the anus, thrust down verti- 
cally, and, when its position has been ascertained by the forefinger, a 
straight bistoury or a trochar must be thrust through the closed anal 
aperture, towards the groove of the director, and the puncture afterwards | 
enlarged in the manner described. ‘This practice is, however, generally 
fruitless, and it is preferable to divide, through the vagina, all the parts 
back into the reetwm, and by the insertion of lint, or, still better, by the 
daily introduction of the finger, oiled, to prevent the re-union. 


In one case, in which this treatment was in vain, as the artificial opening of the rec- 
tum closed again, whilst the opening of the vagina remained, Barton (a) employed the 
following method with success. He passed a director through the hole of communica- 
tion in the vagina, and divided the whole wall of the vagina to the place where the 
natural opening of the rectum should be. He did not use any dressing, but every day 
passed the finger, smeared with cerate, into the rectum to prevent it closing. The vagina 
was perfect, and the rectum had a direct opening, except that the stools passed involun- 
tarily. SaTCHELL (0) also, and I myself have by this practice obtained like favourable 
results. WELPEAU (c) had proposed this operation on the recommendation of Vica. 
p’Azyr. After the division is perfected, a canula should be introduced into the rectum, 
fixed towards the hind angle of the wound, by means of which the aperture must be 
preserved, and the divided parts enabled to unite in front. 

DIEFFENBACH (d) introduced a director much bent inwards, through the vagina into the 
aperture of the rectum, thrust a pointed bistoury close behind the fossa navicularis into the 
groove of the director, and cut out from thence with the point of the knife, at the same 
time dividing the whole perineum and widening the aperture of the anus, at a single 
stroke, to near the coccyx, ‘The rectum was laid bare by the division of the cellular 
tissue, stretching forwards to the vagina, and presenting at the bottom of the wound. 
He then dissected the edge of the rectum from the wound he had made, divided to the 
extent of an inch in the direction of the external skin and the muscular wound, and 
fastened the separated edges of the rectum on each side of the cleft perineum. The 
aperture of the rectum in the vagina closed very completely during the after-treatment 
by occasionally touching it with lunar caustic. On the complete cure of all the wounded 
parts, three weeks after the first operation, the formation of a new perineum was 
attempted. The hind surface of the open end of the rectum was farther separated from 
the vagina. The portion of intestine thus set free in the middle, contracted remarkably, 
and receded about four or five lines. The scar of muscle and skin was removed from 
the thus formed interstice, the deeper-lying parts were brought together with a needle- 
stitch, but the edges of the wound with two very short harelip-pins and the twisted 
suture. The cure was completely successful. 


1615. When the rectwm opens into the urethra, a sound must be passed 
by the latter into the bladder, and the unnatural opening in the urethra 
divided upon it towards the coccyx, and with some cautious strokes of the 
knife the aperture in the wrethra and the wall of the intestine opposite the 
place of the anus divided. If possible, the sound should be brought 
through the unnatural opening in the wrethra, into the cavity of the 


(a) Medical Recorder of Medicine and Surgery. (c) Elemens de Méd. Oper., vol. ii. p. 979. 
Philadelphia, 1824. (d) Ueber die Verschliessung des Afters; in 
b) Ibid. Hecker’s Annalen. 1826, Jan. p. 31. 
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rectum, and such direction given it, that it may be distinctly felt from the 
perineum, and the covering of the urethra divided in the course of the 
raphe, together with the wall of the straight gut opposite the place of the 
anus, or treated according to AMussat’s plan (par. 1613.) 

When the rectum opens into the urinary bladder, it is possible for a girl 
to live, on account of the shortness and extensibility of the wrethra ; but 
in a boy this malformation is fatal, if the wall of the rectwm, opposite the 
place of the anus be not open, or an artificial anus made. 


In a case, in which the rectum was imperforate, and opened into the bladder 
FErcusson (a) made a cut into the neck and body of the bladder at the place of the 
anus. 

[CruvELHIER (6) gives an instance in which the rectum opened under the glans penis, 
by means of a canal which was formed in the substance of the raphe scroti. A similar 
case to this occurred to me, and will be described at the end of par. 1617.—J. F. 8.] | 


1616. In all cases, where, by the above-mentioned modes of treatment, 
opening the imperforate end of the rectum is impossible, or when the 
rectum terminates by a blind end in the belly, as also in the not-to-be- 
overlooked narrowing of the rectum by unreachable strictures and the 
like, some assistance, though not much, may be afforded by the formation 
of an artificial anus at the lower end of the colon, (laparo-colotomia,) 
which may be performed in two ways. First, A cut from an inch and 
a half to two inches long is to be made obliquely from behind forwards, 
so that its lower end should be a little below the upper front iliac 
spine, and half an inch from it, and continued, layer after layer, through 
the skin and muscles; the peritoneum is then carefully opened, raising it 
with the forceps, and the sigmoid flexure of the colon sought for, drawn 
to the wound, two waxed threads carried round it, and a longitudinal cut 
having been made in it, returned into the belly; and, by means of the 
threads, retained between the edges of the external wound with which 
it unites (1). Second, In order not to wound the peritoneum, a cut, three 
inches in length, must be made, according to CALLIsEN’s (2) method, in 
the left lumbar region, between the iliac crest and the short ribs, on the 
front edge of the m. guadratus lumborum, at which part the descending 
colon lies enclosed in cellular tissue external to the peritoneum, and is 
here to be opened (c). Amussat makes a transverse cut two inches above 
the iliac crest, from the outer edge of the m. quadratus lumborum to the 
middle of the iliac crest, through the skin and abdominal muscles, thus 
cutting across the m. transversalis and its aponeurotic layer, then separates 
the fatty tissue which covers the gut, passes two threads through its wall, 
to prevent it falling together; then stabs the colon with a trocar, enlarges 
the aperture with the bistoury in several directions, and connects it by four 
stitches to the front corner of the wound (8). 


(1) This operation was proposed by Lirrre in 1720; but first practised successfully 
by Diver in 1793 (d). See also Freer (e). Ti 

(2) This mode was tried by Roux without success. 

(3) Amussat has performed this operation successfully in a woman of forty-eight, 
and in a man of sixty-two years of age ( SJ). 

PrLorE (g) made an artificial anus on the right side, by which he opened the cacum 


(a) Edinb. Med. and Surg. Journ., vol. xxxvi. (e) Prine; in London Medical and Physical 
p. 363. 1831. ep Journal, vol. xlv. p. 9. 1821. 

(6) Anat. pathol., livr. i. pl. v. 1. fig. 6. (f) Memoire sur la possibilité d’établir un Anus 

(c) Systema Chirurgie Medicine, vol. ii. p. 842. Artificiel dans la région lombaire sans penetrer 
Hafn., 1817. dans le péritoine. Paris, 1832. 


(d) Sasatier, Med, Oper., vol. ii, p. 336. (g) Actes de la Sociéte de Lyon. 1797. p. 189 


a 
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as previously advised by BENJAMIN BELL, and as was to be done in the immobility of 
the 8S. Romanum. 

The formation of an artificial anus has been also proposed in adults, for the not-to-be- 
overlooked narrowing of the rectum from unreachable strictures, and the like. Freer (a) 
made a longitudinal cut, of three inches, in the left iliac region, about an inch above 
the upper front iliac spine, and an inch and a half in front of it, laid bare the colon 
fastened it with two stitches in the wound, and opened it longitudinally to the extent of 
two inches. The patient died onthe tenth day. Prine (6) made a cut obliquely down- 
wards, and inwards two inches above, and an inch on the inner side of, the front iliac 
spine, to within three-quarters of an inch of Poupart’s ligament, through the skin and 
muscles; opened the peritoneum, and enlarged it to three inches. The sigmoid flexure 
of the colon was laid bare to the wound. ‘The result was successful. 


Compare also MARTLAND, a case in which the operation for artificial anus was success- 
fully performed; in Edinb. Med. and Surg. Jour., vol. xxiv. p. 271. 1825. 


Svirzer, E., Anotationes in Colotomia. Hafne, 1827. 
OxrrtincEr, Ueber die angeborene Aftersperre. Miinchen, 1826. 
Loprr, Dissert. de Vitiis fabricee primitive Intestini Recti. Wirceb., 1827. 


Kiewirz; in Med. Zeit. des Verein. fiir Heilk; in Preuss., No. 17, 1835,—No. 22, 
1838, - 

Although in imperforate anus, if no assistance be rendered, fatal consequences 
ensue, in consequence of the stools not being passed ; there are, however, instances in 
which, with imperforate anus, and even with accompanying deficient urethral opening, 
life has been sustained months (c), and even years (d); in which cases the stools have 
been vomited by the mouth. 


1617. When the anus, though not imperforate, is yet congenitally nar- 
rowed, the existing aperture must be enlarged by means of a button-ended 
bistoury and director, and then its reunion prevented by the introduction 
of lint. This congenital narrowing of the rectwm may be to such extent, 
that so long as, during infancy, the stools have little hardness and thick- 
ness, it is of no consequence, but as the child grows, and the motions 
become larger, inconvenience arises (e), and the treatment must be such as 
already mentioned, 


[I had under my care, very many years ago, a case of imperforate anus Ch 
similar to that mentioned by CruveLuier. At the time of birth there was not any 
opening, but a slight puckering marked the place of the anus, and this was protruded 
each time the child cried. In front of the scrotum, and in the track of the raphe, as it 
passed on to the prepuce, was a small aperture, just large enough to admit the entrance 
of a probe, and from it, when the child cried, a small quantity of meconium passed. I 
cut upon the puckered skin, but it was full an inch before the rectum could be reached, 
and I then opened it sufficiently to admita large urethral bougie, and the meconium 
readily escaped. A probe, introduced at the opening before the scrotum, passed along a 
canal, beneath the urethra, through the perineum, becoming larger and larger as it 
approached the rectum, in which it terminated. No bougie, or anything else, was left 
in, as I thought keeping the bowels loose would have been sufficient to prevent union ; 
however, in the course of a fortnight the wound had closed, and no motion was passed, 
except by the aperture in front of the scrotum. I therefore had to cut into the rectum 
again, and a piece of bougie was then introduced, to be worn constantly, but removed 
three or four times a-day, for emptying the bowels. This went on very well for a time, 
but, probably, from negligence, the scar contracted, and at the end of three months the 
anal opening would not admit even the point of a probe. The scar was, therefore, 
again divided, and a larger bougie introduced, and worn for a fortnight, after which, a 
short pewter pipe, about the thickness of the little finger, with a circular shoulder to 
prevent it slipping entirely into the gut, was introduced, so that the motion might pass 
continually by it, and the opening be established. Two monthsafter, the pipe having 
slipped out, and been neglected, the opening had again closed, and again required en- 
larging with the knife to readmit the tube. The parents’ negligence again compelled 


(a) Above cited, p. 31. (a) Baux; in same, vol. viii. p.59. Barruo- 

@ Above cited, p. 4. LIN, Historie Anatomice, Cent. i. Obs. 65, p. 113. 

(c) DELAMARRE; in Journ. de Médecine, vol. (e) Boyer, Traité des Malad. Chirurg., vol. x. 
xxxili, p.510. 1770. 3 


Pp. 3. 
{f) St. Thomas's Hospital Reports, p. 121. London, 1836. 8vo. 
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the dilatation of the aperture with the knife, and a large bougie was directed to be passed 
frequently. I did not again see him until he was seven years old, when he was a well- 
grown boy, but with an enormously distended belly. The anus continued open, though 
not very sufficiently, and the orifice before the scrotum was still open, and, occasionally mo- 
tion passed by it. I was desirous of removing this unnatural canal, but the mother was 
averse to it, and the child’s unhealthy appearance did not lead me to expect that he 
would live very long. I had entirely forgotten him, when, eleven years after, (he being 
then eighteen years old,) I was surprised on seeing a fine healthy young man, who said 
he was the person on whom I had previously operated. The appearance of the anus 
could be compared to nothing else than a bullet-hole in a board: he said he had no 
difficulty in passing or retaining his motions; but it was quite evident, from his linen, 
that there was a continual oozing. The opening in front, instead of being near the 
Srenum preputii, was now close to the scrotum, and a small quantity of stool occasionally 
escaped from it. On examining more closely, I found the anal orifice completely filled 
with a protruded portion of the lining of the rectum ; it, however, offered no obstruction 
to the finger, which readily passed up as far as the knuckle, and was received into a large 
cavity full of feeculent matter, and running forward along the perineum, beneath the 
membranous part and the bulb of the penis, to the back of the scrotum, where the canal 
narrowed, and would only admit the finger; with this the opening before the scrotum 
communicated. It was curious, in this case, that although there was an entire absence 
of the sphincter muscle, the stools did not pass involuntarily ; the protruded fold of 
the internal membrane seemed to forma valve which prevented ordinarily the escape of 
the stool, and compensated the deficiency of the sphincter. I proposed to him the re- 
moval of the continuation of the bowel into the perineum, but he would not submit to 
any operation. Ihave not seen him for the last eleven years.—J. F. 8.] 


1618. The narrowing of the rectum, which takes place in later years, 
arises either from spasmodic contraction of the m. sphincter ani, or from 
a thickening, swelling, or degeneration of the mucous or other membranes 
of the rectum, or from swellings in the neighbourhood of the rectum, or 
from large scars, which have formed near the anal aperture. 

1619. The spasmodic contraction of the anus is, for the most part, ac- 
companied with a fissure, or with a cleft in the folds of the sphincter 
muscle; though it is, however, seen without either. Adults appear to be 
almost exclusively subject to this complaint, and women more frequently 
than men. Its causes are very obscure ; it is frequently preceded by 
heemorrhoidal congestion, or it occurs after the removal of piles. It ismore 
probable, according to some, that the fissure is produced by the spasmodic 
contraction, than that the latter is caused by the fissure. From my own 
observations, however, I hold the contrary opinion. 

1620. The disease develops itself very stealthily ; at first the motions - 
are accompanied with heat and burning, which, however, gradually sub- 
side, and often cease entirely, if the patient take heating drinks, use 
clysters, and wash frequently with cold water. The sensation of heat and 
burning soon, however, returns, and continues fora longer time, after going 
to stool. The relief of the bowels is mixed with blood, the pain increases ; 
aperients, clysters, and cooling diet, indeed, produce alleviation, though 
only for a short time, and the complaint proceeds in spite of their employ- 
ment. Going to stool becomes so difficult, that the bowels can often only 
be forced every forty-eight hours, by a purge, by repeated clysters, or in- 
jections thrown up every hour. If the costiveness continue several days, the 
relief is followed by pain as severe as if a hot iron were thrust into the 
rectum; even convulsions and fainting may ensue, and after the relief of 
the bowels, there remain pain, shooting, and beating, as in an inflamed 
part. Every violent effort, the use of too heating food, or food taken in 
too great quantity, always aggravates the complaint, and the patient, there- 
fore, usually takes but little nourishment. In females, the pain often in- 
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creases at the coming on of the menstrual periods, and also arises from every 
exertion, cough, jumping, making water, and the like. Some patients, in 
this disease cannot sit, whilst others cannot stand. In consequence of this 
contraction, very large quantities of stool are retained, the pressure of 
which, against the anus, causes long-continued and fruitless straining, and 
its discharge can only be produced by injections, or by the mucus which 
the intestine secretes; even the escape of air is often accompanied with 
pain. When the disease has long continued, wasting takes place from the 
severity of the pain, and disturbance of the rest, very great sensibility, 
often hypochondriasis, and affections of the neighbouring organs, as 
retention of urine. 

1621. On examining the external orifice of the rectwm, hemorrhoidal 
tumours or little knots are often found ; also, in some cases, a slight dis- 
charge, which symptoms, according to BoyEr, not in immediate relation 
with the complaint, on the contrary, are so, according to my experience, 
as, after the removal of such knots, I have noticed a speedy cure. In those 
cases in which contraction of the anus is accompanied with fissure, the 
lower end of the latter is found at the part where the patient feels pain, 
usually in the right or left side of the circumference of the anus: in most 
cases it, however, can only be seen, when the buttock of the affected side 
is forcibly drawn back, and the anal orifice drawn a little asunder, in many 
cases, indeed, the fissure cannot, even in that way, be discovered. The 
introduction of the finger into the rectum, which always causes severe and 
almost unbearable pain, if it press on the fissure, discovers a violent, per- 
manent contraction, but neither swelling nor hardening of the mucous 
membrane: but at one spot, a lengthy indentation running the length 
of the intestine may be found; or the fissure is distinguished by the peculiar 
pain which the patient feels when pressure is made upon it. 

[Bropre observes, that, “in connexion with the spasmodic contraction of the 
sphincter muscle, you will frequently find a small ulcer of the mucous membrane of 
the rectum. This ulcer is always in a particular spot, at the posterior part, opposite to 
the point of the os coccygis. I imagine that it arises from the mucous membrane there 
being torn by the pressure of the hard feces, at the time that the evacuation is labour- 
ing, as it were, to get through the contracted orifice of the anus. Such an ulcer as I 
have just described adds very much to the patient’s sufferings. It is always excessively 
sensitive ; the least pressure of the finger upon it occasions the patient the greatest pain, 
and the pressure of solid feces produces the same effect. (p. 26.) 

Busue (a) speaks of another form of spasmodic contraction of the sphincter ant, in 
which no primary affection of the gut is discoverable, and in which the introduction of 
the finger into the gut does not give pain. (p. 126.)] 

1622. Spasmodic contraction of the anws may be distinguished from 
its narrowing, by the swelling, and by the disorganization of its mucous 
membrane, by the pain which accompanies going to stool, and continues 
some time after, by the absence of discharge of matters, by the long-con- 
tinuance of the complaint, and by the introduction of the finger beyond 
the contraction of the sphincter, discovering neither tubercle nor hard 
ring formed by the internal membrane of the rectum. The characteristic 
sign is the fixed pain at one spot of the circumference of the anus. It 
must not, however, be overlooked, that continued spasmodic contraction 
of the ectum gradually causes a greater development and activity of the 
sphincter, as well as plastic exudation, organic changes, and thickening of 
the gut itself from the constant irritation. 

1623. The remedies employed for spasmodic contraction are, cooling 

(a) Above cited. 
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treatment, the avoidance of all heating food and drink, frequent use of 
gentle purgatives, and clysters several times a-day, steam-baths of hot 
water, decoction of chervil, infusion of elder flowers, cold hip-bath, whole 
or half bathing, application of leeches, narcotic injections, suppositories 
of opium, hyoscyamus and belladonna, a dram of acetate of lead, a dram 
of extract of belladonna with six drams of fat, according to DupuyTREN’s 
prescription, opiate ointment; also, a salve, composed of equal parts 
of lard, expressed juice of houseleek, nightshade, and sweet almonds. 
These remedies, indeed, relieve the patient, but are nearly always inefficient 
for the cure, and even commonly for assuaging the complaint (1). Any 
attempts to enlarge the anal orifice with bougies, according to BoYER 
and others, increases the pain and contraction. Brcuarp (a) has, how- 
ever, employed masses of lint, of gradually increased thickness, to cure 
the spasmodic contraction of the rectwm without fissure. According to 
DeELAporTE (6) the bougie should be smeared with belladonna ointment. 
He prefers this to cutting, and does not object to touching the fissure at the 
same time with caustic, by which the pain is suddenly got rid of : he men- 
tions instances in which cutting was of no service. According to BusHe (ce) 
all purgatives should be avoided, as they always irritate; a linseed clyster 
daily, together with careful cleansing of the parts, is preferable. If the 
disease be slight, the application of lead ointment may be sufficient, and in 
violent spasm, extract of belladonna at the same time. In superficial 
fissures, lunar caustic should be used, and with it a dressing of lint spread 
with one part of extract of belladonna, and seven parts of ung. rosat. (2). 
According to Pacen (d) the parts should be smeared with a mixture 
of opium cerate and extract of monecia; and BRETONNEAU (e) recom- 
mends fomentations of rhatany. I have, in some instances, effected a cure at 
the beginning of the disease with bougies smeared with zinc ointment, or 
by its introduction. We should always examine the anus very closely, 
touch every part with the finger, especially every knot, and remove it, if 
painful. I have ascertained by experience, that spasmodic contraction of the 
anus is more frequently the consequence of seemingly trifling things, than is 
usually supposed. Similar symptoms are often observed, from the trifling 
ulcerations, and little excrescences about the female wrethra, after the cure 
or removal of which, the most severe symptoms of difficulty in making 
water quickly subside. I have ascertained that, in such cases, the disease 
may be got rid of, at first, by the removal of such excrescences, or the cure 
of the fissure, but which is often useless, if too long delayed till the above- 
mentioned changes of the rectwm have occurred (3). 

(1) Only in one instance, where the fissure was accompanied with moderate con- 
traction, was the cure effected by Boyrr’s treatment. I noticed this once in a fissure, 
with violent contraction and very severe pain,-in a woman. 


[(2) Bropre objects to the use of the belladonna, as, “even in the form of a sup- 
pository, it sometimes produces very serious symptoms by its influence on the brain.” 
(p. 26. 

(3) i one case, in which the spasmodic contraction of the anus was accompanied 
with most severe pain, I found, on examination, a fissure, and with it a very small red 
knot; I first cured the fissure by frequently touching it with a solution of corrosive subli- 
mate, which gave relief, and then by the removal of the little knots, an immediate ces- 
sation of all spasmodic contraction, and a complete cure ensued. 


1624. The surest mode of getting rid of the contraction, either with 
(a) Bulletin des Sciences Méd., 1825, p. 199. (d) Gazette Medicale, vol. viii. p- 59. 1840. 


(b) Revue Medicale, vol. ii. p. 110. 1830. No. 4. 
(ec) Above cited, p. 137. (e) TroussEAu; insame. No. 36. 
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or without fissure, if it withstand the previous treatment, is, to cut into 
the edge of the anus, either at the seat of the fissure or at any other part. 
The patient should take a mild purgative three days before, and on the 
morning of the operation a clyster to empty the bowel, and to avoid the 
necessity of going to stool for some days. He should be laid upon his 
side, as in the operation for fistula in ano, the forefinger of the left hand, 
oiled, passed into the rectum, and a narrow, button-ended bistoury intro- 
duced flat upon it, the edge of which being turned to the side on which 
the fissure is, cuts through with a stroke the intestinal membranes, the 
sphincter muscle, the cellular tissue, and common teguments, forming a 
triangular wound, the apex of which corresponds to the cavity of the 
bowel, and its base to the external skin; sometimes a lengthening of the 
latter is requisite, which must be done with a second stroke of the bistoury. 
If, by the escape of the bowel from the edge of the knife, the wound in 
the cellular tissue be higher than in the intestinal membranes, the latter 
must be further divided with the knife or with blunt-pointed scissors. In 
very violent contraction of the anus, two cuts may be thus made, one on 
each side, and if the fissure be before or behind, it is not to be included in 
the cut. The success of this operation is often very surprising. 

1625. The dressing consists of a pretty thick plug of lint between the 
edges of the wound, upon which some wadding and an oblong pad should 
be applied, and the whole fastened with a T bandage. Bleeding but 
rarely occurs, and is easily stopped by a slight pressure. After three 
or four days, the first dressing is to be removed, and replaced daily till the 
cure is completed, which happens in about four or six weeks. WALTHER 
rejects the introduction of lint and the like as useless and painful. 

Upon this subject, see further, 

Detrecu, Précis Elémentaire, vol. i. p. 598. 

Boyer ; in Journal complémentaire du Dict. des Sciences Méd. Nov., 1818. 

Bariure, Marru., M.D.; in Med. Trans. of College of Physicians of London, vol. v. 
p- 136. 

GAITSKELL; in London Med. Repository, vol. iv. p. 51. 

BLACKETT ; in same, vol. vil. p. 377. 

Boyer, Traité des Malad. Chir., vol. x. p. 125. 

BasEepow, Ueber die Strictura Ani spastica; in voN GRAEFE und vON WALTHER’sS 
Journ., vol. vii. p. 125. 

-NEVERMANN, Ueber die Fissur des Afters oder die Strictura Ani spastica; in Hor- 
cHeEr’s hannoverischen Annalen, vol. i. p. 729. 

1626. The narrowing of the rectum, depending on chronic inflamma- 
tion and incipient degeneration of its mucous membrane, is always of slow 
production. At first there is a troublesome itching in the bowel, and a 
secretion of muco-purulent fluid. By degrees the patient is attacked 
with frequent inclination to go to stool, when he strains much and passes 
only hard motions, of thinner size than usual: there is a sensation of ful- 
ness in the course of the colon, but especially in the region of the sigmoid 
flexure ; going to stool beeomes more painful and difficult, digestion fails, 
frequent belchings occur, with occasional severe colic; the collection of 
stool is often so great that the belly becomes swollen, and inflammation 
ensues. Frequently, if the narrow part be high up, and the bowel below 
have lost its expulsive power, the stools squeeze through the stricture in 
little pieces, collect beneath it, and are discharged in the ordinary sized 
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masses. If diarrhea occur, the patient usually feels more easy. In rare 
~ cases there is diarrhea throughout the whole course of the disease ; these 
are of the worst kind, as ulceration is going on simultaneously in the upper 
part of the intestinal canal. 

1627. The disease proceeds more or less quickly according to the dif- 
ference of constitution; the general health is sometimes affected early, 
sometimes remains for a long while undisturbed. As the narrowing in- 
creases, the costiveness becomes greater, the belly harder and fuller; 
the digestion becomes more affected, the colic more frequent and severe, 
and the feet swell. From the continuing costivenesss, feeculent vomit- 
ing, as well as quickly fatal inflammation of the belly, or perforation 
of the intestine above the stricture, may ensue, especially if kernels or 
other foreign bodies remain sticking in the stricture, and completely 
close it. If there be perforation, it usually occurs close to the stricture, 
at one part softened by inflammation, at which the stools are rarely poured 
forth into the cavity of the peritoneum, but rather into the cellular 
tissues surrounding the rectum, and gangrenous abscesses form around the 
anus and on different parts of the buttocks. When these burst, or are 
opened, a quantity of foetid ichor and motion burst forth, a large part of 
the coverings becomes gangrenous, and the patient dies quickly, or fistule 
form, and the person may live some time in a lamentable condition. 

The stricture may run on to ulceration ; severe pain, ichorous discharge, 
and even bleeding then occur ; all assume a carcinomatous character; the 
destruction attacks the neighbouring parts, fistule form, the skin about 
the anus and on the buttocks, the urinary bladder, the vagina, and womb, 
are attacked with ulceration ; and when the destruction has extended far, 
the stools cannot be retained, but pass involuntarily, and the patient dies 
exhausted. ; 

[“ In some instances,” BropiE states, “ the patient dies with symptoms of strangulated 
hernia; that is, a piece of hard feces is lodged above the stricture and cannot pass 
through it; thus there is a mechanical obstruction to the passage of the feces ; the belly 
becomes tympanitic, the tongue dry; there is sickness, vomiting, and the other symp- 
toms indicating strangulation, He may have’ one of these attacks, and by means of 
injections and the use of a bougie, may recover; he may have a second, and recover 
from that ; and then he may have a third, which may prove fatal.” (p. 28.) 

ASTLEY CooPeEr (a) used to relate the case of a woman who, labouring under stric- 


ture of the rectum, was obstinately costive. On examination, a plum-stone was found 
to have lodged just above the stricture; it was removed with stone-forceps, and she 


recovered. ] 

1628. By the chronic inflammation, which causes stricture of the rectum, 
the mucous membrane, the cellular tissue beneath it, and afterwards all 
the other membranes, are thickened, till at last the whole gut is affected. 
The changes which the inflammation produces, are either its conversion 
into a hard, fibrous, even cartilaginous tissue (1) or into scirrhous degene- 
ration, or into ulceration, with or without fibrous, cartilaginous, scirrhous, 
er cedematous degeneration, or into the formation of fungous loosenings, 
sarcomatous excrescences (2), or into shrivelling and contraction of all 
the parts at once, so that this part of the gut is diminished to the size of 
a quill, and its cavity often completely disappears. 


[(1) Bropre says :—* On dissecting a simple stricture of the rectum, I have found the 
mucous membrane thickened, of a harder structure than natural, and the muscular 
tunic thickened also. The stricture sometimes occupies the whole length of the gut, 


(a) MS, Lectures, 
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for some way up, above the anus, perhaps three or four inches; at other times it is only 
of short extent.” (p. 28.) 

(2) This, I presume, is the condition to which LawrENcE (qa) refers, where he speaks 
of “another form of disease, (stricture of the rectum,) in which the mucous membrane 
seems to be formed into a large, spongy, soft, excrescence, in which the patient was 
affected with all the symptoms that would be produced by stricture ; for this spongy state 
of the membrane diminished the dimensions of the bowel.” (p. 855).—J. F. S.] 

1629. ‘These changes have either a less ora greater extent ; commonly, 
they are circular, and the narrowing is so considerable, that an aperture, 
not larger than a straw, alone remains ; often they occur only at one side 
or on the edge of the valvule conniventes, in consequence of which cord 
or bridge-like contractions, single, cone-like growths are produced. These 
growths, of different size, attached with narrow necks or by a broad base, 
soft, hard, spherical, oval, single, and vegetating sparingly, or growing 
luxuriantly, collected in wide or thick groups, are often confined to the edge 
of the rectum, or spread over the whole extent of the cavity of the rec- 
tum, or even extend into the colon. Although at first insensible, they 
grow, become painful, and terminate in cancerous ulceration, as already 
described. The distinction between these excrescences and the hard, 
hemorrhoidal knots consists specially in their yellowish red colour, their 
smooth-skinned, even, tense surface exhibiting not the slightest trace of 
blood-vessel, in their regular, firm, in some degree elastic consistence, in 
the absence of all fluctuation, and in their complete insensibility on great 
pressure. ‘Ihe various form and condition of these hardenings depend on 
the seat, extent, and character of the inflammation and irritation. 

See further on this subject, 

DEssauLT, Squirrhosités du Rectum, in his Giuvres Chir., vol. ii. p. 422. 

Scurecer, Ueber tuberculose Excrescenze ; in his Chirurg. Versuchen, vol. i. p. 258. 

TANCHOU, above cited. 


1630. Stricture of the rectum, from the above-mentioned changes of 
its membranes, may happen at all parts of the bowel, but most frequently 
in the region of the internal sphincter, about two or three inches above 
the anus. The knowledge of stricture of the rectum, its seat, nature, 
and form, is simply and alone to be obtained by examination. On the 
introduction of the finger, oiled, a narrow, hard, unyielding part is felt, 
either as one or several little, projecting folds or partitions, into the open- 
ing of which the finger can be introduced only with difficulty or pain, or 
not at all; or as a hardening and contraction of the walls of the gut toa 
great extent; or as ulceration, with hard edges; or as tumours of various 
form. ‘The examination should be always made in the recumbent posture, 
because the valve-like narrowings at the upper part of the gut, which 
mostly are seated on its front, form a sort of pouch in front, and above 
the narrowed part, which, when the patient stands upright, prevents the 
examining finger discovering the stricture. If the narrowing be so 
high that the finger cannot reach it, the examination must be made 
with a wax bougie or a sound covered with modeller’s wax, which, softened 
and oiled, should be carefully introduced into the rectum, and gently 
pressed on the seat of stricture, in order to take an impression of it. In 
doing this, the anatomical relations of the rectum, and the rules subse- 
quently laid down for the introduction of the bougie, must be remembered, 
to prevent mistake, as the examination by this mode is much less certain 


(a) Lectures ; in Lancet, vol. ii. 1829-30. 


336 STRICTURE 


than with the finger. Particular instruments, used for examining stric- 
tures of the rectum, a stem with a ball, as recommended by HowsuipP 
and CALVERT, are to be set aside, if the finger can reach the stricture. 
When the symptoms lead to the supposition of stricture of the rectum, 
the examination should always be made as soon as possible, in order to 
discover the disease in its earliest stage of development. 


[ LAWRENCE (a) observes :-—“‘ We cannot, however be certain that stricture of the rec- 
tum is the cause of any of the symptoms under which a patient labours, unless we have the 
power of feeling the contracted part of the gut with the finger, or of ascertaining its ex- 
istence by an instrument, a rectum bougie, introduced there: and indeed we can hardly 
get clear evidence of the fact, when stricture is higher up in the bowel than we can 
reach with the finger; for you will recollect that the course of the rectum is by no means 
straight, and the surface of the intestine is not smooth and uniform; in its natural state 
there are folds and irregularities which present obstacles to the passage of an instru- 
ment along it. * * * In all instances, therefore, when the disease of the bowel is 
situated higher up than you can reach with the finger, the evidence is more or less uncer- 
tain, unless the difficulties in the evacuation of the feces, or the peculiar configuration 
and diminished size of them should be well marked.” (p. 856.) 

BusHE (6) remarks, that “ organic stricture (of the rectum) is supposed by many to be 
of very common occurrence, but I have not found it to be so; for the cases I have seen 
bore no proportion to the number I ought to have met with, were the statements made 
in books correct.” (p. 264.) 

There has been much said and written as to the usual seat of stricture of the rectum ; 
it has been said to be most common about the termination of the colon (WurITE) (c), or 
five or six inches from the anus, and next in frequency at the junction of the sigmoid 
flexure of the colon with the rectum. (SaLmon) (d). These, however, must be very rare 
cases, for all the best authorities declare the stricture to be almost universally low 
down. Cuar.es BELL (e) says:—“ Not unfrequently, the inner edge of the deep sphinc- 
ter ant being the seat of this stricture ; and then the finger only enters to the depth of the 
second joint, when it is obstructed by a sort of membrane standing across the passage. 
Sometimes the stricture is more than two inches within the anus, and feels like a per- 
forated septum.” (p. 330.) CoLLEs (f°) says:—“ In a few instances the stricture has been 
seated so high up in the gut, that it could be but barely touched with the point of the 
finger, until the patient was desired “to force down,” and then a satisfactory examina- 
tion of it could be made.” (p. 139.) According to ALLAN (q), “stricture of the rectum 
most commonly occurs near the termination of the gut, a little within the sphincter, but 
it may take place in any part of the rectum, sometimes the whole gut is lessened in dia- 
meter, and on other occasions the stricture is situated in the sigmoid flexure of the 
colon.” (p. 488.) Liston (h) speaks of it as “readily ascertained by examination with 
the finger.” (p. 73.) And Syme (2) that “it is generally found at about two and a half 
or three inches distant from the orifice, but may be situated much higher up.” (p. 445.) 
BropiE (), in speaking of these strictures, says they “are commonly situated in the 
lower part of the gut, within the reach of the finger. Are they ever situated higher 
up? I saw one case where stricture of the rectum was about six inches above the anus, 
and I saw another where there was stricture in the sigmoid flexure of the colon, and 
manifestly the consequence of a contracted cicatrix of an ulcer which had formerly 
existed at this part. Every now and then, also, I have heard from medical practitioners 
of my acquaintance of a stricture of the upper portion of the rectum, or of the sigmoid 
flexure of the colon, having been discovered after death. Such cases, however, you may 
be assured, are of very rare occurrence. Inquire of anatomists who have been for many 
years teachers in the dissecting-room, or of Surgeons who have witnessed a great number 
of examinations in the dead-house of an hospital, and they will bear testimony to the 
correctness of what I have now stated. Nevertheless, an opinion has of late years pre- 
vailed among some members of our profession, that a stricture high up in the rectum is 
a very frequent cause of constipation of the bowels; and I have known an almost in- 
credible number of persons who have been treated on the supposition of their labouring 


(a) Lectures in Lancet, 1829-30, vol. ii. (f) Dublin Hospital Reports, vol. v. 
(b) Cited at head of article, (g) A System of Pathological and Operative 
(c) Observations on Strictures of the Rectum. Surgery, vol. iii. Edinburgh, 1824. 


Bath, 1820. Third Edition. (h) Elements of Surgery. L Py 

8 : gery. London, 1832. 8vo. 

(d) Cited at head of article. (7) Principles of Surgery. Edinburgh, 1832. 
(e) On the Diseases of the Urethra, Vesica  8vo., 

Uninaica, Prostate and Rectum. London, 1822. (k) Above cited. 
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under such a disease, by the introduction of long 'bougies into the bowel. The onl 
evidence of the existence of a stricture in these cases has been, first, that there 
was obstinate costiveness ; secondly, that a bougie introduced into the rectum could 
not be made to pass beyond a certain number of inches beyond the wnus. But what is 
the value of this evidence compared with that which anatomy affords of the rarity of: 
this kind of stricture? Are there not many causes of a costive state of the bowels, be- 
sides mechanical obstruction? Will it be always easy, even in the most healthy rectum, 
to introduce a bougie more than a few inches into it? Although we call the lower 
bowel the rectum, you know very well that it is anything but a straight gut. Three or 
four inches above the anus, the rectum begins to make flexures, which increase as you 
trace it upwards, until they terminate in the sigmoid flexure of the colon. These flexures 
of the rectum differ in different individuals, and even in the same individual, at different 
periods. When a bougie is introduced, be it small or large, it is certain that it will be 
stopped somewhere or another by one of these flexures; and nothing can be more un- 
philosophical than to conclude, because a bougie meets with an impediment at the dis- 
tance of five or six, or eight or nine inches, that this is the result of an organic disease 
of the rectum, when the natural formation of the parts will sufficiently account for it. 
But let us suppose that you actually meet with one of those rare cases in which there is 
a stricture in the upper part of the rectum ; by what means are you to recognise the dis- 
ease in a living person? Or if you can recognise it, how can you know its exact situa- 
tion? Ifthe bougie can only be introduced to a certain distance, how are you to be cer- 
tain that it is stopped by the stricture, and not by a fold of the bowel, or even by com- 
ing in contact with the sacrum? Further than this, if you employ the force which you 
would suppose to be necessary to make the bougie penetrate through the stricture, is 
there no danger of penetrating the tunics of the intestine instead? This last is no theo- 
retical objection to the use of these long bougies in diseases of those parts. I will not 
say that I have seen the patients; but I have been informed on good authority, of not 
less than seven or eight cases in which this frightful accident occurred, and the patients 
died in consequence.” (p. 30.) Lastly, Busue states :—“ Independently of the malignant 
forms of disease hereafter to be described, I have very seldom seen a contraction of the 
rectum which was not within the reach of the finger.” (p. 265.) I am afraid that the 
conclusion of one of his notes is not without its parallel in this country, and ought to be 
held up to the reproof it richly deserves. “I am mortified to add,” says he, “that I have 
good reason for supposing there are a few who make a profitable trade of treating dys- 
peptic patients for stricture of the rectum, asserting that the obstruction is high up, when 
in truth, this intestine is perfectly free from structural disease. Such practitioners, by 
passing bougies, apparently cure, what in reality never existed, and thus obtain a cha- 
racter for skill in the treatment of this disease, which in truth they do not possess.”— 
(p. 266.) 

1631. ‘The immediate cause of stricture of the rectum is always a more 
or less extensive inflammation or continual irritation of the rectum, in 
consequence of which there is secretion of plastic matter, thickening and 
degeneration of the tissue. The causes are, hemorrhoidal affections and 
abdominal plethora, anomalous gout, syphilis, metastasis of skin diseases, 
suppression of the usual discharges, frequent indigestion, badly treated 
irritation of the intestinal canal, diarrhea, improper use of irritating 
purgatives, constant costiveness, injury of the rectum by foreign bodies, 
extirpation of hemorrhoidal knots, operation for fistula in ano, and 
peedarasty, as I have witnessed in two instances. 

1632. The prognosis differs according to the degree, condition, seat, and 
cause of the stricture. Membranous, circular, and strictures. unattended 
with ulceration, if not seated high up, lead to a favourable prognosis. If the 
disease be more advanced, the stricture accompanied with much hardening, 
seated high up, and its causes cannot be removed, the prognosis is unfa- 
vourable; perhaps by cautious treatment temporary relief may be 
obtained, but never a perfect cure. If the stricture have run on to 
ulceration, the patient, generally, can scarcely obtain relief, and any treat- 
ment not especially cautious, renders him worse, and hastens the evil 
results. ‘The same happens in carcinomatous degeneration. 
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[Bropre observes, that “success in the management of this disease will vary very 
much in different cases. It will depend chiefly on the period of the disease on which 
you are consulted. Ifit be quite in the early stage, you may render the patient great 
service; and although you cannot cure the stricture of the rectum, any more than you 
can cure the stricture of the urethra, yet you can dilate it, and keep it dilated, so that the 
patient will suffer little from it, and that it will not shorten his life. But if you are 
consulted in the advanced stage, when the stricture is much contracted, when the 
mucous membrane is ulcerated, when abscesses have formed in the neighbourhood, 
you can only palliate the symptoms in some degree. The patient under the circum- 
stances, in spite of all your efforts, will lead a a miserable life, and in all probability 
will ultimately fall a victim to the disease.” (p. 30.)] 

1633. The treatment of stricture of the rectum consists in subduing 
its cause and the constitutional disease in causal relation to it, and in the 
removal of the stricture. The first indication requires the use of suitable 
antiphlogistic remedies, or such as operate on the skin, purging, proper 
treatment of hemorrhoidal affections and abdominal plethora, and so on; 
but especially strict attention to the mode of living, carefulness as to free 
relief from the bowels, repeated application of leeches, soothing injections 
into the rectum, hip-bath, rubbing in mild ointments with, according to 
circumstances, extract of belladonna or cicuta. By such treatment, with 
proper care, and corresponding to the circumstances of the individual 
case, a stop may be put to an incipient stricture, as I have in some in- 
stances observed. I have also used at the same time, internally, iodide ot 
potash with good effect. But such result is only possible in the very 
beginning of a stricture; if it have already proceeded farther, no effect 
can be produced on the stricture itself, but it is necessary, if the stricture 
and the rectum be in a state of irritation, to undertake in addition the 
direct employment of mechanical remedies upon the stricture, which 
consist of stretching, cutting into or cutting out, and cauterization of the 
stricture. 

[“ In some cases,’ says Bropir, “the feces accumulate above the stricture, the 
bowel, in this situation, becoming distended into a large bag, forming an immense 
reservoir of fculent matter, always pressing against the stricture, and aggravating 
the disease. It is very important to empty the bowel which is thus loaded; and you 
can only do itin the following manner :-—Introduce an elastic gum catheter through the 
stricture into the feeculent mass above; inject tepid water, or tepid soap and water, or 
a weak solution of caustic alkali; and by repeating this operation, and washing out the 
gut with warm water every day, or every other day, you may at last get the whole of 
the feeculent accumulation dissolved, and empty the reservoir. When this has been 
accomplished, the injection of warm water should be constantly repeated, so as to pre- 
vent the accumulation taking place again.” (pp. 29, 30.)] . 

1634. Stretching, by which the narrowed part may be enlarged, and the 
consolidation of the cellular tissue accompanying it overcome, is effected, 
with plugs, wax, and elastic bougies, sponge tent, with metallic, linen, 
or goldbeater’s skin dilators, and the like. 

1635. The plugs of lint which Drsau.r used with the especial object 
of introducing medicated substances, are carefully passed into the stricture 
with a plug-holder, after having been smeared with mild ointment, to 
which extract of belladonna, or cicuta have been added; or an injection 
of decoction of cicuta is made. The plugs should be made thicker, and 
allowed to remain up for a longer time, according as the patient can bear 
them. As their introduction with the holder is often difficult, and the 
plug completely closes the rectwm, so as even to prevent the escape of air, 
Tancuovu has proposed fixing the plug on an elastic metal canula, and to 
introduce it on a silver button-ended probe, first passed into the stricture. 

1636. Elastic and wax bougies, of corresponding size, are introduced 
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into the stricture. Properly prepared wax bougies, of from one to three 
and half inches in cireumference (SAtMon) are the best. In introducing 
these bougies the following rules are to be observed, according to the 
different heights at which the stricture is situated. The bougie, curved 
according to the curvature of the rectum, and well oiled, with the convexity 
corresponding with the first curve of the gut, and directed towards the 
sacrum, is thrust in upwards and backwards, in this direction, to the ex- 
tent of two inches. After a little waiting, the bougie is introduced still 
higher, from three to three and a half inches above the second curve of 
the rectum ; the inner extremity of the bougie still remains in the hollow 
of the sacrum, and the outer end is inclined to the left side. If the bougie 
be introduced still further, its direction must be changed, the outer end 
being raised from left to right in a semi-circle, and pushed forwards at the 
same time, and in this manner it may be introduced yet four inches further. 
If the instrument have to be passed into the sigmoid flexure its outer end 
must be pressed gently down, and pushed upwards, till it be completely 
carried in, The deeper the instrument is introduced the more care must 
be taken, lest dangerous irritation, or even perforation, of the sigmoid 
flexure should occur. There is, commonly, pain over the whole belly, 
and violent forcing. ‘The contraction of the sphincter causes the most 
difficulty ; the bougie, therefore, of different length, according to the seat 
of stricture, is to be well passed into the rectum, and there retained by 
means of a bandage attached to it. The patient should keep quiet in bed, 
and the bougie allowed to remain in, not longer than from six to ten 
minutes, nor so long, if the patient complain of severe pain. Its introduc- 
tion is to be repeated every two or three days, its size increased, as also the 
time it should remain, according to the patient’s irritability, but every 
violent irritation should be carefully avoided. I have used elastic bougies 
with a dilator, as in narrowings of the esophagus, ( par. 1606,) which I 
once introduced into a stricture, and repeated every two days, as dilatation, 
continued, for some time, easily sets up considerable iritation, and even 
becomes unmanageable. In strictures, situated high up in the rectum, 
the elastic or wax bougies are the only remedies which can be employed. 

[Bropre observes :—“ In a great number of cases, where the disease is far advanced, 
you cannot resort to the use of the bougie in the first instance, or, if you do, it must be 
employed in combination with other remedies. It will be necessary to lessen the irri- 
tability of the bowel by the introduction of an Opiate suppository every night, and a 
gentle aperient taken in the morning. The patient may take a combination of caustic 
potash with copaiba; half a dram of balsam of copaiba, fifteen minims of liq. potass. 
three drams of mucilage of gum arabic, and about nine drams of carraway water. A 
draught of this composition may be taken three times a-day with very great advantage. 
Bryant, of Edgeware-road, recommended to me a decoction of Achillea millefolium, 
which I have employed in some of these cases with manifest advantage. About two 
ounces of the Achillea may be put into a pint and a half of water and boiled down to a 
pint, of which the patient may take a wine-glass full three times a-day.” {p. 29.) 

With regard to the use of bougies in stricture of the rectum, LAWRENCE says:—“Itisa 
question how far the stricture can be relieved by the introduction of bougies. When the 
stricture is situated so near to the anus that you can examine it with your finger, and 
when you can, therefore, ascertain with considerable certainty something of the state of’ 
the bowel, when you can ascertain, by such means, how far the mechanical irritation of 
dilatation will be borne, you may cautiously use bougies, asin the case of stricture of 
the urethra, but you must employ them under. the same kind of restrictions and cautions 
as in that case. Indeed, you may find it necessary to be even more cautious in the case 
of the rectum than in that of the wrethra, inasmuch as you are so much uncertain, when 
‘you meet with a difficulty, whether you are pressing against strictured or sound parts of 
the gut. You must employ instruments which will not be likely to injure the bowel. 


Age 
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Very commonly you find instruments of elastic gum recommended for this purpose, 
which have the advantage of being sufficiently smooth, but they do not readily accom- 
modate themselves to the course of the canal: I do not consider them eligible instru- 
ments. Therefore you had better use rectum bougies, made of a soft composition ; and, 
I consider, indeed, that the common plaster bougies, used for the urethra, are not of 
a sufficiently soft substance for a rectum bougie. ‘There are rectum bougies, made for the 
purpose, of a composition so soft, that if you dip them into tepid water, they will be im- 
mediately softened, and very well adapted for the purpose. These are what I would 
recommend; and you should never employ any force.” (p. 856.) 

“In some cases of stricture of the rectum,” Broptx says, “I have thought that the 
patient has derived benefit from the application of mercurial ointment to the inside 
of the gut, which is easily managed in the following manner. Let the bougie be covered 
with lint smeared with mercurial ointment; the bougie, thus anointed, must be allowed 
to remain in the stricture for a few minutes daily.” (p. 30.)| 

1637. For the purpose of increasing the extension at pleasure, and to 
operate specially upon the narrowed part, peculiar dilators have been 
proposed by ARNoTT, BERMonD, and CosTALLaT. ArwnorTt, as well 
as CHARLES BELL, introduces a piece of prepared gut, by means of a 
sound, into the stricture ; the distension of the former is effected by blow- 
ing in air, and of the latter by injecting water. BerMonp’s (a) and 
Cosrauxat’s (6) apparatus consists of a little bag of linen or gold 
beater’s skin, introduced into the stricture, and by filling it with lint, 
extension can be made specially at the seat of the stricture. The con- 
stant distension purposed by these apparatus easily excites violent irrita- 
tion and pain which is unbearable. 

1638. In the dilatation by metallic means, as the dilators recommended 
by Weiss and Cuarriere, for which also AstLEY CoorER employed a 
pair of narrow forceps, the distension is effected gradually, and repeated 
in a few days. AstTLEY Cooper (c) in this way established the calibre 
of the bowel in course of a few weeks, in two instances. Dilatation with 
metallic instruments can only be employed in valvular and recent stric- 
tures which are not complicated with hardening or inflammation. 

1639. Cutting into the narrowed part, generally objected to by many 
Surgeons, can be employed only in valvular or circular strictures which 
can be reached with the finger, and are unconnected with inflammation, 
hardening, or hypertrophy. In hardening, and in carcinomatous degenera- 
tion it always produces bad symptoms. A button-ended bistoury is to be 
carried in upon the introduced finger of the left hand, or upon a director, 
and the bridges divided with it, or several notches made in the stricture, 
at proper distances apart from each other or at the most projecting part. 
If possible these cuts should be made towards the sacrum, and always 
with care not to extend beyond the bounds of the disease, nor to cut open 
the walls of the bowel itself. 

Wiseman (d) first made use of such cuts in stricture of the rectum. 

CopreLanp (e) says :—* In the indurated annular stricture, which has for a long time 
resisted the introduction or the enlargement of the bougie, I have more than once 
introduced a probe-pointed curved bistoury, and divided the thickened parts, on that 
side of the rectum which is contiguous to the sacrum; and I have frequently seen the 
late Mr. Forp perform the same operation. Wiseman divided a contracted gut three 
or four times in the same person; his case, however, was not one of idiopathic stric- 


ture, but was produced by the rude operation for fistula in ano, which was practised at 
that time.” (p. 32.) | 


(a) Thése, 1827.—Vetrrau, Elémens de Méd. _ ticuliérement applique aux rétrécissemens du Rec- 
Oper., vol. ii. p. 988.—Frorixe’s Chir. Kupf. tum. Paris, 1804.—FRortep, just cited. 
pl. 330. (<) TancHovu, above cited. 
(d) Several Chirurgical Treatises, p. 239, Lon- 
don, 1676. fol. 
(e) Above cited. 


(6) Essai sur un nouveau mode de Dilatation par- 
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[Brop1e recommends the division of the stricture, in the following manner :— In- 
troduce a bistourt caché, and let the screw be so adjusted that the blade may be opened 
about the sixth of an inch, but certainly not more than a quarter of an inch. The 
bistouri must be introduced with the blade shut; then press on the handle, open the 
blade, and drawing it out, you nick the stricture first in one part of its diameter, then 
in another, and then in a third. This being done, a larger bougie may be introduced 
than could be done before, and the cure is very much expedited.” (p. 29.)] 

1640. Extirpation can only be employed in narrowings of the rectum 
dependent on tuberculous excrescences, when situated at the edge or 
in the lower part of the rectum, from whence they may be drawn forth, 
or protruded by straining at the anal aperture, and being held with 
forceps or by a thread passed through them, may be removed from their 
base with knife or scissors without danger. ScureEceER, from experience, 
prefers extirpation in such cases, although it had been objected to by 
Drsautt. If the excrescences be seated higher, extirpation can only be 
performed under certain conditions as to their form, that is, when they 
are provided with a neck. No important symptoms follow this operation, 
as the absence of vessels in these excrescences and their insensibility pre- 
vent bleeding, and sympathetic affection of the rectum, and the internal 
coat readily shoots over. If the excrescences be situated higher than we 
can venture without danger to extirpate them, the removal of those nearest 
the anal orifice will, however, relieve the patient’s condition ; the applica- 
tion of pressure sufficient to efface those above facilitates, and consider- 
ably shortens the cure. 

Compare RoGNEtTrA (a) in reference to those warts of the rectum, which in their 
tissue precisely resemble warts on the skin, and must be removed though they frequently 
return. 

1641. Cauterization with a bougie armed with lunar caustic has been 
employed by Home (0) in ring-shaped stricture of the rectwm, and caute- 
rization with dilatation by SANSON, in three cases, though without particular 
effect. (Tancuovu.) Sanson has recommended a caustic-holder similar to 
that of Ducamr ; Tancnovu employs an elastic catheter, opened at the 
side, into which he introducesa second fitted with caustic. Cauterization 
must always be considered a very uncertain mode of treatment: it can 
only be of use when properly performed, and the dilatation is sustained (c). 

1642. If, in the course of this disease, fistule form about the rectum, 
the treatment must first be directed towards the stricture, and when that 
is got rid of, the fistula may be treated in the usual manner. 

If the disease be cancerous, alleviation only can, in most cases, be 
obtained by thin plugs, smeared with softening and soothing ointments, 
by injections of decoction of cieuta, suppositories of hyoscyamus, bella- 
donna, and the like. But, if the disease be seated at the lower part of 
the rectum, if its upper boundary can be reached with the finger, if the 
cellular tissue surrounding the lower part of the gut be healthy, the 
bowel movable and permitting its drawing down, the extirpation of the can- 
cerous part, according to Lisrrawnc’s (d) proposal, may be undertaken. 

1643. The patient being placed as in the operation for the stone, two 
semi-circular cuts should be made about an inch in front of the anus, 
which, dividing the parts to the cellular tissue, should meet behind. The 
intestine is then to be dissected from its connexions till it is completely 

(a) Gazette Medicale, vol. iv. p. 387. 1836. ' (ce) Tancuov, above cited, p. 182. 


(b) Practical Observations on the Treatment of (d) Revue Medicale, vol. iii, 1830, p. 471. 
Strictnres of the Urethra, &c., vol. ii. p. 418. 
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set free all round. The forefinger, half bent, is now to be introduced 
into the gut, and sufficiently drawn down to make the mucous membrane 
protrude, so that a portion of it can be easily removed with curved scissors, 
or with the knife. If the cancer affect the whole thickness of the intestinal 
wall, and do not extend more than an inch upwards, the whole gut must 
be everted, and the entire disease laid bare. ‘The everted part is then to 
‘be cut into, parallel to the axis of the trunk, and ‘cut off with the curved 
scissors. Should the cancer have affected all the membranes of the intes- 
tine and the neighbouring cellular tissue, then after the first two cuts have 
been made, and the lower part dissected, a cut must be made with a pair 
of straight scissors upon the introduced forefinger, through the whole wall 
of the intestine backwards, where few vessels and the peritoneum can be 
wounded, and which has also the preference of rolling out the gut and 
laying bare the disease at the same time, after which it is to be removed 
with scissors in the sound part. In operating on men, a catheter must be 
kept in the bladder, to prevent injury to it. The bleeding vessels must, 
as far as possible, be tied, or sponge dipped in cold water, or a sufficiently 
thick bundle of lint introduced. If the bowel have been plugged, the 
plug must, after some hours, be renewed. For the purpose of preventing 
the narrowing of the gut whilst the scar is forming, a pretty large bundle of 
lint must be introduced, and there kept, during suppuration, for a month. 

This operation is more difficult in the female than in the male, and an assistant must 
keep his finger in the vagina to prevent its injury, whilst the operation proceeds. In 
the female, after an oval cut is made, distant about three quarters of an inch from the 
opening of the rectum, and continued to the gut, the rectum must be gently pulled, and 
two inches of its side and hind part removed, without injuring the vagina. The pro- 
jection which the rectum forms in front is about sixteen lines, on account of the 
connexions it has with the vagina, which, formed of an aponeurotic tissue, and very 
thick cellular tissue, stretches through the muscular fibres from the fatty tissue beneath 
the skin, at a depth of three lines. When, in the female, the rectwm is dissected up to 
the attachment of the peritoneum, and drawn by means of a pair of forceps, there is 
a space of six inches forwards, and aside between the lower end of the bowel and the 
peritoneum, but behind we may proceed still higher, on account of the meso-rectum. In 
the male, the distance from the anus to the peritoneum is about four inches. * 

1644. When the narrowing depends on a large scar, nothing more can be 
done than to cut deeply into it at- several places, and to widen the anal 
aperture by the introduction of plugs, lint, or sponge. In the narrowing 
of the rectum by tumours in its neighbourhood, which impress it, the 
prognosis and treatment are guided by their situation and condition. 

A narrowing of the anus by growing together of the buttocks, as the consequence of 
badly treated ulceration, so that the motions are only as thick as a feather stem, and for 


the most part involuntary, Rust (a) cures completely by division of the united 
buttocks. 


1645. If narrowing of the rectum run on to closure, and ileus be pro- 
duced, the formation of an artificial anus is required, although always a 
very doubtful remedy (par. 1616.) | 


IX.—OF GROWING TOGETHER AND UNNATURAL CLOSURE OF THE 
PREPUCE. 


Petit, J. L., Traité des Maladies Chirurgicales et des Opérations qui leur convien- 
nent, vol. ii. p. 421. 


ZiER, Dissertatio de Phimosi et Paraphimosi. Jena, 1785. 


(a) Magazin, vol. i. p. 237. 
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Miuer, De Phimosi et Paraphimosi earumque curatione. Erf., 1797. 

Lover, Medicinisch-chirurgische Beobachtungen, part i. p. 84. Weimar, 1794. 

Travers, Bens., On Phimosis and Paraphimosis; in Cooper and Travers’ Surgical 
Essays, parti. London, 1818. 8vo. 

KirnBeRGER, THEOD., Historisch-kritische und pathologisch-therapeutische Abhand- 
lung iiber die Phimosis und Paraphimosis. Mainz, 1834. 4to. 

Coin, Die Beschneidung der Israeeliten, Dresden, 1812. 

‘eee Guide de Posthetomiste, avee un exposé d’un nouveau procédé. Metz, 

43, 

Bercson, J., Die Beschneidung vom historichen, kritischen und medicinischen Stand- 
piinkte. Berlin, 1844. With a plate. 

1646. The unnatural narrowing of the prepuce, so that it cannot be 
readily retracted over the glans penis, is called Phimosis; and if the 
very narrow prepuce which has been retracted cannot be again brought 
forward, it is named Paraphimosis. 

1647. Phimosis is either a vice of the first formation, and congenital, 
or it may be accidental, from inflammation of the glans and prepuce; in 
which latter case it is named by some complicated phimosis, in opposition 
to the first form. 

1648. The prepuce, in children, has generally so narrow an aperture, 
that it cannot be retracted over the glans; and peculiar symptoms may 
occur if this aperture be very narrow or entirely closed. When, for 
example, the orifice of the prepuce is smaller than that of the urethra, the 
urine cannot flow in its usual stream, part of it collects under the prepuce, 
distends it, and can only be completely voided by pressure. By the urine 
thus retained, and becoming putrid, the prepuce is inflamed, often lengthens 
and becomes hard; and even stony concretions may be formed between 
the glans and the prepuce. If the prepuce have not an opening, it be- 
comes distended by the collecting urine to an oval transparent swelling, 
and the retention of urine may be fatal, if assistance be not afforded in 
proper time. 

1649. If the congenital narrowing of the prepuce be not so great as to 
produce the just mentioned symptoms, it is rarely noticed before puberty. 
If the erections of the penis then occurring be not sufficient, by degrees, 
to enlarge the aperture of the prepuce, so that it can be easily retracted 
over the glans, which depends on the great length of the prepuce or the 
shortness of the frenum connecting the prepuce and glans, or it may 
be on the imperfect development of the penis itself, erection and connexion 
will be painful; inflammation, excoriation, and so on, will be produced by 
the obstructed flow of the urine, and by the collection and putrifying of 
the cheeselike matter beneath the prepuce ; and also the proper ejection of 
the semen will be prevented by a very small orifice of the prepuce. 

1650. Accidental phimosis arises from inflammation, in which, as con-' 
sequence of swelling of the prepuce, its aperture contracts, and, as 
consequence of increased determination of blood, the glans itself enlarges. 
Usually, those persons are attacked with accidental phimosis who have, 
from birth, a very long and narrow prepuce. The special causes may be, 
venereal ulcers, when seated on the edge of the prepuce, upon the corona 
glandis, or on the frenum, internal or external gonorrhea, warty excres- 
cences, and excoriation of the prepuce from putrescence of the cheese-like 
matter retained beneath it, or from any other irritant. The inflammation 
is either acute or of an erysipelatous kind ; often is the prepuce swollen 
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with edema. Phimosis may also be produced by any chronic swelling 
and thickening of the prepuce, as in hardening, in scirrhous or any other 
degeneration. ; 

1651. The symptoms caused by such phimosis vary according to its 
degree and its cause. In venereal ulcers upon the corona glandis, if the 
pus be retained, the prepuce may be gradually eaten through, and the 
whole glans often protrudes through the hole. The inflammation may run 
on to gangrene, which is particularly to be feared in adults, and if mer- 
cury have been previously and frequently used ; the urine collected beneath 
the prepuce may cause excoriation, may be effused into the cellular tissue 
of the whole penis, and producing gangrene, cause its destruction. The 
swelling may even be so great that the glans and urethra may be partially 
compressed. If the inflammatory stage pass by, a chronic phimosis may 
remain, in which there is a hard, cartilaginous swelling of the prepuce, or 
growing together of the prepuce and. glans. Should the obstruction to 
the voidance of the urine by the narrowness of the prepuce, affect the 
bladder and urethra, distension, weakness, and even palsy of those parts 
may be produced. 

1652. The treatment of phimosis consists in removing the narrowing 
by operation ; or in phimosis, accompanied with inflammation, by remedies 
capable of diminishing the swelling of the prepuce and glans. In chil- 
dren this operation is only called for when there is complete closure of the 
prepuce, or the congenital phimosis is to such degree that it prevents the 
discharge of the urine, and in adults, when, besides the voidance of the 
urine, the discharge of the semen is also stopped, connexion painful, or if 
the orifice of the prepuce have a cartilaginous ring. 

If the narrowing of the prepuce be only slight, softening rubbings-in, bathing, and 
repeated daily attempts to retract the prepuce, are sufficient to widen its orifice (a). 
Particular instruments have been also used for this purpose (6). This practice is, how- 
ever, always tedious, painful, and can only in a few cases be effective. 

1653. The two usual modes of operating for phimosis are circumcision 
and slitting up the prepuce, with or without removal of the flaps. If a 
congenital phimosis be distended by collection of the urine, it is sufficient 
to thrust in a lancet at the under and fore part of the prepuce, without 
injuring the glaws, and then, after every discharge of urine, to insert a 
little plug into the aperture for a time. 

1654. Circumcision (Cireumcisio, Lat.; Beschneidung, Germ. ; Cir- 
concision, Fr.) consists in the operator taking hold of the prepuce, above 
and below, with the thumb and forefinger of the left hand, so that their tips 
are about a line distant from the glans ; an assistant draws back the outer 
fold of the prepuce, as far as possible, to the root of the penis, or com- 
presses the glans with his thumb and finger; the operator then cuts off 
that part of the prepuce which he holds, with a stroke of the bistoury, but 
cautiously, that he do not injure the glans. The size of the piece to be 
removed must depend on the length of the prepuce, and on the extent 
of its narrowing and thickening ; too little, however, must not be removed, 
as, if so, the inflammation following the operation easily produces fresh 
narrowing. It. is superfluous to hold the part to be cut off with a clamp, 
as recommended by some practitioners. If, as almost always happens, the 
outer fold of the prepuce be retracted further than the inner, the latter 
must also be cut off to correspond. The bleeding, which is often con- 


a) Lover, above cited, p- 90. (6) HeIstER Instit. Chirurg., pl. xxvi. f. 5. 
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siderable, must be stanched with cold water, with sponge, with continued 
pressure, or if any single vessel spirt forth, it must be tied. 


aa Cooper and WaTTMANN recommend the connexion of the two folds with 
stitches. 

The Jewish circumcision differs in that after the child is wrapped from the shoulders 
to the pubes and from the middle of the thighs to the ankles in a cloth properly fastened 
and laid across the thighs of a sitting man, by whom he is properly held, the circum- 
cisor grasps the prepuce with the thumb and forefinger of his left hand, draws it 
forwards, and inserts it in the cleft of an instrument similar to a silver spatula. Thus 
holding the prepuce, and raising the penis upright, he cuts off the former close to the 
plate with a single stroke of a button-ended knife. The cireumcisor now, as quickly as 
possible, seizes the inner fold of the prepuce with his thumb-nails, which have been’ spe- 
cially cut for the purpose, and tears it immediately up to the corona glandis. He then 
spirts some water from his mouth upon the wound, takes the penis in his mouth, and 
sucks the blood out of it a few times. A strip of fine linen is then wound round the 
corona and the cut surfaces, as a dressing, and the penis laid upon the pubes, in a ring 
to prevent it being touched (1). 

TERQUEM (a) speaks in favour of removing the inner layer of the prepuce, and has 
proposed an instrument like a pair of scissors (posthetome mobile) for the purpose. 

(1) Many years ago I was present at a Jewish circumcision, and was so much 
struck with its facility and appropriateness to the purpose, that I have ever since per- 
formed the operation in the same manner, except that instead of inserting the prepuce 
in the cleft spatula, I merely grasp it with a pair of dressing forceps, as close as pos- 
sible to the glans, and then cut it off before them. The tearing up the inner part of the 
prepuce to the corona is a very important part of the operation, and far preferable to its 
division to that extent with the knife, as, whilst the inflammation is subsiding, the cut 
edges, especially near the angle of the wound, are prone to adhere together, by quick 
union ; and. even if this do not extend far, it causes a girthing of the glans, which is 
inconvenient and often requires a second division to complete the cure. By tearing the 
inner skin, which should always be torn completely behind the corona, or the operation 
will be useless, the edges of the wound become sloughy, and disposition to quick union 
is prevented. From repeatedly having performed circumcision in this way, I am sure 
it is the best mode. And I may add, that, as regards circumcision or slitting up of the 
prepuce, the former is in every case much to be preferred. I never, however, put in 
any stitches, as they are not merely superfluous, but add to the necessary inflammation 
without sufficient reason.—J. F. S.] 

Upon the bleedings after circumcision, see GoLDMANN (0). 


1655. Slitting up the prepuce is performed in various ways, in doing 
which, however, it must always be remembered that the outer fold should 
first be well drawn back, so that, as far as possible, an equal division of 
‘both folds should be made. Through the orifice of the prepuce is to be in- 
troduced Savieny’s fistula-knife, or a knife specially for this operation (c), 
with its point guarded, and held flat, till it reach the middle of the cvrona 
glandis ; it must then be turned on edge, and, by sinking the handle and 
raising the point, it is thrust through the skin, and then being drawn 
towards the operator, it divides the prepuce at a stroke. ‘The flaps are to 
be grasped, one after the other, with the thumb and forefinger of the left 
hand, and cut off obliquely downwards and forwards with the curved 
scissors, along and close to the frenum, or, if they be not too large, they 
may be left, and gradually shrink and retract. According to CLoquet’s 
mode (d), a director should be introduced at the under part of the pre- 
puce, parallel to the frenum, and upon it the division made with the knife. 
If the frenum be very short, it must also be divided with the scissors. 
The longitudinal wound becomes transverse by the retraction of the 
prepuce, and heals without deformity. 


(a) Above cited. Larra, have proposed particular kinds of knives 
(6) von GRAEFE und von WALTHER’s Journal, _ for this operation. 
vol. iv. p. 284, vol. xiii. p. 201. (d) Bulletin des Sciences Médicales, 1826, June, 


(c) GuinLemMEAU, BenJ. Bett, PETIT, and _ p. 206. 
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Covering the point of a narrow bistoury with wax, for the purpose of introducing it 
into the aperture of the prepuce, is unnecessary. Many persons in this operation use 
button-ended scissors ; others introduce a director up to the corona glandis, and upon it 
a narrow-pointed bistoury, which they thrust through, after withdrawing the director, 
and divide the prepuce as just mentioned. 

If in consequence of the retraction not having been properly made, the external fold 
of the prepuce be insufficiently divided, it must be done with the scissors. If the nar- 
rowing of the prepuce be of that kind that slitting it up half way is sufficient, this 
must be done, and the flaps cut off obliquely from above downwards, or left to retract. 

In order to prevent the swelling of the flaps of the prepuce, which, by sewing to- 
gether, causes that of the obtuse angled wound, FRicKE (a) makes, after the division of 
both folds of the prepuce as already directed, a cut of the length of half an inch through 
the skin to the underlying cellular tissue, towards the root of the penis. The division 
of the prepuce at the upper, middle, or under part, is always preferable to that on 
either side. 

Sometimes the narrowing of the prepuce depends on a hard ring, situated in its 
inner fold; it is then sufficient to pass a narrow hutton-ended knife behind this ring, 
and to cut through it in withdrawing the knife. . 

1656. After the bleeding is stanched, the edges of the wound should be 
covered with lint, confined with sticking plaster, a small compress, and a 
narrow bandage, and the penis placed upright towards the belly. If in- 
flammation ensue, cold applications areto be made; and in cedematous 
swelling and gangrene, warm ones. The dressings should be removed as 
often as necessary. 

1657. Although circumcision of the prepuce is by many practitioners 
considered to have great advantages, especially when its aperture is nar- 
rowed merely by a hard ring, if the fore part of the prepuce be not only 
unnaturally narrow, but also thickened, relaxed, or to some extent con- 
tracted into a tube (6), yet by this treatment less of the inner than of the 
outer fold is cut off, and frequently so much less that the object of the 
operation is not attained, if the inner coat be not also either cut into or 
cut off; for which reasons the slitting up of the prepuce is, indeed, in 
general properly employed (¢), and circumcision only in the simultaneous 
great degeneration of the prepuce, and then the inner fold must be also 
specially divided. It is also always most advisable to remove the flaps 
after slitting, as already mentioned, as they swell considerably after the 
operation, remain thick and misshapen, and render connexion painful, or 
prevent it, and only in children after the lapse of some years resume their 
proper size. This renders CLoQUET’s proposed operation superfluous. 

1658. The operations in which not the whole thickness of the prepuce, 
but specially only its inner fold, seem preferable to those already men- 
tioned. ‘The origin of congenital phimosis is not, as usually supposed, a 
narrowing of the two folds of the prepuce, but merely a want of extensi- 
bility in the inner one. The operation may therefore be most simply per- 
formed in the following way. ‘The external skin of the penis should be re- 
tracted sufficiently far to discover the aperture of the prepuce, into which 
a narrow-pointed bistoury, with its edge upwards, is to be introduced, or 
a pair of scissors, and some lines distant of both folds divided. With 
the fingers of the left hand the skin is much drawn back over the glans, 
which, thus somewhat uncovered, the slightly extensible inner fold appears - 
tightly stretched over the glans, and preventing the retraction of the pre- 
puce. ‘This inner fold is now to be divided either with the knife or scissors, 
as often as is necessary, till the prepuce is quite free upon the glans, and 
capable of being brought backwards and forwards. The bleeding is of no 


(a) Annal, der chirurg. Abth. des Hamburger (b) Lover, above cited, p. 86.—RicHTER, An- 
Krankenhauses, vol. ii. 256. fangsgriinde, vol vi. p. 191. 


(c) Zane; Operationen, vol. iii. pp. 34 and 40. 
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consequence ; the whole after treatment consists in repeatedly drawing back 
the skin over the glans and bathing the penis in cold water. In a few 
days the patient is cured without any mutilation. I have frequently 
performed this operation, with the best result (a). 

When the cellular tissue connecting the outer with the inner fold of the prepuce, is 
less extensible, and the outer fold itself less yielding, the latter must be so far cut 
into as to allow the prepuce being very easily drawn backwards and forwards (b). 

LANGENBECK (c) proceeds in a similar way, though manifestly less simple and satis- 
factory. After an assistant has forcibly drawn back the general coverings, he grasps the 
edge of the prepuce with a pair of forceps, introduced within it, and with a pair of scis- 
sors makes some little snips at different parts, and so many of them, till the whole 
prepuce can be completely drawn back. After each snip the prepuce must be still 
drawn back, till it be everted and the inner fold come into view, in which he then 
makes the snips which may be still necessary. In old and hard prepuce, with little 
extensibility of its inner fold, Beary (d) employs a practice which indeed is to be con- 
sidered as a modified slitting of the prepuce already described. After previously slit- 
ting up the prepuce, he cuts off the corners of the flaps with scissors, so that the wound 
becomes round; he then retracts the skin of the penis, and cuts off the inner fold of the 
prepuce. as far back as its base, with the scissors. The skin will soon draw together, 
and healing follows, a Y-shaped scar being formed on the inner fold, by which its 
breadth is increased. According to VipAL DE Cassis (e), the operator, whilst an 
assistant fixes the prepuce with a strong pair of forceps, from above downwards, passes 
through the prepuce, below the forceps, three transverse threads, and a fourth ver- 
tically from before backwards ; then with strong scissors he cuts off the prepuce in front 
of the forceps, avoiding the threads. The forceps being then removed, the glans is 
partially exposed with the threads over it.. The middle of each thread is now taken 
hold of with forceps, and being drawn a little forwards, four loops are made, each 
of which being cut through, eight sutures are formed, which after just sufficiently cut- 
ting through the inner fold of the prepuce strongly retracted are tied, and thus the 
edges of the outer and inner fold of the prepuce brought into contact. 

1659. If the prepuce be united to the glans, after that it has been cut 
into where not united, the connexion must be separated with the spatula, 
the scissors, or the knife; but if their junction be so complete that no 
instrument can be introduced between the glans and the prepuce, a cut 
is to be made carefully lengthways through the prepuce without injuring 
the glans, and then it must be attempted by lengthening the cut upon 
the director or by careful dissection, in which the knife is to be always 
more towards the prepuce than the glans, to separate the connexion and 
remove the divided flaps. In all cases where the union is close and firm, 
where no instrument can be introduced between the glans and prepuce, 
the operation is excessively painful and difficult, and the result rarely cor- 
responds to the expectation (f). In such case therefore the practitioner 
should be content, if the patient do not urge the more extended operation, 
to cut into the aperture of the prepuce so far, and so to enlarge it by the 
introduction of bougies that a free escape of the urine may be effected. | 

1660. When the connexion of the glans with the prepuce by bands 
is such that many functions of the penis are interfered with, the operator 
holding the glans with the thumb and forefinger of the left hand, whilst 
an assistant draws down and stretches the prepuce near the bands, intro- 
duces a narrow curved knife through the bottom of the triangular fold of 
skin forming the frenum, and draws it out. Lint moistened with lead 


(a) Foor, A critical Enquiry into the ancient (¢) Neue Bibliothek fiir die Chirurgie und 
and modern method of curing Diseases in the Ophthalmologie, vol. iv. 
Urethra and Bladder, &c. London, 1826. 8vo. (d) Nouveaux Elémens de Chirurgie, vol. ii. 
Eighth Edition.—Ferrier, Note sur l’Operation pp. 590. Second Edition. 
du Phimosis naturel; in Révue Meédic., vol. viii. (e) Traite de Pathologie externe et de Médecine 
p: 305, 1822.—Cuexius, Ueber Phimosis und Para- Operatoire. Paris, 1838-41. Large 8vo. 
phimosis; in Heidelb, klin. Annal., vol. iv. pt. iv. (f) RicuEeRann, Nosographie shirurgicale, vol 
(6) Fricke, above cited. iv. 
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wash is put between the edges of the wound, and the prepuce kept re- 
tracted as much as possible till the cure. 

1661. In the treatment of phimosis arising from inflammation, its three 
stages may be observed ; first, swelling and inflammation of the glans 
which can be got rid of by the proper application of antiphlogistic remedies ; 
second, such considerable swelling that the wrethra is compressed, partial 
stricture thereby produced, and if unrelieved, abscess, ulcerations of the 
urethra, extravasation of urine, and gangrene of the coverings ensue ; 
third, when the chronic phimosis cannot be altered or got rid of, the glans 
and the prepuce become firmly connected. In such case the prepuce has 
often entirely lost its cellular structure, and is thickened; the surface of 
the glans is covered with warts, shrivelled, the proper opening of the 
urethra scarcely to be found, and the glans often nearly entirely separated 
from the spongy body by a deep pit (a). ) 

1662. The treatment of phimosis caused by simple excoriation or 
putrefaction of the cheeselike matter, requires frequent injections of warm 
water with a little lig. plumbi acet., frequently bathing the penis in luke- 
warm milk and water, and placing it against the belly, and also leeches 
at a distance from the inflamed parts. When the inflammation subsides, 
slightly astringent injections may be used. If any hard swelling remain 
about the aperture of the prepuce, it is best to rub in mercurial ointment 
with camphor, and in edematous swelling, bags of aromatic herbs, strewed 
with camphor. 

1663. Syphilitic phimosis, depending on chancre or clap, first requires 
corresponding antiphlogistic treatment, blood-letting, leeching, softening 
poultices, and luke-warm injections, in order to wash out the matter col- 
lected between the prepuce and glans. As soon as the inflammation and 
swelling subside, mercury is to be used externally and internally ; but if 
used earlier, there might be transition to gangrene. If with venereal 
clap and chancre phimosis be feared, it can often be prevented by fre- 
quent purifying injections, quietude, and laying the penis straight upon the 
belly. If after the inflammation, swelling, and narrowing of the prepuce. 
have ceased, its growing together must be prevented by frequently draw- 
ing backwards and forwards. : 

Under the supposition that contact of the ulcerated surfaces is favourable to keeping 
up this kind of phimosis, and that it always subsides with the cure of the ulcers, many 
practitioners, putting off the use of mercury and blood-letting, merely introduce 
beneath the prepuce little rolls of lint smeared with cerate, and after a few days dry 
lint. This is repeated every twenty-four hours if the secretions of pus be considerable, 
but only every forty-eight hours if it be trifling. About the fourth day usually, the 
glans can be uncovered, when it may be slightly cauterized with nitrate of silver, and 
the application of dry lint assists in effecting a cure in from eight to ten days. (PIGNE). 

1664. Inflammatory and venereal phimosis but rarely require operation, 
and mostly cause bad symptoms, violent pain, considerable bleeding, 
increased inflammation and gangrene; the danger of general infection is 
increased, and sometimes growths difficult to get rid of arise about the cut. 
The operation is only called for when the pus is so retained beneath the 
prepuce, that it cannot be washed out by injection and bathing, and can 
only get an outlet by ulceration. In such case, however, it is not neces- 
sary to divide the whole prepuce, but it is generally sufficient only to 
enlarge the aperture of the prepuce so much that the pus can escape and 
injections be admitted. Ifthe retained matter form a large swelling at 


(a) TRAvERs, above cited. 
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one or other part of the prepuce which runs on to bursting through, it 
must be opened with a lancet for the escape of the pus, and injected. 
If the prepuce be eaten through, and the glans protrude through this 
hole, it is best to cut off the prepuce on the side next the constricted part, 
as its opening cannot be again brought to its natural place. 

1665. In those cases in which from the pressure of the inflamed and 
swollen prepuce upon the orifice of the urethra, the voidance of the urine 
is stopped, the ulceration must be prevented by the early introduction 
of an elastic catheter into the bladder, and if it already exist, at least the 
bursting of the urethra, and extravasation of urine which often causes 
gangrene of the whole penis, be prevented. 

1666. The above-mentioned statement (par 1658) that congenital 
phimosis does not depend on narrowing of both folds of the prepuce, but 
merely on deficient extensibility of the inner one, is important in explain- 
ing the origin of Paraphimosis. If, for instance, the very narrow pre- 
puce be retracted in connexion or in any other manner, its narrow 
aperture where the two folds meet, is situated like a cord behind the glans, 
the inner coat is turned outwards, and the prepuce everted. The inner 
coat forms one or more swellings, behind which, and mostly covered by 
it, the constricted part is exposed. ‘The symptoms caused by paraphi- 
mosis are various according as the prepuce and glans had been previously 
healthy, or both inflamed, ulcerated, or in any other way diseased. In 
the first instance they are usually not of importance; the swollen, everted 
fold of the prepuce inflames and becomes more swollen, and especially 
on the sides and beneath, the swellings are greatest, become like bladders 
and transparent. ‘The swelling spreads to the glans, but usually in a 
moderate degree. I have only once noticed priapism accompanying para- 
phimosis. In the second case, the inflammation and swelling are more 
quick and violent, as both the inner coat and the glans may be consider- 
ably swelled: retention of urine may occur from the contraction, and 
even gangrene of the glans. In both cases the prepuce may mortify, but 
usually only the constricted ring behind the glans is destroyed by ulcera- 
tion in consequence of neglect. When the constriction is not very great, 
and the prepuce is not brought over the glans, its folds behind the glans 
may grow together by the accompanying inflammation, and in this way 
an irremediable deformity be produced. 

1667. ‘The treatment of paraphimosis always requires the replacement 
of the everted prepuce as quickly as possibly, which must be attempted 
in various ways. The glans should be squeezed with three fingers of one 
hand for several minutes, or plunged for some time in ice- cold water, to 
reduce its size, and then with the finger and thumb of the other hand, it 
must be attempted to draw the prepuce forwards whilst the glans is 
pressed back. This handling however is rarely successful if there be 
much swelling and some time have elapsed (1). If the paraphimosis be ac- 
companied with inflammation, blood-letting, leeching, and other anti- 
phlogistic remedies proportionate to it, must be employed: the handling 
just proposed will only increase the inflammation.  Scarifications of the 
swollen prepuce, recommended by many, can only be useful by the bleed- 
ing. According to WALTHER (a) the swelling of the inner fold should 
be moderately pressed, so that it may slip in, and the prepuce return 


a) Ueber die Reduction der Paraphimosis und nal fir Chirurgie und Augenheilkunde, vol. vii- 
iiber die Behandlung der Phimosis; in his Jour- p. 347. 
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to its place. By this easy and almost painless handling, WALTHER 
almost always effects his purpose; compression of the glans in doing 
this is unnecessary, but if this treatment be ineffectual, the operation is 
required. 


[(1) The reduction of paraphimosis in this, which is the best way, is often exceed- 
ingly difficult, and always excessively painful, so that frequently a strong-minded person 
will scream like a child from the pain. I have, however, scarcely ever known it fail, and 
hardly remember it needful to perform any operation withthe knife. It requires, however, 
great patience and perseverance, often for the space of half an hour, at the very least, and I 
have often succeeded when the prepuce had been everted six or eight days, and it might 
have been supposed that the adhesive inflammation would have prevented the replace- 
ment of the skin. Although the diminution of the bulk of the glans, by pressing the 
blood as completely as possible out of it, is a very important part of the proceeding, yet 
squeezing out the fluid effused in the prepuce is no less so; and unless both be done, 
there is great hindrance to the replacement of the skin. I, therefore, always first 
squeeze gently, but steadily, for a few minutes, the prepuce, till it become somewhat 
fiaccid, and then firmly press the whole glans with the thumbs of both hands, whilst the 
two forefingers of each hand grasp the penis behind the everted prepuce, like a collar, 
and draw it forwards, whilst the thumbs empty and thrust back the glans. Or if Ido not 
so suceeed, I grasp the whole penis with the left hand, making the thumb and fore- 
finger a collar behind the everted prepuce, which thus rests against it, whilst, with the 
thumb and fingers of the other hand, the glans is emptied, and thrust within the con- 
stricted ring, by pushing first one part and then another of the corona glandis till it get 
beneath the constricting band; and this done, the rest soon follows. Immediately that 
the least bit of the corona has been thus got in, that next it must be poked in (no better 
expression than this can beused) with the finger end, and so on the next, till the greater part 
has been thus returned, and the reduction is speedily completed. It must, however, be 
remembered, that directly the return has commenced, the poking must be continued 
without intermission, as, otherwise, the whole proceeding will have to be repeated, as, on © 
the least cessation, the glans again fills and protrudes. If the everted prepuce do not 
relax by pressure, the constriction being so great that the effused serum cannot be dis- 
persed easily upon the body of the penis, it will be found very convenient to make a few 
punctures through the skin, by which the squeezing presses out the fluid, and then the 
prepuce is rendered flaccid. It is always advisable to try this mode of proceeding even if 
part of the prepuce should have become gangrenous, as this is often merely superficial and 
the replacement puts a stop to its progress. After the reduction, it is well for some hours 
to wrap the penis up in linen, and keep it constantly wet with cold water, for the purpose 
of preventing the disposition to erection, and re-protrusion of the glans, but after that 
time, a warm poultice will be most agreeable to the patient’s feelings, and most favour- 
able to the dispersion of the inflammation. The soreness, however, will commonly con- 
tinue for many days, proportionate to the severity of the constriction, and its duration. 
No attempt at retraction of the prepuce, to see what is going on inside, should be made 
for several days, or the mischief will probably recur.—J. F.8.] 


1668. The operation for paraphimosis is best conducted in the follow- 
ing manner. A little fold of the outer skin of the penis, just behind the 
constriction, is to be raised and cut through; into this opening a small 
director, curved at its tip, is to be introduced, and thrust into the cellular 
tissue beneath the constriction, forwards, till it can be felt on the other 
side, and then upon it the constricting skin is to be cut through. After 
this operation the prepuce cannot generally be drawn over the glans, be- 
cause it is too much swollen, and attempts to bring it forward are use- 
less and dangerous; but it returns gradually when the inflammation and 
hard swelling of the prepuce diminish. If the return of the prepuce be 
impossible, on account of cedematous swelling, a few little cuts may be 


made, and its contents squeezed out. The longitudinal cut soon becomes 
transverse. 


In the mode above mentioned, the operation for paraphimosis differs, in no respect, 
from that already described (par. 1658) for phimosis, namely, the division of the aper- 
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ture and inner skin of the prepuce. The object of the operation is not the division 
of the swelling and of the circular protuberance, but of the retracted aperture, and of the 
inner fold of the prepuce. On this presumption, I cannot agree to the unsatisfactory 
opinion which WALTHER has given of the operation for paraphimosis (a). LANGENBECK 
is also of the same opinion. 

1669. If suppuration have already occurred at the circular constriction, 
the operation is superfluous, for the two folds. of the prepuce are already 
divided, and there is merely the cedematous swelling, which drawing for- 
ward the prepuce prevents. In this case, the prepuce must either be 
brought forward in the way already described, by squeezing and diminish- 
ing the size of the swollen inner fold of the prepuce, or several little cuts 
must be made into it, so as to squeeze out the fluid. 

1670. After the operation, merely cold water is to be applied, and the 
penis laid straight upon the belly. If, during the operation, the spongy 
body be wounded, and there be consequent bleeding, this must be stanched 
with cold water, or with pressure when it can be employed. An cedema- 
tous swelling of the prepuce frequently remains a long while after the 
operation, to disperse which bags of aromatic herbs, rubbing in mercurial] 
ointment and camphor, and if these be inefficient, cutting into it, or 
moderate pressure by rolling the penis, should be employed. 

1671. Constriction of the penis may also be caused by threads or thin 
tapes, and the like, which have been voluntarily put round it. The symp- 
toms, in general, become quickly very severe; the place of constriction is 
speedily and completely covered by the swelling, and the band will quickly 
cut into the wrethra. A thin director must be attempted to be passed 
beneath the band, which is then to be cut through with a narrow curved 
bistoury. If the constriction be caused by a metal ring, it must be cut 
-through with a file, or with nippers, and removed in the most careful 
manner. 
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1672. Stricture of the Urethra (Strictura Urethra, Lat.; Verenge- 
rung der Harnrihre, Germ.; Rétrécissement de lV Uretre, Fr.) results 
more frequently from a change of the mucous membrane with which it is 
lined, than in any other outlet. In women only it is very rare, on account 
of the shortness of the passage. 

The narrowings of the urethra from other causes, will be treated of subsequently, in 
considering retention of the urine. 

1673. The development of this disease is always exceedingly tedious, 
and at first is usually not noticed by the patient. He first feels a slight pain 
in passing his urine, and there is frequently some mucous discharge from the 
urethra, which spots the linen. Gradually more frequent urgency to 
empty the bladder comes on, and the voidance of the urine is accom- 
panied with much straining. The stream of the flowing water begins to 
diminish in thickness, is frequently divided and spiral, or if the urine have 
been already discharged in a stream, a small quantity still falls vertically 
in drops. Frequently all the urine is not voided at once, and a large 
quantity is still passed on additional effort. When the proper discharge 
of the urine is completed, there still remains a small portion behind the 
strictured part, which, as the penis hangs down, gradually escapes by its 
own gravity. If there be several strictures existing at the same time, 
the stream of urine is powerless, and the urine drips away. In this state 
the patient long continues getting alternately better and worse; and after 
violent exertions, after taking heating food and drink, after connexion, and 
after catching cold, a momentary stoppage of urine may occur. 

[BropieE justly remarks, that “in some cases the urine dribbles away constantly and 
involuntarily, and the patient’s clothes by day, and his bed by night, are absolutely 
sopped with urine, making him disgusting to himself and to all around him. This 
involuntary discharge of urine does not indicate an empty and contracted bladder. 
The bladder, in fact, is loaded with urine, and it is when it does not admit of further 
distension that the urine overflows, and all beyond a certain quantity escapes, without 


the patient being able to prevent it, the bladder being at the same time ‘to be felt like 
an enormous tumour in the lower part of the abdomen.” (p. 11.)] 


1674. At last the disease reaches its highest pitch ; the urine can only 
be voided with the greatest effort and in extremely small quantity, and its 
discharge is often completely stopped. By the pressure of the urine 


OF THE URETHRA. 853 


against the stricture, the wrethra behind it is expanded, and it may be so 
much that the urethra tears or is destroyed by sloughing, upon which the 
urine infiltrates into the neighbouring parts. If only a small quantity of 
urine be extravasated into the cellular tissue, it forms a hard, definite 
swelling, which runs on to abscess. In greater extravasation there is a 
spreading tumour, which may extend from the perineum over the scrotum, 
penis, groins, and soon. The skin has at these parts a dusty red, shining 
appearance; gangrene soon comes on, and, after its separation, fistulous 
apertures are formed, by which the urine escapes. In this state the con- 
stitutional powers often soon sink, and the patient dies. 

[“* Conceive,” says Broprir, “a distended bladder, and the spasmodic action of the 
abdominal muscles and diaphragm of a powerful man acting like a syringe, and 
forcing the urine through the lacerated wrethra into the cellular membrane. In fact, 
the scrotum, the penis, the perineum, sometimes even the groins are enormously dis- 
tended with urine. The first effect of this mischief is to relieve the patient’s sufferings. 
There is no more straining, and the spasm of the stricture, no longer excited by the 
pressure behind, becomes relaxed, so as to allow some of the urine to flow by the 
natural channel. After this deceptive interval of ease, another order of symptoms shows 
itself. The urine, under any circumstances, would irritate the parts unaccustomed to 
its contact ; but, in a case of retention of the urine, it has been long in the bladder, 
much of its watery parts have been absorbed, and it is in consequence unusually impreg- 
nated with saline matter, so that its stimulating properties are much increased. Where- 
ever this acrid fluid penetrates, it first excites inflammation, and then kills the parts 
with which it is in contact.” (p. 13.) 

“In cases of stricture, where the disease has existed for many years, and nothing 
effectual has been done for its relief,” Brop1E observes, “ abscesses form in the cellular 
membrane external to the bladder, but communicating with it, similar to those con- 
nected with the urethra. A considerable time elapses before such abscesses present 
themselves externally, and they point at last in the groin, or above the pubes, discharg- 
ing a putrid, offensive pus in the first instance, and giving exit to urine afterwards. In 
Dr. HunTer’s Museum (now at Glasgow) there is a preparation exhibiting an abscess 
of this kind communicating with the bladder at the fundus, extending upwards in the 
course of the wrachus, and opening externally at the navel. I believe that the formation 
of these abscesses is always preceded by chronic inflammation of the mucous membrane 
of the bladder, and their existence is marked by severe typhoid symptoms. For the 
most part they may be regarded as a sign of approaching dissolution.” (p. 26.)] 


1675. If this do not happen, however, severe symptoms arise from 
the changes which the mucous membrane of the hinder part of the urethra 
undergoes in severe and long-continued strictures. By the constant 
irritation of the urine collected behind the stricture, it swells up and be- 
comes spongy; this change spreads upon the mucous membrane of the 
prostatic part of the urethra, the prostate itself enlarges and its mucous 
follicles swell considerably (1). Hence arises the sensation of weight in 
the rectum, the frequent, often useless straining at stool, the mucous, 
sometimes purulent discharge which precedes the flow of urine ; the fibrous, 
tenacious urine, with the deposit of long mucous threads upon the bottom 
of the chamber-pot, which may be drawn out to the extent of two or 
three feet. The hind part of the urethra, and the neck of the bladder 
at last become so expanded, that the urine is only retained by the stricture, 
and drips involuntarily (2). By the extension of this diseased change in the 
mucous membrane to the excretory canals of the semen, and the seminal 
vesicles, there is frequent swelling of the testicles, very quick discharge of the 
semen in connexion, (in which it also escapes without elasticity, and often 
before the venereal orgasm is finished,) and frequent nightly pollutions. In 
very severe state of the disease voidance of the semen at a half erection, 
without the patient having any sensation of it, with the efforts to discharge 
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the last drops of urine, and in going to stool, occurs. These changes at 
Jast reach the mucous membrane of the bladder, the walls of which then 
often become considerably thickened ; they extend even along the ureters 
to the pelves of the kidneys, which, in like manner, are expanded (3). 
The great disturbance of the general health which accompanies long-con- 
tinued stricture now appears ; the more or less disturbed digestion, wasting, 
feverish symptoms at uncertain periods, often accompanied with violent 
headache and great heat, sometimes with shivering and without particular 
heat, at other times with cold shivers, great heat, and copious sweating (4). 


[(1) The following observations of Bropre, in reference to the combination of stricture, 
with enlargement of the prostate, are most truthful and well put, and, if borne in mind, 
will save the patient pain, and the Surgeon credit. “Although the combination of 
stricture with enlarged prostate is common enough; yet it is not,” says he, “so common 
as it is by some Surgeons supposed to be. Anold man, who has a frequent desire to void 
his urine, and voids it slowly and with difficulty, applies to a Surgeon, whose hand is 
light and accustomed to the use of the catheter. The instrument is then introduced 
readily, or, at any rate, meets with no obstruction until it reaches the neck of the 
bladder, and the case is set down as one of enlarged prostate, which it really is. Another 
old man, under precisely similar circumstances, applies to a Surgeon, who uses the 
catheter rudely and incautiously. The urethra resents this rough usage; spasm is 
induced, and the point of the catheter cannot be passed further than the membranous 
part of the wrethra. The case is then supposed to be one of stricture, and is treated as 
such; I need not tell you to how little purpose.” (p. 23.) 

(2) Bropre mentions a remarkable instance of enlargement of the urethra following 
“stricture at the distance of three inches behind the external meatus. The posterior part 
of the urethra was so much dilated, that, whenever he made water, a tumour, as large 
as a small orange, and offering a distinct fluctuation, presented itself in the perineum: 
it might be compared to a second bladder. Once, when he sent to me labouring under 
a complete retention of urine, I punctured the tumour in the perineum with a lancet. 
Immediately the urine gushed out ina full stream.” (p. 8.) 

(3) “In some instances,” Bronte observes, “the mucous membrane is protruded 
through some of the interstices of the muscular fibres, forming numerous small cysts, 
communicating with the cavity of the bladder. These cysts appear to be formed in the 
following manner; when the patient strains in making water, the mucous membrane, 
while it is pressed on by the muscular fibres externally, has to sustain an equivalent 
degree of pressure on its inner surface from the reaction of the urine. Wherever there 
happens to exist a small interstice between the muscular fibres, the latter force alone 
operates, and the bulging outwards of the mucous membrane is the necessary consequence. 
These cysts, however, are not peculiar to cases of stricture of the urethra, and they occur 
equally where the obstruction to the flow of urine arises from an enlargement of the 
prostate gland, or from any other cause.” (p. 25.) He mentions “a case of long-neg- 
lected stricture of the urethra, in which, on examining the body after death, I found one 
of the cysts interposed between the bladder and rectum; at least, equal in capacity to the 
bladder itself. * * * For the most part the contents of the cysts are similar to those of the 
bladder itself; but I shall have occasion to mention a case in which a large cyst of this 
description contained pure pus, while in the bladder there was nothing but urine.” (pp. 
25,6.) He also observes that he has “ met with several cases of stricture of the urethra, 
in which the mucous membrane of the bladder was found, after death, not only in- 
flamed, but encrusted, even over a large portion of its surface, with coagulated lymph. 
Such an effusion of lymph is the result of acute inflammation, differing in its character 
from the chronic inflammation.which produces merely a secretion of the vesical mucus ; 
and it is observed chiefly (if not exclusively) when the patient has died after having 
been harassed by repeated attacks of retention of urine.” (p. 24.) 

(4) “Rigors also occur,” says Bropre, “in many cases of stricture, independent 
of abscess. We meet with them most frequently in patients from hot climates. They 
usually recur at irregular periods, being in many instances brought on by the introduc- 
tion of a bougie, or the application of caustic to astricture. The paroxysm very nearly 
resembles that of an intermittent fever, and it is more severe when it follows the use of 
a bougie than when it occurs independently of it. In general, the cold fit having been 
followed by a hot fit, and that by a profuse perspiration, the patient is relieved. At 
other times, however, the constitution is disturbed fora great length of time afterwards ; 
and sometimes the rigor is followed by an attack of continued fever, which lasts for some 
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days, or even for some weeks. I met with a case in which a rigor followed the applica- 
tion of caustic to a stricture, and this was followed by an attack of mania, which (if my 
recollection be correct) did not subside for nearly a month. Another patient had 
laboured under a stricture of the urethra for many years, during which no instrument 
had ever been made to enter the bladder. I succeeded in introducing a small gum 
catheter. Having emptied the bladder, I removed the catheter. In a few hours after 
there was asevere rigor. An attack of fever ensued, attended with rheumatic inflam- 
mation of the muscles of the neck, from the effect of which the patient never entirely 
recovered, though he lived for many years afterwards.” (pp. 27, 8.)] 

1676. The origin of stricture always depends on, and is accompanied 
with, a chronic inflammatory state of the mucous membrane of the urethra, 
by which it is swollen up, thickened, and loses its natural extensibility. 
In many instances the immediate cause of stricture is unknown. It is 
frequently observed after gonorrhea, especially if that have been long 
continued, and improperly treated. The causal relations, however, which 
the stricture has to a previous clap, are often unknown, as it is observed 
after both severe and slight clap, whether treated with or without injec- 
tions. Strictures, also, commonly appear long after gonorrhea, often as 
long as thirty or forty years. Neither their seat nor their extent at all 
corresponds with that of the previous gonorrheeal inflammation. Scrofu- 
lous or gouty inflammation, long-continued onanism, accidents which 
befal the wrethra, and long suffering with stone in the bladder, especially 
in old persons, may be causes of stricture. Warm climates seem to be 
more favourable to their development than cold. Varicose swellings of 
the vessels, as well as tumours in the neighbourhood of the urethra, may 
also produce them. 

| Brop1e mentions that “in some cases of long standing, we find a gristly in- 
durated mass at the lower portion of the penis, where it is covered by the scrotum. 
This is, probably, in some instances, the contracted portion of the urethra, thickened 
and converted into a substance approaching in its character to cartilage. But, in other 
cases, it depends on a different cause. A gentleman laboured under a stricture, and 
voided his urine with great difficulty. A hard oblong tumour could be felt in the 
neighbourhood of the stricture, though somewhat anterior to it, at the upper part of the 
scrotum. I dilated the stricture so as to enable the patient to introduce a bougie for him- 
self; but still the stricture remained unaltered. He died about a year afterwards of an 
accidental attack of disease in the brain; and I found, on dissection, that the tumour 
had arisen from a deposition of lymph into the cells of the corpus spongiosum. Imme- 
diately behind the stricture there was an orifice leading into a long and narrow sinus, 
extending from ‘the urethra into the gristly substance of the tumour. The direction of 
the sinus was from behind forwards, so that it was evident that it could not have been 
produced by the improper use of the bougie. I conclude that it was the result of the 
aa the repeated pressure of the urine against the urethra behind the stricture.” 

PP> 9, ¥- 

1677. The most common seat of stricture is at four and a half, or five and a 
half inches from the orifice of the wrethra, rarely at other parts (1). The 
strictured part is, according to the duration of the complaint, more or less 
hard, white, almost fibrous, generally of slight extent, not exceeding a 
line’s breadth, as if the wrethra were tied round with a thread ; but some- 
times it is wider, and then not equally thick, and the canal of the urethra is 
variously curved. These changes seem to result from repeated severe attacks 
of inflammation, which even affect the spongy body of the wrethra, and 
render it thick and hard. Sometimes several distinct strictures exist 
at the same time. Stricture does not always attack the whole circum- 
ference of the urethra, it is often valvular, or tape-like, divided and branch- 
ing, and sometimes runs lengthways. Not unfrequently strictures are 
noticed, the middle of which is ulcerated. Complete closure of the urethra 
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from stricture is very rare; but most commonly in long-continued stric- 
ture, the urethra in front of it is contracted. The so-called caruncle, or 
growth from the inner membrane of the urethra, which was formerly con- 
sidered the most common cause of stricture, and probably nearly always 
confused with what we call stricture, is rare. ‘They are frequently found 
as little masses of soft warts behind the stricture; at other times they 
are not found behind, but before the stricture; they are commonly similar 
to those growths observed on the prepuce and glans. I have seen in one 
person, who had frequent claps, the wrethra filled with round excrescences 
for an inch behind the fossa navicularis. 


Hunrer (a) has described three forms of stricture of the urethra ; first, a permanent 
stricture depending on a change in the structure of the urethra ; second, a mixed con- 
dition of permanent and spasmodic stricture; and, third, a simple spasmodic stricture. 
The adoption of this third kind rests on the notion that the inner membrane of the urethra 
is endowed with actual capability of expansion and contraction, depending on its muscular 
nature. This opinion is contradicted by examination, which shows that the membranous 
part of the urethra is surrounded with an injectable tissue similar to the spongy body, but 
in which no muscularity can be discovered (6). CHarLEs BELL (c), who considered the 
urethra to be simply elastic, supposed that many symptoms of stricture depended on the 
influence of the perinzeal muscles surrounding the neck of the bladder and the urethra. 
Although there may be some grounds for this opinion, a certain capability of contrac- 
tion and expansion cannot, however, be denied to the urethra, as so many excretory pas- 
sages which equally exhibit no muscular character, and where only very rich vascular 
ramifications are noticed, are so endowed, without, on that account, distinguishing with 
the name, spasmodic stricture something else than a stricture (depending on a change of 
structure in the inner membrane of the urethra) which is accompanied with great in- 
flammation, great sensibility of surface, or in the neighbourhood of the canal of the 
urethra, and with increased irritability of the surrounding muscles, by which a great 
degree of stricture may be produced. Here, also, must be distinguished from spasmodic 
contraction of the urethra and neck of the bladder those cases which come on without 
inflammation and organic change, and merely as a symptom of diseasedly increased 
sensibility of the bladder and the urethra, and mostly only transient (d). It must 
also be remembered, that even spasm may accompany every acute and chronic inflam-_ 
mation. The mistake must not be made of assuming the existence of spasmodic stricture, 
because on examination of the urethra after death no trace of stricture can be found, of 
which, during life, there were symptoms, and which generally depends on the mode of 
examination, as, if it be not carefully conducted, nearly everything disappears on cutting 
into the stricture (e). 

[ (1) “In the majority of instances,” observes Bropre, “the disease (stricture) 
began in the anterior portion of the membranous part of the urethra immediately 
behind the bulb and in the situation of the triangular ligament of the perineum; that 
in some instances it had its origin in the urethra, somewhere between the part just 
mentioned and the external orifice ; and that in a few cases it is confined to the external 
orifice, and the canal immediately adjoining to it. Occasionally where the original 
and principal stricture has been in the membranous portion of the urethra, there is 
another stricture anterior to it; and in cases of very long standing it is not unusual to 
find the greater part of the canal in a thickened and contracted state. (p. 4.) A stric- 
ture which affects the external orifice, and anterior extremity of the urethra, is, in 
many cases, connected with an adhesion of the inner surface of the prepuce to the 
glans. Such adhesion is usually the consequence of a congenital narrowness of the 
prepuce, combined with want of due attention on the part of the nurse to the child’s 
cleanliness ; and hence it is that patients who labour under this kind of stricture, fre- 
quently declare that they do not know when the disease began, and that they cannot 
remember the time when the urine flowed in a full stream.” (pp. 6, 7.) ] 


1678. The diseases which may be confused with stricture are, inflam- 
mation of the urethra, clap, spasm of the muscles surrounding the wrethra, 
abscesses or swellings in its neighbourhood, stone, and diseased prostate. 


(a) Above cited, p. 120. c) Above cited. 
(6) Suaw, Joun, On the Structure of the Mem- d) SormMERING, above cited, p. 216.—LisFRANC, 
branous Parts of the Urethra ; in Med,-Chir, Trans., above cited. 


vol. x. p.339. 1819, (e) Amussat, above cited. 
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A close inquiry into the course of the disease, a careful examination, 
and the following circumstances decide the point. In stricture, the dis- 
charge after connexion occurs quickly, and recurs usually after a week : 
a clap rarely appears before the third day, increases, and the pain on 
making water and inflammation become more severe. Stoppage of the 
urethra by stones is distinguished by the previous symptoms of stone, by 
the sudden stop to the flow of urine, and the striking of the sound against 
the stone. Swelling of the prostate is felt by the finger through the 
rectum, the catheter can be readily introduced as far as the prostate, but 
it then frequently excites severe pain, and most commonly only an elastic 
catheter can be introduced. 

1679. The prognosis in stricture of the urethra varies according to the 
seat and condition of the disease. The nearer to the orifice of the urethra, 
the more recent and extensible, the shorter and narrower the stricture is, 
so much the more easily can it be got rid of. When, however, the 
symptoms mentioned (par. 1675) have set in, the prognosis is more 
doubtful, except that the patient’s condition may be rendered tolerable ; 
it cannot, however, be decided whether after the removal of the stricture, 
these symptoms will diminish or cease. The treatment is in many cases 
tedious, and relapses are very frequent. If urinary fistula have already 
formed, what has been already mentioned (par. 948) must be borne in 
mind. 

1680. In the cure of stricture, two circumstances must be distinguished, 
namely, whether the voidance of the urine be completely stopped, or 
whether the patient suffer under the common symptoms of stricture; the 
latter only will here be considered, but the former in treating of retention 
of urine. - 

1681. The object in the treatment of stricture, is to get rid of the 
obstacle which opposes the passage of the urine, and which is to be effected 
either by gradual widening of the canal of the wrethra, by the introduc- 
tion of foreign bodies, as tapers, bougies, or catheters; or destruction of 
the stricture with caustic, with conical catheters or special instruments. 
If the stricture be in causal relation with syphilis or any other dyscrasy, 
they must be counteracted. General treatment, however, has not in itself 
any effect on stricture. 

1682. The first object of the treatment by widening or with bougies, 
is to determine the seat of the stricture. For this purpose, an elastic wax 
bougie corresponding in thickness with the orifice of the urethra, and 
smeared with oil is to be introduced into the aperture of the urethra, the 
penis being held with the finger and thumb of the left hand behind the 
glans, but without pressing the wrethra. The penis is then drawn up, 
whilst the bougie, held like a writing pen, and gently rolled from side to 
side, is passed in so as not to get entangled in the mucous membrane.. 
When the bougie has reached the seat of stricture, a mark is to be made 
on it with the nail close to the mouth of the urethra, and thus the dis- 
tance of the stricture from it is shown. 

[The bougie which is used for the purpose of examining the wrethra should,” 
says Bropre, “be of a full size, that is, large enough to fill the urethra without stretch- 
ing it. A small bougie may deceive in two ways: it may pass through a stricture, and 
thus lead you to believe that there is no stricture when there really is one, or it may 
have its point entangled in the orifice of one of the mucous follicles of the urethra; orin 
some accidental irregularity of the canal, and lead you into the opposite mistake of sup- 
posing that there is a stricture where none exists. If you use a bougie of the size of 
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the urethra, you are not at all liable to the first error, and you are much less liable to 
the second than you would be otherwise.” (pp. 29, 30.) ] 

1683. A thinner elastic or wax bougie, about the thickness of the 
stream in which the urine flows is now taken, and a mark made upon it 
at the same distance from its point as on the former one; after which, 
being introduced as already directed, an attempt must be made to pass it 
through the stricture, in doing which all violence must be avoided. The 
entrance of the bougie beyond the nail-mark shows it has passed the 
stricture, and this is still further proved when, on drawing it back, it is 
somewhat held, and if left quite alone it does not rise up. The last cir- 
cumstance shows that the bougie has bent in the canal of the wrethra in 
front of the stricture without penetrating it. Ifthe point of the bougie 
enter a mucous follicle, it is known by the nearness of the obstacle to the 
orifice of the urethra, by the pain the patient feels, by its further progress 
when the bougie is drawn a little back, which is effected without the least 
difficulty, and then again introduced in a different direction, and by the 
absence of any impression of the stricture which is always observed, when 
the bougie is withdrawn, to have been made by the stricture. If the 
bougie will not enter, a smaller one should be tried. If the condition of the 
stricture be such as to render the passage of the bougie impossible, we 
must endeavour to obtain an impression of it with Ducamr’s model- 
bougie, presently to be described, which must be pressed against it a little 
while for that purpose, so as to give to the point of the bougie to be intro- 
duced the proper curve by which perhaps it will pass through the 
stricture. Ora very thin bougie is to be carried down to the obstacle, 
and there left some hours, from eight to twelve ; afterwards it will of itself _ 
enter the stricture and pass into the bladder (DuruyTREN.) When the 
bougie have to be pushed beyond the curve of the urethra, beneath the 
arch of the pubes, it is most advantageous to give it a proportionate curve; 
or to introduce a stilette of lead or iron properly curved into the cavity of 
an elastic bougie. - Or if a straight bougie be carried beyond the curve of 
the urethra, as soon as its point gets under the pubic arch, the penis must 
be depressed to lessen the curve of the canal, the bougie gently rotated as it 
is pushed forwards, and assisted by pressure of the finger in the perineum. 

The introduction of the bougie is often rendered difficult by the spas- 
modic contraction of the muscles surrounding the wrethra, especially in — 
irritable persons, or if the stricture be in an inflammatory state. In this 
case the introduction of the bougie may be often effected, if a slight rub- 
bing be made on the perineum with one hand, whilst the instrument is 
gently pressed forwards with the other, or if it be allowed to lie some time 
upon the stricture, and then attempts made to pass it farther. Under these 
circumstances, remedies which lessen the great irritability, as luke-warm 
bathing, clysters, leeches, and the like should sometimes precede the use 
of the bougie. No force should ever be employed in passing a bougie ; 
if it will enter only a few lines deep into the stricture, there it should be 
allowed to remain, and by repeated introductions it will pass further. 

Common bougies, wax bougies, are prepared in the following manner :—A piece of 
fine linen, which has been already used, nine inches long and to an inch in width, 
according to the thickness of the bougie to be made, is to be dipped into melted plaster, 
and when a little cooled, spread flat and even with a spatula; it is then to be rolled 
together between the fingers and afterwards between two plates of marble till it is quite 


firm and smooth. The bougie must be equally thick throughout its whole length to 
about one inch from its point, from whence it should gradually taper and terminate 
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in a firm round point. Bougies are also made by dipping cotton threads in melted 
wax till they have acquired sufficient size, after which they are rolled between marble 
plates. By the addition of various medicaments to the substance of which bougies are 
formed, were made the bougies médicamenteuses formerly in use. The elastic bougies 
are to be preferred, as besides their flexibility they are also tolerably firm, and not so 
easily dissolved by the urine. If hollow, an iron stilette may be introduced into them, 
and their strength thereby be much increased. 

Wax bougies seem preferable to elastic ones in all cases where there is difficulty in 
penetrating the stricture, as, on account of their great flexibility, the urethra is not 
easily injured. In very narrow strictures, the introduction of silk-worm gut bougies 
has been recommended, which enlarge about half their size, and by their softness yield 
to the directions of the canal. The objection made to them, that by their irregular 
and hard point, they injure the canal of the urethra, and even pierce through it, may 
be diminished by their proper preparation, and careful introduction (a). 

If the wax bougie, when it has penetrated the stricture, be a little while withdrawn, 
an impression upon it from the stricture is observed, by which the condition and 
extent can be determined. The same also happens with the silk-worm gut bougie. 

[In passing wax bougies, ASTLEY Cooper (6) directed “always to warm them by 
the fire, for the purpose of rendering them soft; when, if they are introduced into the 
urethra and pass through the stricture, you will ascertain the distance at which it is 
situated from the orifice, and the form and size of the stricture will be modelled on the 
bougie. You then pass another bougie a little longer than the first, and directly that is 
withdrawn, another still larger. On the following day you again introduce two bougies, 
that is, if there should be no existing inflammation to prevent it; the first bougie you 
then use is to be of the same size as the one with which you concluded on the previous 
day ; after this has been withdrawn, you again pass another, a size larger than the first, 
thus using on every occasion two bougies, always beginning with one of the same size 
as that with which you had concluded on each preceding time. By adopting this plan, 
strictures may be cured in a quarter of the time that they usually are, and the stric- 
tured part of the wrethra speedily made to regain its natural size. * * * Never attempt 
to pass a bougie in its straight state, for if you do, it will be obstructed in its passage, 
whether there be stricture or not. You invariably give it, before its introduction, the 
curve of the catheter.” (p. 223.) 

ABERNETHY (c) says:—“ You should pass a bougie very gently, and withdraw it im- 
mediately after the first application, and if no reaction ensue, you will find that the 
part will bear twice as much next time; but if you pass it roughly, the contrary will 
happen, and you will increase the disorder. You should never repeat the passing a 
bougie till the effect of the first stimulation is completely gone off. In many cases there 
is no necessity for introducing them more than once a week.” 

Bropie justly remarks :—“ Success in the cure of this disease will depend on your 
attending to this important rule. Whether you use a bougie, or a sound, or a catheter, 
let the instrument be held lightly, and, as it were, loosely in your hand; it will then in 
some measure find its own way in that direction in which there is the least resistance ; 
whereas, if you grasp it with force, the point can pass only where you direct it, and it is 
just as likely to take a wrong course as a right one. A stricture will invariably resent 
rough usage; it will yield to patience and gentle treatment.” (p. 68.) 

In the treatment of stricture of the urethra, there is difference of opinion as to the 
material of which the bougie or sound should be made, whether wax, elastic gum, cat- 
gut, or metal is to be preferred; and whether such instrument should be conical or 
cylindrical. 

Astiry Cooper says :—“ The bougie I use is made‘of silver ; it is of the form of the 
catheter, but at the point, and running back for some distance towards the handle, it is 
conical. The way | use it is this, I first pass down in the manner above described, a 
wax bougie, for the purpose of ascertaining the form, size, and distance of the stricture. 
Having obtained a knowledge of these, I then introduce my conical silver bougie, the 
point of which having entered the stricture, the further it passes the greater is the 
dilatation produced, in consequence of the form of the instrument. This bougie I have 
found extremely serviceable, and is the best with which I am acquainted. When it is 
not at hand I use a common silver catheter instead.” (pp. 223, 24.) 

ABERNETHY observes :—“ Metallic instruments are good in some cases; if there be a 
spasmodic stricture at five inches, and another at six, and one beyond it, when a com- 
mon bougie is passed it may get by the first stricture, but when it reaches the second it 


(a) Korner, die Harnrijhren-Strictur und ihre (b) Lectures ; in Lancet, 1833, 4, vol. ii. Third 
Heilung ; in Rusr’s Magazin, vol. xv. p. 1. Edition. 
(c) MS, Lectures on Surgery. 
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will be so griped by the one through which it first passed, that it will go no further: 
here, then, the metallic is useful ; it cannot be indented, and, being exceedingly polished, 
it slides on, but it requires great knowledge of the direction of the canal, and great 
gentleness in passing it.” 

In the following observations it will be seen that Bropie considers difference of 
situation of the stricture requires corresponding modification in the treatment with 
instruments. : 

“‘Strictures in the anterior part of the urethra, but behind the orifice,’ says he, 
“require to be mechanically dilated by the introduction of bougies or metallic instru- 
ments. At all events, I know of no better method of treatment ; and sometimes the 
patient obtains relief on very easy terms, the dilatation being readily accomplished, and 
the use of a bougie once in three or four days being sufficient to prevent a recurrence of 
the contraction. At other times, however, the disposition to contract is so great, that it 
becomes necessary to introduce the bougie once or twice daily; and, indeed, I have 
known cases in which the patient was seldom able to expel his urine until the bougie 
had been employed. 

“The simple rules which have been just laid down are not sufficient for the treatment 
of strictures at the bulb of the urethra. The circumstance of these being situated where 
the curvature of the urethra begins, at a distance of six or seven inches from the exter- 
nal orifice, and their liability to spasm, distinguish them from strictures in the anterior 
part of the canal. The management of them requires greater skill, attention, and 
experience on the part of the Surgeon; but, at the same time, it must be acknowledged 
that it leads, on the whole, to more satisfactory results than that of strictures which 
take place elsewhere. - If you were to ask me, how then do you treat strictures at the 
bulb of the urethra ? my answer would be, I have no particular method: sometimes I 
adopt one method, sometimes another, according to the peculiar circumstances of the 
case. (p. 49.) The methods which are chiefly useful in the case of stricture at the bulb 
of the urethra, are: First, The dilatation of it, by means of the common plaster bougie. 
Secondly, The dilatation of it by means of the metallic bougie, catheter, or sound. 
Thirdly, the retention of the gum catheter in the urethra, and bladder. Fourthly, The 
application of the bougie armed with nitrate of silver. 

“ The common plaster bougie, if of small size, should be of a conical shape, but if of 
a middle size or of a full size, it should be cylindrical. Ascertain the size of the stream 
of urine, and introduce a bougie of this size, whatever it may be. Ifthe bougie be very 
small, it may be used straight, otherwise it should be curved like a catheter, but in a less 
degree. Neither you nor your patient are to be disappointed because the bougie does not 
enter the stricture at the first trial. In many cases this will not happen until you have 
seen your patient three or four times; and in very difficult cases, the delay may be still 
greater than this. When a bougie has once entered the stricture and bladder, allow it to 
remain for a few minutes. In two or three days introduce either the same bougie or one 
of the same size. Then withdraw it, and use one of a size larger. Allow this to 
remain for a few minutes, and after two or three days more, repeat the operation. Thus, 
by degrees, you dilate the stricture, until it is of the same diameter with the rest of the 
urethra. This method of curing strictures is applicable to a great number of cases ; 
and, whenever it will answer the purpose, I would advise you to resort to it in preference 
to other methods. The common bougie gives little or no pain; it excites no irritation, 
unless it be introduced clumsily or rudely ; and it can do no harm by penetrating or 
tearing the membrane of the urethra. 

“The metallic instruments which I am in the habit of employing are not those which 
are sold under the name of flexible metallic bougies. These are liable to lose the 
shape which you have given during their introduction, and, in fact, are at the same time 
too flexible and too inflexible for any useful purpose. Those which I have, if of a 
small or middle size, are made of solid silver, the larger ones of silver or steel, or steel 
plated, or of a composition similar to, but firmer than, that ‘of the flexible metallic 
bougie. These sounds should be very slightly curved, and for ordinary cases not 
more than eight inches and a half or nine inches long, exclusive of the handle. You 
may use them as you would use the common bougie, for the purpose of gradually 
dilating the stricture, beginning with one of a small size, and gradually proceeding to 
those which are larger. Sometimes you will find it best to introduce the sound without 
turning, that is, with the concavity towards the patient’s abdomen; at other times, you 
will pass it more readily by keeping the handle, in the first instance, towards the 
patient’s left groin, turning the instrument afterwards as it approaches the stricture. In 
either case, if you wish to avoid making a false passage, take care that the point is kept 
sliding, as it were, against the upper part of the urethra. Press the instrument firmly, 
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but gently, against the stricture, in the expectation that it will gradually become dilated 
and allow the point to enter; then depress the handle, and pass it into the bladder, 
provided that you can do so readily, and without the application of force, but not other- 
wise. ‘T'wo or three days afterwards, (and the interval ought to be never less than this, 
and sometimes it ought to be greater,) introduce the sound which has been passed 
before, withdraw it, and introduce another of a size larger ; and thus go on dilating the 
stricture until that part of the urethra has regained its natural diameter. If in the 
course of these proceedings you are in doubt whether the sound has reached the bladder 
or not, you may easily determine the point in question by introducing a catheter. 
You might, indeed, use the catheter from the beginning, but that the openings near the 
point, and its comparative lightness, render the introduction of it less easy than that of 
the solid instrument. This method of treatment is applicable to a large proportion of 
the cases which you will meet with in practice: first, to those of old and indurated stric- 
tures, which the common bougie is incapable of dilating ; secondly, to those in which, in 
consequence of some improper management, a false passa.se has been formed, into which 
the point of a common bougie will easily penetrate, but which an inflexible instru- 
ment may be made to avoid; thirdly, to those in which, from long-continued disease, 
and without any previous mismanagement, the urethra has become distorted and its 
surface irregular; and, fourthly, to several recent cases, in which the smooth, polished 
surface gives less pain to the urethra, and is less likely to induce spasm, than the softer, 
but less smooth surface of a common bougie. (p. 51-4). 

“Tn treating a stricture of the urethra with the gum catheter, you are to introduce it and 
allow itto remain day and night in the wrethra and bladder. If the patient can bear it 
to be retained for a sufficient length of time, the stricture will become dilated not only 
to the size of the instrument employed, but to a size considerably larger. Perhaps you 
will be able to introduce the catheter without the wire or stilette. Do so, if possible. If 
not, you should employ one mounted on a strong, unyielding iron stilette, having a flat- 
tened handle, like that of a common sound or staff. Being so mounted, it is more readily 
directed into the bladder than when mounted in the usual way ona piece of thin flexible 
wire. When the gum catheter has entered the bladder, withdraw the stilette, and leave 
the catheter with a wooden peg in its orifice, which the patient is to take out whenever 
he .has occasion to void his urine, it being at the same time secured by a suitable 
bandage. After three or four days, you may withdraw the catheter for twelve hours ; 
or, if much suppuration be induced in the wrethra, you may withdraw it for a longer 
period. Then introduce another catheter, larger than the first; and thus you may, in 
the course of ten days or a fortnight, dilate a very contracted urethra to its full diameter. 
This is a very certain and expeditious method of curing a stricture. You may by,these 
means sometimes accomplish as much in the course of ten days as you would accom- 
plish in three months by the occasional introduction of the bougie. This method is 
particularly applicable, first, where time is of much value, and it is of great conse-. 
quence for the patient to obtain a cure as soon as possibie; secondly, where a stricture 
is gristly and cartilaginous, and therefore not readily dilated by ordinary methods ; 
thirdly, where, from the long continuance of the disease, the urethra has become 
irregular in shape, or where a false passage has been made by previous mismanagement. 
Under these circumstances, if you can succeed in introducing a gum catheter, and let 
it remain for a few days in the bladder, you will find your difficulties at an end; the 
irregularities will disappear, and the false passages will heal; fourthly, there is still 
another class of cases in which this method of treatment is particularly useful. I 
allude to those in which a severe rigor follows each introduction of the bougie. This 
disposition to rigor is such, that it is sometimes impossible to proceed with the treatment 
in the ordinary way. Observe, in these cases, when the rigor takes place. It seldom 
follows the use of the bougie immediately. It almost always occurs soon after the 
patient has voided his urine, and seems to arise not as the immediate effect of the opera- 
tion, but in consequence of the urine flowing through the part which the bougie has 
dilated. Now, if instead of a bougie you use a gum catheter, and allow it to remain, 
the urine flowing through the catheter, the contact of it with the urethra is prevented, 
and the rigor is prevented also. I have no right to say that this plan will invariably 
succeed, but I do not remember that it failed in a single case among many in which I 
have resorted to it.” (p. 57-9.) 

Although the harmlessness of plaster bougies is asserted by the high authority just 
quoted, yet I cannot accord with that statement, for I am quite sure that they are very 
frequently exceedingly mischievous, and that, even with the greatest caution, much 
injury may be done by their frequently slipping from the stricture and perforating the 
wall of the urethra in front of it, and producing false passages, and not very uncom- 
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monly laying the foundation for urinary abscess and fistula. The quickness with which 
they often soften by the mere heat of the part is so uncertain, that it is almost impossible 
to be sure of the precise quantity of pressure which they will bear; and when they 
once begin to yield, they speedily curl and twist in a very extraordinary manner near 
their tip, and, though they may not actually penetrate the wall of the urethra, yet they 
may seriously damage it by their increased bulk at this part, as the curve assumes the 
shape of a corkscrew to a less or greater extent. I have known bougies pushed through 
the urethra again and again, and false passages formed whilst the Surgeon supposed he 
was making progress in the cure of the stricture, when, in reality he was making matters 
worse. There are, I apprehend, more false passages made with them than with any 
other instrument, and few Museums are without examples of such results. I therefore 
have long since almost entirely given up using bougies, and prefer a catheter or a 
sound, as with either of these the precise quantity of pressure made, as well as the 
actual course which the point of the instrument takes, is more readily ascertained, and 
if it be inclined to go wrong can be more easily and satisfactorily corrected. And with 
them there is little or no excuse for tearing the urethra, In addition to which, expe- 
rience shows, that the smoother surface of the metallic instrument greatly favours its 
movement along the urethra, and that its tip will often, without difficulty, overcome any 
little spasm about the stricture, and pass through it, when it is impossible to make a 
bougie move on without jmischief. I do not think it of much consequence whether a 
catheter or a sound be used ; perhaps the former has the advantage of showing at once 
its entrance into the bladder, by the flow of urine through it, whilst the latter, on the 
whole, passes more readily, and with less resistance, as its own weight gently urges it 
on, if it be only kept in the proper direction. A silver sound is preferable to a steel 
one. as most practitioners who have been in the habit of using it will bear testimony; 
but it should be solid silver, and not, as is too commonly the case, merely a silver 
catheter filled with composition, which is not only less weighty than the solid one, but 
is able to be broken in two if it be necessary to make any alteration in its curve, as is 
not unfrequently requisite, to adapt it to the particular case. I think, also, the conical 
form recommended by AsTLEY Cooper is highly advantageous, and of the best which 
can be used. A couple of them is amply sufficient for any Surgeon’s armamentarium, 
of which the point of one should be that of No. 3 or 4, and of the other that of No. 5, 
increasing in size upwards to Nos. 10 and 12 respectively. Some practitioners are in the 
habit of using a straight sound like a skewer, with a conical point; but if the stricture 
be in the membranous part of the urethra, it is a very dangerous instrument in the 
hands of most persons, and not adapted, I think, for general use. 

The excellent directions given by Bropre for the introduction of the sound or 
catheter leave little to be added. The importance of avoiding all violence cannot be too 
strongly urged. An instrument to be passed into the bladder should rather, as ABER- 
NETHY used to say, be “coaxed,” not forced. There are, however, other two points 
which must be carefully attended to in this operation; the urethra may fall into folds, 
either in its length, or in its transverse diameter, in consequence of which the point of 
the instrument becomes entangled, and will be at once stopped, and may or may not be 
thrust through the side of the canal, although at the part where the hitch is, no stricture 
exists. The urethra folds lengthways, when the instrument does not completely fill it, 
for which reason it is always advantageous to introduce such an one as nearly of the 
size of the urethra, as will have a chance of its point entering the stricture; and I am 
convinced that there are few strictures in which it will be necessary to commence opera- 
tions with one smaller than No. 6 or No. 4; provided the cure only of the stricture is 
considered, and not the immediate relief of the bladder from retention of urine, in 
which case a small instrument is admissible. But small catheters or sounds are at all 
times very dangerous, except in more dexterous hands than those by which they are 
commonly used; and, as they more quickly slip through the wall of the urethra than 
larger ones, the patient’s condition is rendered worse than before, because it often becomes 
necessary to suspend the use of instruments, if luckily the accident should be discovered, 
which is far from commonly the case, till the tear has healed up, even if it do not give 
opportuuity for the escape of the urine, and so give rise to abscess. The transverse 
folding of the urethra most commonly occurs in the membranous part, and may happen 
whether the instrument be small or large, and the obstruction thus produced very fre- 
quently leads to the presumption of a stricture when none really exists. Thistransverse 
folding depends on the penis and urethra not being sufficiently drawn forward upon the 
instrument ; so that, when the handle of the instrument is depressed to tilt the point up 
behind the suspensory ligament into the bladder, the point lifts with it the lax urethra 
in front of it, and, doubling it, forms a valve which blocks its further progress. Atten- 
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tion to keeping the whole length of the urethra stretched will generally prevent this, or 
it may be corrected by elevating the handle of the instrument so that the point disen- 
tangles itself, and will then pass on without hindrance. The point of the instrument 
is also not unfrequently stopped, by depressing the handle too early, that is, before it has 
completely entered the membranous part of the urethra, in which case it strikes against 
the front of the suspensory ligament, and will not pass further. The greatest care 
must therefore be taken that the instrument has passed well beyond the ligament before 
the handle is depressed and the point tilted up; and if then it will not enter the bladder 
without much difficulty, it is better to pass the finger into the rectum, and the end of the 
instrument being felt, it is in general easily directed into its proper course, and little 
risk encountered of thrusting it through the urethra between the bladder and pubes, or 
between the bladder and rectum, which, especially the latter, is of not unfrequent oc- 
currence in not very practised hands. When the instrument has entered the bladder, 
its point can usually be freely moved in any direction; but when it will not move but 
forward after its handle is depressed, it is pretty certain it is not in the bladder but in a 
false passage, and must be withdrawn, and fresh attempts made to carry it in the proper 
direction, instead of thrusting about and doing serious mischief. The frequency of in- 
troducing the instrument must vary according to the irritability of the urethra ; in some 
cases it cannot be used more than once a week at first, as it will frequently produce 
severe irritation in the passage, and be followed by shivering, and occasionally a hot fit 
afterwards, and it may be necessary to defer the second introduction for even a still 
longer period. But if no febrile excitement follow, it may be introduced every third or 
second day, which is generally often enough. It is also very advantageous to bathe the 
perineum night and morning with warm water, and even immediately after the intro- 
duction of the instrument, if it have caused much irritation ; and if there be continuing - 
pain, it is best to apply a few leeches. Going into a warm bath twice a week, and the 
use of leeches to the perineum as frequently, if the stricture be very obstinate, will be 
often found to assist very materially in hastening the introduction of the instrument, and 
the widening of the stricture. If the patient be desirous of keeping the passage free, he 
should persevere in passing a large bougie once a fortnight, long after the cure appears 
to have been effected, as there is always great tendency to its recontraction. Some 
Surgeons consider the introduction of a bougie is rendered more easy, by having its tip 
smeared with extract of belladonna. I have tried this plan, but I think not with much 
advantage. If any benefit be gained from it, it will not be immediate; the bougie thus 
smeared must be passed down to the stricture, and left in some hours, after which it 
must be withdrawn, and another introduced, It may, however, be doubted whether the 
mere residence of the bougie in the urethra has not more to do with the relief than the 
operation of the belladonna; for occasionally a bougie thus managed, as recommended 
by some French Surgeons, will facilitate the introduction of an instrument which pre- 
viously would not enter the stricture. I do not like cat-gut, nor elastic gum-bougies ; they 
are tough enough to do mischief, but not sufficiently firm to enable us to judge of the 
pressure made with them, nor to guide them properly. 

I cannot say that my experience, as regards the wearing a gum elastic catheter for the 
cure of stricture, has been so successful as Brop1& has found it. Frequently the irrita- 
tion set up by it in both urethra and bladder has been so great as to compel its removal ; 
and, although I think wearing a silver catheter is more easily borne, if the patient be 
kept in bed, which, under either mode of treatment, I have always found necessary to 
enjoin, yet even then I have known in one instance a slough of the urethra take place in 
front of the scrotum, without warning, in the course of a few hours ; so that, although the 
case has seemed to be going on well at one visit, on the following day the first step 
towards a certain aperture in the urethra has been made.—J. F. 8.] 


1684. The time which the bougie should remain in the urethra must 
especially depend on the sensibility of the patient in general, and of the 
urethra in particular. It must be so managed that the patient shall suffer 
as little pain as possible. The bougie should, therefore, remain only till 
the patient complains of pain, which on the first day does not exceed a 
quarter or half an hour, but in an irritable wrethra not longer than a few 
minutes. The introduction must be repeated about every other or every 
day. If the bougie be left in longer, severe pain, swelling of the testicles, 
febrile symptoms, and abscesses near the urethra, often occur. The use 
of the bougie must then be suspended for a long time, and the inflam- 
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matory condition got rid of by blood-letting, quietude, warm bathing, and 
antiphlogistic diet. Many writers have, however, advised that the bougie 
should remain for several days, in consequence of which an increased 
secretion of mucus in the wrethra is excited, its sensibility blunted, and 
it is protected against the presence of foreign bodies (a). For the most 
part, patients soon become accustomed to the longer resting of the bougie 
in the urethra, and after some days it may be left. It is then advisable 
to exchange it for an elastic catheter, which’ is specially indicated, if there 
be already fistulous openings, because the patient is thereby relieved from 
the necessity of its frequent removal, and re-introduction, for the purpose 
of discharging his urine. 

The bougie, or catheter, when left in, should be properly fastened; a 
tape must be bound tightly round it at the mouth of the urethra, the ends 
of which, carried over the glans penis, must be fastened behind it with 
several turns of sticking plaster, and the loose ends tied together. This 
mode of fastening is simple, safe, without difficulty, and preferable to 
fastening a thread to a ring placed upon the penis. (DuruyTREN.) 

When the bougie has been long left in, it often, specially at first, acquires an indent 
from the stricture, in consequence of which, if it be carelessly withdrawn, violent pain 
may be produced. This may be prevented, if the bougie be frequently moved, and 
' gently drawn up and down. 

1685. Thin bougies, or catheters, should be gradually exchanged for 
thicker ones, which, in not very tough strictures, may be soon; and this 
should be repeated till the urine is voided in its accustomed stream. The 
bougie must not be left off at once, but must still be left in for some time 
every day, or every other day, and afterwards every week for some hours. 
It will be also advantageous in dispersing the hardness of the membranes 
of the urethra to apply, externally, mercurial ointment, and to give, in- 
ternally, cherry bay water (4) and the like. 

If, afterwards, the stream of urine should begin to diminish, and the 
patient have difficulty in passing it, the use of the bougie must again be 
prescribed. 

In order to effect the expansion of the stricture at pleasure, ARNOTT (c) has proposed 


an instrument, consisting of an oiled silk tube, which, for the purpose of rendering it 
air-tight, is lined with the thin gut of some small animal, and connected with another 
tube, through which air can be blown, or water injected by means of a syringe, and re- 
tained by a cock. Although the introduction of this instrument is generally as easy as 
that of a bougie, it is, however, frequently, better, especially in an irritable urethra, to 
introduce it through a canula. When it has penetrated the stricture, it is to be filled 
with ‘air or water, as long as the patient can bear it without pain. 

{Conundrums of this sort are very well pour s’amuser, but every practical person will 
be very well aware that if a stricture will admit such a contrivance it is sufficiently 
expanded not to require the assistance of a Surgeon, or any one else, but had better be 
left alone.—J. F. S.] 


1686. The operation of bougies consists in the expansion, compression, 
and irritation, produced by their introduction and inlying, in consequence 
of which an increased secretion of mucus, and modification of the vitality 
and condition of the diseasedly changed mucous membrane is set up. In 
common cases their presence in the urethra excites only a little pain and 
mucous discharge ; but in sensitive persons, violent pain and inflammation, 
painful erections, transition of the inflammation to the testicles, and swelling 
of the inguinal glands, will be produced with the inlying of the bougie ; 
also inflammation of the cellular tissue upon the outer surface of the urethra, 


(a) DesauLt, Cuopart, Deupecn, Précis Elé- (b) Ricurer, Anfangsgriinde, vol. vi. p. 283 
mentaire, vol. i. p. 558. (c) Above cited, p. 92. 
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terminating in suppuration and extravasation of the urine. . All these 
symptoms require, besides the removal of the bougie, an antiphlogistic 
treatment corresponding to circumstances, blood-letting, spare diet, luke- 
warm bathing, and the like. If, during the use of the bougie, an abscess 
form, with severe pain increased on pressure, DresauLtT (a) advises the 
introduction of an elastic catheter, not to open the abscess, but to let it 
burst of itself, or, if it empty into the urethra, to let the pus escape 
by the catheter; but if it be then necessary, on account of the great size 
of the abscess, to open it, then always to make a small opening, as 
a large aperture retards the cure. Although, however, I have in several 
instances pursued this treatment successfully, yet it appears better, on ac- 
count of the danger from extravasation of urine, in these cases, as soon 
as inflammation shows itself, to remove the bougie, and to employ active 
antiphlogistic treatment by general and local blood-letting, bathing, soften- 
ing poultices, rubbing in mercurial ointment, and the like, and if fluctua- 
tion should show itself, by early opening the abscess (6). 


[AstLEyY Cooper adverts to the not unfrequent circumstances of bleeding from the 
urethra after the introduction of the bougie; or, it may be added, of a sound or catheter 
which has been roughly handled, or after the use of a caustic bougie. He says :—“ The 
passing of a bougie is often attended with very considerable hemorrhage from the 
urethra,” and mentions a case in which he “ pressed a roller upon the perineum, which 
instantly checked the flow of blood. A short time after he was sent for to the same 
patient, the hemorrhage having returned ; he had been lounging before the fire with a 
foot on each side of the chimuney-piece ; the warmth coming in contact with the perineum, 
had brought on a renewal of the hemorrhage. He made an incision on the part, and 
divided the artery of the bulb; this operation completely succeeded, and the bleeding 
was permanently subdued.” (p. 225.) Iapprehend the necessity for such active treat- 
ment is rare, at least I have never seen any need for it, and believe that ABERNETHY’S 
mode of proceeding (c) is amply sufficient in most cases. “ When hemorrhage occurs 
it is best,” he says, “ to put the penis in a tumbler, so that the quantity of blood may be 
evident. I cover the feet and upper part of the body with the bed-clothes, leaving the 
pelvis bare; I then wash the perineum with vinegar and water. The vessels of the 
urethra speedily contract, and the bleeding stops. I would recommend you to do these 
things yourself, and not trust to the patient or his attendant.” 

AstLEY Cooper also gives the following advice, which, if followed, will often save 
the patient much suffering :—“ Whenever you suspect a tear of the urethra in passing a 
bougie, immediately withdraw the instrument, and desire the patient, if possible, to retain 
his urine, that it may not irritate the wound, and also to prevent it escaping through 
the opening and becoming extravasated in the surrounding cellular substance. In this 
way you give time for a clot of blood to form over the surface of the wound, a slight 
degree of inflammation is excited, and it becomes healed by the adhesive process with- 
out any further mischief.” (p. 225.) To this I would add that, under such circumstances, 
it is advisable that no attempt should be made to introduce the instrument again for 
several days, and that it should then be done with a very light hand, and with great 
care.—J. F.S. 


1687. The destruction of stricture by caustic is effected either with 
nitrate of silver or caustic potash. ‘The application of both these remedies 
varies, according as the cauterization is made upon the stricture from be- 
fore backwards, or on its walls in the narrowed part itself. 


The destruction of strictures by ulceration, in which very hard bougies are violently 
inserted in the stricture, so that they are grasped by it, in order to produce compression 
and ulceration of their walls, is to be completely rejected as dangerous and unsafe. 

[ Bropre says :—“I am much mistaken if a stricture is not sometimes destroyed, at 
least in part, by ulceration. For example: I attended a gentleman who had laboured 
under a stricture of the urethra for a great many years. He voided his urine with the 
greatest difficulty, the stricture being very rigid and unyielding ; but I succeeded in intro- 
ducing a cat-gut bougie, and this enabled him to make water in a small stream. Under 

(a) Above cited, p. 252. 
(6) Ducamp, above cited, p. 87. (c) MS. Lectures. 
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these circumstances he was seized with pain in the act of making water, which lasted 
for some minutes afterwards, being referred to the situation of the stricture in the poste- 
rior part of the urethra. The pain beeame more severe, and the patient described it to be 
intolerable, saying that he could compare it to nothing but the sensations which he 
supposed would be produced if melted lead had been poured into the canal. Every 
half hour he had a desire to make water, and his groans might be heard, not only 
through the whole house, but even in the street. In the course of a few days these 
symptoms began gradually to abate, and now it was discovered that the urine flowed in 
a much larger stream. When the attack had completely subsided, the condition of the 
patient was much improved, and he made water more easily than he had done for many 
years.” (p. 15.) ] ; 

1688. In cauterizing a stricture from before backwards, a common 
bougie is to be first carried down to the stricture, for the purpose of open- 
ing the canal of the wrethra, and the distance from the orifice of the canal 
must be marked close to it on the bougie. This having been withdrawn, 
a corresponding mark is to be made on a bougie armed with lunar caustic, 
which, after having been properly oiled, must be carried down the urethra 
to the stricture, against which it must be moderately pressed, and according 
to the patient’s feelings, for a different length of time, though on the 
first day not for a minute. In this way the armed bougie is employed 
every other day, or in obstinate cases, daily. When the slough has been 
thrown off, an elastic bougie is to be introduced, and thus gradually the 
natural calibre of the wrethra is restored. 


Bougies armed with lunar caustic are made in the following way :—In forming the 
common bougie a piece of wire is rolled into it, extending about half an inch into its 
substance. When the bougie is nearly completed, the wire must be pulled out, and a 
piece of lunar caustic inserted in its place. The bougie is to be then again rolled, so 
that the sides of the caustic may be firmly surrounded with the linen, which gives a blunt 
end to the bougie. ? ‘ 

Hunter (a) used, for applying the caustic, a flexible silver catheter, provided with a 
stilette, which had at its extremity a portcrayon for holding the caustic. 

[In the directions which Hunrer gives for the introduction of the caustic, he men- 
tions, it is necessary for the canula to be furnished with a piece of silver or a stilette, 
having a button at one end, forming a kind of plug, which should project beyond the 
end of the canula, and give it a rounded end, to facilitate its passage along the urethra to 
the stricture, having reached which the plug is withdrawn, and the porterayon, which 
may be attached to the other end of the stilette, introduced in its stead. This apparatus 
was, however, a very bungling contrivance, and Hunter doubtless found it so, for HomE 
mentions in a note, “that before his death Mr. Hunrer left off entirely the use of the 
silver canula, and used the lunar caustic inserted into the end of a common bougie,” (p. 
140,) the mode in which it is now, whenever employed. The great advocate for the treat- 
ment with lunar caustic was Home; but it was soon fiercely and efficiently attacked by 
WuHATELY, who shewed the mischievous and dangerous results ensuing from it; for, to 
use LAWRENCE’s words, “if we are to credit the description which Home gives, no- 
thing would be more safe or effectual than this mode of treatment. When we come, 
however, to peruse the cases he gives in illustration of the various points of the treat- 
ment, we find that serious mischief is sometimes produced by this mode of treating 
stricture; and as he (Home) is highly favourable to the plan, we may at all events sup- 
pose that he has not exaggerated the ill-effects of the treatment.” (p. 802.)] 


1689. This mode of cauterization has considerable objection, as es- 
pecially in strictures behind the curve of the wrethra, the walls are 
easily destroyed, false passages made, and considerable bleedings produced. 
Not unfrequently the aperture of the stricture is closed by the thick 
slough, and complete obstruction to the voidance of the urine produced : 
and further, by the hard, formless scar which is produced, the disease again 
returns more severely than at first. 

- 1690. It is attempted to overcome the greater number of these dis- 


(a) Above cited, p. 139. 
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advantages by cauterizing the walls of the stricture. According to 
Arnott (a), after the seat and condition of the stricture have been ascer- 
tained by careful examination, and with a very soft bougie, which should 
be introduced through a canula, and take every impresion of the stricture, 
a pretty large canula should be carried down to the stricture. A piece of 
lunar caustic, somewhat smaller than the stricture, should then be pierced 
through its middle with a metal stilette, and upon which it must be re- 
tained, half an inch from the tip, so that the stilette may be surrounded 
with a piece of common bougie, both in front and behind the caustic. The 
stilette is then passed through the canula down to the stricture, and 
through it, so that the caustic can be applied to any part of the stricture. 
When the caustic has been properly used, a small wad of linen is to be in- 
troduced by means of the same stilette and canula, to sop up all the caustic 
which has become fluid. 


[It must not be supposed, as CHELIUS would seem to infer, that Dr. ARNoTT is the 
original proposer of the treatment of cauterizing the walls of the stricture with lunar 
caustic; for WHATELY, in his Observations on Mr. Home’s Treatment of Strictures, &c., 
published in 1801, eighteen years before the first edition of ARNoTT’s book on Stricture, 
had mentioned among the advantages of his construction of caustic bougies, by gluing 
the end of the instrument, and applying it to a given quantity of powdered lunar 
caustic, that “in the first place, the bougie may be of any size, even the smallest size 
can by this method become the vehicle of this powerful remedy; and may be readily 
passed into, or a little beyond, such strictures as are extremely narrow ; or such as are 
attended with considerable contraction of the orifice of the urethra.” (p. 68.) And again :— 
“ If the stricture be open enough to admit a bougie of moderate size, such a bougie armed 
with caustic may very readily be passed into or beyond it.” (p.72.) Perhaps Dr. ARNoTT 
was unaware of WHATELY’s observations, for it is rather curious, that although HunTEr, 
Home, AstLtEY Cooper, LALLEMAND, Ducamp, and other writers on stricture are men- 
tioned by him, the only notice taken of WHATELY is, that a naval captain had obtained 
considerable relief under his care ; and that after his death the captain’s stricture having 
returned, he placed himself under the care of other Surgeons, but without receiving much 
benefit from their treatment. He at length, in 1824, consulted Dr. James ARNOTT, who 
employed the dilator invented by him, from which he obtained considerable relief. (p. 111, 
note.) Dr. ARNort’s new method is precisely the same as JoHn HuNTER’s mode of 
using the lunar caustic, and which he gave up as inefficient, with the exception that the 
caustic is held on a piece of wire, by which it is pierced, instead of a portcrayon, as in 
Hunrer’s mode; and with the important addition, that the stilette of the plug, instead 
of having the portcrayon attached to the other end, as recommended by HunTER, has 
“a little dossil of lint fixed on it, which is introduced before the caustic, to absorb any 
superfluous moisture in the stricture, and after it again, to take up any dissolved caustic 
which might spread in the canal.” (p. 158.) From the above extracts it appears that 
the proposal of cauterizing the interior of the stricture, whether of much value or little, 
is WHATELY’s and not ARNOTT’S; nor the new method other than Joun HunrTeEr’s old 
and disbanded one, with the addition of a wipe.—J.F.S.] 


1691. If caustic potash be used for cauterizing the walls of the stric- 
ture, a bougie of sufficient thickness to enter the stricture with difficulty 
must be chosen, and passed down to it. A mark is then made on the 
bougie with the nail, half an inch from the orifice of the urethra, and 
when it has been withdrawn, a little cavity about the twelfth of an inch 
deep must be made in its rounded end, into which a small piece of caustic, 
less than the smallest pin’s head, must be put, and so pressed in that the 
edge of the cavity project a little beyond it. To fix the caustic, the bougie 
must be squeezed together with the fingers, and the interspace filled 
with lard. Thus armed, and after having been well oiled, the bougie 
is carried down the urethra to the stricture, where it is to be held till the 
caustic begin to become fluid, and the patient feels a burning pain. It is 


(a) Above cited, p. 157. 
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then to be introduced a quarter of an inch farther into the stricture, held 
there about a couple of seconds, and then passed a little further, till by 
a peculiar feel, or by the approach of the nail-mark to the lips of the 
urethra, it appears that the bougie has penetrated the-stricture. If no pain 
occur, the bougie should be introduced once or twice a day; but if 
there be pain, it must not be used. The whole operation should uot 
exceed two minutes. Generally after the first use of the caustic there is 
but little pain, a slight cutting in making water, and its discharge in 
drops during the first few days. ‘The bougie used should correspond to 
the diameter of the stricture, the caustic repeated after every eight days, 
and the bougie increased in size till the natural size of the urethra is 
attained. 


[The use of caustic potash in the treatment of stricture, was also first practised by 
Wuatety (a). “It has, however,” says he, “been my good fortune to discover amore 
efficacious, and, at the same time, a less painful and hazardous remedy (than lunar 
caustic) for the disease in question. This valuable remedy is the kali purum, which, if 
used in the manner, and with the precautions shortly to be described, will be found of 
singular efficacy in removing the complaint.” (p. 23.) The directions for preparing the 
bougie, and its mode of use, are those above given by CuHELivus. Upon this mode of 
treatment LAWRENCE observes :—“ Mr. WHATELY seems to have been as cautious in the 
employment of this substance, as Sir Everarp HomE was bold in his use of lunar 
caustic, for he recommends you to take a fragment of potassa fusa, not larger than the 
seventeenth part of a grain, And he says he never used a portion larger than the twelfth 
of aiarmint et I should conceive, according to the description Mr. WHATELY has 
given of it, that it is just capable of doing that good which the simple introduction of a 

lain bougie can effect; and I cannot think it had any effect whatever as an escha- 


rotic.” (p. 802.)] 

1692. Although these two modes of cauterizing the interior of the stric- 
ture have considerable advantage over that of cauterizing from before back- 
wards, yet they have little certainty in practice, and in many respects are 
deficient, especially the caustic potash. Ducamp has the great credit of 
having proposed a method of cauterization and destruction of stricture, 
which is distinguished from all the previous modes by its accuracy and 
certainty. | 

1693. According to Ducamp’s method, the seat of the stricture is first 
found with a bougie or sound, and the situation and condition of its aper- 
ture ascertained by an exploration-sound, the end of which is covered 
with modelling wax, which being gently, but steadily pressed against the 
obstacle, a perfect impress of the stricture is obtained. Its length is also 
determined by a thin bougie, with a little bulb, and covered with modelling 
wax, which is fastened to a thicker conductor. For this purpose CHARLES 
Bexy has recommended a thin metallic sound with a button, ARNoTT a 
thin tube, with a very short leather button, and Amussat (6) an explorer. 
For this object Ducamp has proposed a peculiar instrument, which, how- 
ever, does not appear suitable. It is oftentimes necessary, to enlarge 
somewhat the very narrow opening of the stricture by gradually thicker 
bougies, which may be left in half an hour. 

1694. The cauterization is performed with a caustic-holder, which, 
being properly oiled, is carried down to the obstacle, and then its inner 
shaft made to describe a half circle, is protruded into the stricture. For 
the purpose of cauterizing the whole surface, the instrument is gently 
turned on its axis. After a minute the inner shaft is to be drawn back 
into the canula, and the instrument taken out. If the ridge formed by the 


(a) An improved Method, &c., above cited, (b) Above cited, pl. i. 
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stricture be at the upper or under part, or on either side of the urethra, 
which is shown by the impression on the exploration sound, the caustic 
must be directed to that spot. 

A small piece of lunar caustic is to be put into the inner.shaft of the caustic-holder, 
and the flame of a wax taper directed upon it with a blow-pipe; the caustic soon melts, 
and completely fills the whole groove. The heat must not be too great, or it will swell 
up the caustic; it must only be sufficient to fuse it. If any points project, they must be 
removed with pumice stone. The groove will hold about half a grain of lunar caustic, 
and, if the instrument be kept in not longer than a minute, about one-third of it will 
dissolve. As by this method the caustic will be easily too much swollen up, and little 
remain in the groove, Haun, according to BERG, proposes the following method :—Some 
powdered lunar caustic, from six to twenty grains, is to be moistened with water in a 
little porphyry dish, boiled up over a spirit-lamp, and constantly stirred with a silver 
knife till the water have evaporated, and the caustic remain fluid in its water of erys- 
tallization alone, which may be ascertained by its thin pap-like appearance, and the 
formation of the crystallization-film. This paste is now to be spread with the spatula 
on the slightly-heated groove of the shaft, and, when it has cooled, any projection is to be 
removed with the spatula, or with pumice stone. Whilst boiling, the caustic flies about 
smartly, and therefore it is necessary to put on a glove, so that the hand be not spotted 
with black. 

1695. If there be only a single stricture, the patient feels, on the day 
of cauterization, little pain, but without passing his water in a larger 
stream; on the third day the slough separates, and the stream is then 
increased. The pain caused by the cauterization is scarcely more than 
that produced by the introduction of a common bougie. No inflam- 
mation occurs; very rarely a discharge, and, if previously existing, it is 
stopped. 

1696. After three days a new impression is to be taken with the explor- 
ing sound, which shows how much the opening has increased, and what 
part still projects, and must be destroyed. A moderate-sized bougie must 
then be passed and carried into the bladder, to ascertain that there is not 
another stricture. ‘The caustic is now again to be applied as before, and 
at the most prominent part. ‘Three days after a third impression is to be 
taken, and if the parts forming the obstacle project little, and a bougie, 
No. 6, can be passed with ease, the enlargement of the canal has com- 
menced. If there be still any prominence, or if the bougie pass with 
difficulty, the caustic must be applied a third time. If there be a second 
or third stricture, it is to be attacked in one or other of these ways. 

1697. For the purpose of keeping the scar as wide as the urethra in its 
natural state, Ducamr employs peculiar dilators, and bellied bougies 
(bougies a ventre.) ‘Three days after the last cauterization, a dilator of 
three lines diameter is introduced, inflated with air, and left in not 
longer than five minutes. Next day the same dilator is passed, ex- 
panded with air or water, and after ten minutes withdrawn and replaced 
by a bougie of two and a half lines diameter, which is left in for twenty 
minutes. This bougie is to be introduced for the same time next morning . 
and evening. On the following day a dilator of four lines diameter is to 
be passed, withdrawn after ten minutes, and replaced by a bougie of three 
lines, which also, on next morning and evening, is to be left in from 
fifteen to twenty minutes. ‘wo days after a dilator of four and a half 
lines is introduced, and afterwards a bougie of four lines morning and 
evening, each time for a quarter ofan hour. After thus proceeding for a 
_ week, the bougie is only to be passed once a day, and allowed to remain 
for a few minutes; for the following four or five, the bougie is to be intro- 
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duced once daily, and withdrawn immediately. The scar is then well 
consolidated, and is four lines in width, as in the rest of the urethral 
canal. Ducamp (a). 


Dusoucuet (b) thinks that the bellied bougies, will do as well as the dilators ; and, 
indeed, experience proves it to be so. 


1698. Ducamp cautions against the application of caustic when the 
urethra is inflamed; that in long strictures it is best to destroy them bit 
by bit, by applying it only for two or three lines, as a longer slough sepa- 
rates with more difficulty, and the canal may be stopped up. If the stric- 
ture be six inches distant from the orifice of the urethra, a curved caustic- 
holder should be employed. As Ducamr’s instrument will admit of no 
twisting, and as, on account of the different dimensions of the urethra, 
the cauterization, even up to six inches, cannot always be performed with- 
out danger of making a false passage, so LALLEMAND, AMUSSAT, SEGALAS, 
and Tancuovu have proposed modified caustic-holders, which may be in- 
troduced into the stricture with greater certainty. 


For the enlargement of very narrow strictures, LALLEMAND uses catgut. As the use of 
the exploring bougie, with however great care, in many instances produces great pain, 
and often much bleeding, and some of the wax may get loose, and by stopping up the 
canal cause retention of urine, LALLEMAND, if the impression of the stricture be not abso- 
lutely necessary, introduces a bougie smeared with wax into the stricture, which, after 
some time being withdrawn, by the pressure it has suffered, shows the length and even 
the situation of the obstacle. By the caustic bougie a second and third stricture may be 
attacked before the first is perfectly removed. Ducamp says that caustic should not 
longer be employed after a bougie No. 6 passes easily over the obstacle. LALLEMAND’S 
experience shows that in such cases it is better to cauterize again, than to persist in the 
enlargement, if changing to a larger sound cause pain. LALLEMAND does not agree with 
Ducamp in destroying long" strictures bit by bit, but advises cauterizing their whole 
length at once, as he has never noticed complete retention of urine in such case, nor 
even in that of deeper strictures from the separation of the sloughs ; and, even should it 
occur, it might be easily relieved by the introduction of a bougie. LAaLLEMAND considers 
the subsequent widening of the urethra by dilators useless; the bellied bougies will not ~ 
easily take the necessary bend so as to be carried over the crooked urethra, which however 
I must, from experience, contradict. Elastic curved sounds or bougies are most effec- 
tive, which should be left in for fifteen or twenty minutes, and should not go beyond the 
width of Nos. 11 and 12, as if they pass, we may be quite sure of a successful result. 

AmussAT employs both straight and curved caustic-holders (ce). 

SEGALAS’ caustic-holder is distinguished by its introduction, covered, into the stricture. 
It consists of a graduated gum elastic catheter, in which a canula serves the purpose of 
sheathing the stilette of the caustic-holder, which, with its olive-shaped button, fits close 
to the mouth of the canula. The instrument is passed down to the stricture, then the 
canula carried down it, and, being withdrawn, leaves the caustic-holder uncovered in 
the stricture. 

TANcHov’s caustic-holder, by means of a projecting stilette, is more certainly intro- 
duced into the stricture, and the formation of a false passage thereby prevented. It 
consists of a graduated elastic catheter, with a niche for the reception of the caustic, 
which is placed on a metal shaft, having its extremity spiral, so that it may be more 
flexible and more readily applicable to the curves of the urethra, and of a silver or gold 
stilette, which is conveyed through the sheath of the instrument, and also guides it in 
passing forwards into the stricture (d). 


1699. Opinion is still very much divided as to the preference of the 
treatment of stricture by bougies, and their destruction by caustic. It 
must be borne in mind, however, in making the comparison, that the mis- 
chief usually assigned to the destruction of strictures by caustic, has 
occurred only by the use of armed bougies, ( par. 1689,) but not since the 


improved method of Ducamr ; by which it is believed that there is greater 


(a) Above cited, pl. i. to ivi—Froriep, Chirurgische Kupfertaf., pl. 1xxxi. 
(b) Nouveau Traite des Rétentions d’Urine, cy Above cited, pl. iii. iv. 
p. 206. Paris, 1834. 8vo. d) Above cited, pl. i. f. 1, 2, 3. 
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certainty in the application of the caustic, and that the cure is quicker 
and more constant than by dilatation; that the pain is less as experience 
proves; that the hardened part which forms the stricture is very little 
sensitive, and that in the cauterization there is only pain when the sound 
part of the wrethra is touched with the caustic. These circumstances are 
the more weighty, the older and tougher the strictures are, as only in re- 
cent cases, and when the stricture is easily extensible, and especially if 
short, can they be soon cured with the dilator. In strictures which are 
very close, and also not very long, dilatation may, indeed, be of some 
service, but the cure is very tedious, and not so radical as by cauter- 
ization, ‘The preference given to bougies, because long, and several 
strictures can be treated together, applies equally well to the improved 
modes of treatment with caustic. Also in great sensibility of the wrethra, 
in which the presence of a bougie can well be borne, and the above- 
described symptoms ( par. 1686) are to be dreaded, the sensibility is often 
much blunted by cauterization. These advantages, however, even in the 
best modes of applying caustic, are not to be received as general and 
unconditional ; for even with them severe inflammatory symptoms and 
false passages may be produced, especially if the stricture be seated at 
the hind part of the wrethra. The rapidity with which cauterization 
brings about the cure, is counterbalanced by the transient nature of its 
result, as the seat of the scar in the urethra, after complete subsequent 
dilatation, has always a decided disposition to contract, by which the most 
stubborn form of stricture is produced. I have seen in many instances, 
and even in patients who have been cauterized by Ducamr himself, 
relapses, the cure of which was exceedingly difficult. Although the dilata- 
tion with the bougies is more tedious than cauterization, yet I must assign 
to them the greater certainty of a permanent cure. But after the natural 
width of the wrethra has been restored the introduction of bougies must 
be repeated from time to time; and it must be especially noticed that in a 
stricture, which has been many years forming, and has been of long con- 
tinuance, the canal of the wrethra is not in the course of a few weeks to be 
restored to its natural condition. It is especially not attending to these 
circumstances, that in dilatation, lays the foundation of relapses. Only 
in very old hard strictures, in which dilatation cannot be effected, or is 
very painful and intolerable, do I consider cauterization to be indicated. 

Also in fungous degeneration of the mucous membrane of the prostrate gland, which 
occurs in long-continued strictures ( par. 1675) when, besides a copious secretion of mucus, 
a sort of fleshy lumps is discharged with the urine, aud the urethral canal is not 
narrowed. LALLEMAND (a) has touched every degenerated mucous membrane with his 
sound in order to decide on its vitality. 

[Upon the employment of caustic in the treatment of strictures Asttey Cooper 
says :—“ The use of caustic has certainly been very much abused, and in many instances 
has produced the very worst consequences, and I would say that it never ought to be 
employed, except where the ‘stricture is accompanied with fistula in perineo, and that 
fistula behind the stricture; then there can be no apprehension of the caustic occasioning 
retention of urine, which it has done when injudiciously employed.” (p. 224.) 

Bropre observes :—“I very rarely use the armed bougie in my own practice, and I 
never resort to it’ in the first imstance. My reasons for preferring the other methods of 
treatment, in ordinary cases, are these :—first, although the caustic often relieves the 
spasm, it also very often induces it. It is true, that in many instances it enables 
a patient to make water with more facility; but in many instances, also, it brings 
on a retention of urine; secondly, hemorrhage is a more frequent consequence of the 
use of the caustic than of the common bougie, and it sometimes takes place to a very 


(a) Above cited, p. 76. 


2 Be 


312 TREATMENT OF 


great and to an almost dangerous extent; thirdly, where there isa disposition to 
rigors, the application of the caustic is almost certain to produce them ; and frequently 
the application of the caustic induces rigors where there had been no manifest disposition 
to them previously ; fourthly, unless used with caution, the application of caustic may 
induce inflammation of the parts situated behind the stricture, termimating In the forma- 
tion of abscess. I have known some cases of abscesses formed under these circum- 
stances, which, from their peculiar situation, have proved more troublesome and more 
difficult to manage than the original disease.” (pp. 61, 2.) ; 

Upon the same point LAwRENcE says :—“ From the various results which attend the 
free employment of caustic in the urethra, I think that we may safely say itis a mode of 
treatment not applicable to bad cases of stricture; that is, cases where the change of 
structure is considerable, and the contraction is very extensive ; and in cases not so serious 
we know that the application of caustic is not necessary, for the simple bougie, sound or 
silver catheter, will accomplish the object we have in view. The use of caustic has, in 
general, been very little favoured on the continent; they have generally healed strictures 
there without it, and have been averse to it from knowing its ill effects; it has been 
partially employed in this country, but never got into very great use, and I believe has 
been generally less and less used, so that at present it is but seldom adopted in the treat- 
ment of stricture of the urethra.” (p. 802.) 

With these opinions, as to the disadvantage of using caustic, I fully concur; and I rarely 
employ it in treating strictures. Another reason may also be given against it, which is, 
that though for a time, that time only, however, when the slough of the cauterized stricture 
has been thrown off, and the part isstill sore, it may enlarge the passage of the urethra, 
yet as the sore surface heals a new and closer scar is formed, by which the previously 
narrowed passage will be necessarily rendered still smaller. Every young student knows 
the common mode of contracting apertures in the soft, and even in the hard palate, by 
producing sloughs of their margin, with the certain knowledge that the subsequently 
forming scar will diminish the size of the hole, and that a repetition of the same practice 
will at last completely obliterate it. And the result must be the same by its application 
to astricture, although at first there may be a seeming improvement. I must confess I 
cannot understand the reason why, although objecting to the use of caustic under other 
circumstances, AstLEY Cooper allows it when there is perineal fistula.—J. F. S.] 


1700. Cutting into the stricture, and subsequent dilatation, has been 
also recommended for its more speedy removal; and for this purpose 
various modes of proceeding have been advised. The older Surgeons” 
used the trocar and the pointed sound (a). Dorrner (6) recommended a 
tube through which a stilette, with a lancet point, should be passed, 
Dzonn1 (ce) a catheter open at its end, through which a lancet-shaped 
knife could be carried forwards and backwards ; and in like manner also 
McGuire (d), AMussat (e), Desprney (f), DierrenBacu (g), and Tan- 
cou (h). These modes can only be employed with safety in short and 
not very tight strictures. The proper use of bougies and caustic cer- 
tainly render it unnecessary, and it can only be considered as indicated 
when neither dilatation nor repeated cauterization have any result, when 
the stricture remains hard, and the wrethra does not acquire its natural 
calibre. 

Jameson (i) seeks for the causes of stricture in an unnatural contraction of the 
transverse fibres of the m. accelerator urine, at its fore part, which cross the urethra at 
right angle, as well as of the same part of the m. levator ani, in contact with the 


urethra. For the radical cure of this disease, he cuts through the just-named parts, 
partly through the penis, and partly through the perineum. 


(a) Laraye and ViguERI; in CHopart, above (e) Above cited, pl. ii. 
cited, vol. ii. p. 328.—ALttzs, Traite des Maladies (f) Archives genérales de Medecine, vol. xi. 
de ’'Uretre. Paris, 1755. p. 73. p. 146. 1826. May. 

(b) Vorschlag eines neuen Mittels, hartnackige (g) Hecxer’s allgem. litt. Annalen, p. 165, 
Harnréhrenverengerungen leicht und aus dem 1826. Thecut should be made from behind for- 
Grunde zu heben ; in von SrEBoLD’s Chiron., vol. i. wards. Proper instruments for the dilatation are 
p. 259. recommended. 

(c) Geschichte des klinischen Institutes fiir (h) Above cited pl. ii.—Srarrorp, On Perfora- 
Chirurgie und Augenheilkunde zu Halle. 1818. tion and Incision of Permanent Stricture of the 
pl. ii. £. 1-3. Urethra by the Lancet Stilettes. London, 1836. 


(d) Edinburgh Med, and Surg. Journal, vol. xix. 8vo. Third Edition. 
p- 861, 1823. (i) Medical Recorder, 1824, April, p. 251. 
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Upon breaking through strictures with the conical catheter, refer to Retention of Urine 
( par. 1813.) 

1701. In stricture of the wrethra behind the bulb, especially if a hard, 
stiff bougie be used, if with it, or with a catheter, force be employed, or if 
there be abscesses near the urethra, its walls may be easily torn, and by 
the entrance of the catheter or bougie, a false passage formed either in 
the spongy substance of the wrethra or in the space between the bladder 
and the rectum. ‘This is easily perceived when the instrument is pushed 
forwards, with much pain, and on its withdrawal, which is done readily, 
no urine, but only blood flows out. ‘This false passage, in most instances, 
renders the introduction of a bougie or catheter difficult or impossible, 
because they always run into it. The careful impress with Ducampr’s ex- 
ploring sound, and the introduction of a straight bougie or sound, or the 
application of caustic with LALLEMAND’s sound, in the proper direction 
of the wrethra, may render the introduction of the catheter possible. 

If this cannot be done, and infiltration of urine occur, the following 
must be the treatment. A sound must be passed into the urethra as deep 
as possible, and a cut made from without towards its point, which will cer- 
tainly be found behind the stricture. If the false passage be between the 
urethra and the body of the penis, the urethra will be laid open, the 
point of the sound having been first bared. A sound is to be introduced 
into the opened wrethra, thrust towards the glans, and the stricture broken 
through; or two sounds must be introduced, one by the mouth of the 
urethra, and the other by the wound to the stricture, and pressed together 
in the proper direction, for which purpose a pointed sound is best; and 
thus the stricture is penetrated. An elastic catheter is then introduced 
from the opening of the wrethra in the wound, and carried into the 
bladder. If the false passage be between the wrethra and the external 
skin, the cut must be made through the latter upon the sound, the urethra 
opened, and an elastic catheter introduced. The treatment of the wound 
is to be conducted according to the rules already laid down (par. 965.) 

[I cannot agree with the method, here recommended by Cuetius, of passing the 
sound into the bottom of the false passage ; for, if this be done, there will be consider- 
able difficulty in finding the urethra. The instrument should be carried down only to 
the stricture, and then its point cut upon; which done, the stricture must be cautiously 
eut through, from before, backwards in the mesial line, by little and little, and the 
urethra behind the stricture continually sought for with a probe’s point, the patient 
being at the same time directed to strain, so as if possible to force out urine, the point 
of escape of which will afford a guide to the exact track of the urethra. Much caution 
is requisite, that the urethra be not completely cleft, and the suspensory ligament deeply 
cut into, by which the difficulty in discovering the urethra is considerably increased. 
This is an accident to which young and not much practised operators are very liable to 
fall, and be sorely hampered by. The division of a stricture, and the re-connexion of 
the two portions of the urethra by a catheter, is generally an operation of difficulty 
under the most favourable circumstances, but when the neighbourhood of the canal has 
been ploughed up with false passages, the difficulties are considerably increased. It 
may be well to mention, that the first cut should be made in the raphe, and the whole 
operation continued in the mesial line; and I do not think any material damage is done 
by cutting through the bulb of the penis, which, indeed, is often absolutely necessary, 
although some practitioners imagine that the generative functions of the organ are 
thereby interfered with, to which, however, I do not assent.—J. F. S.] ; 

1702. When the urethra is closed, as a vice of the first formation, there 
is either only a superficial membranous closure of its mouth, or the 
growing together may be deeper situated. In the former case, the prepuce 
is to be drawn back over the glans, till the tip of the glans is exposed, 
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and then a lancet thrust in, with its edges upwards and downwards, 
through the closing membrane, and reunion prevented by the insertion 
of a piece of linen smeared with oil, or of a piece of bougie. In the 
latter, a thin trochar must be pushed in, according to the direction of the 
mouth of the wrethra, till it enter the canal, which must be kept open by 
introducing a piece of bougie; or, if this cannot be done, the urethra is 
to be opened where the collected urine bulges it out. I was obliged to do 
this in an accidental case of growing together of the urethral orifice, 
arising from a destroying venereal ulcer, in which there was not the least 
trace of an aperture in the hardened part to be discovered. 


When the wrethra opens at some distance from the glans ( pat Sake arcs it will be 
necessary for the relief of impotence consequent thereon, to periorate the glans with a 


trocar up to the false orifice, to introduce a canula, and to heal up the lower opening, 
which must be previously scarified. It is rare that this union can be effected, which, 
however, does not always frustrate the object of the operation, as the discharge of the 
semen through the new aperture will take place. According to WALTHER (a), the 
closure of the lower aperture should not be at all cared for. It has also been advised, 
if this operation do not succeed, to cleave the glans from the urethra up to its very tip, 
and to heal the wound over a tube introduced for the purpose, or to cut off obliquely 
a piece of the glans from the false urethral orifice to its tip. The cases, however, are 
rare in which this degree of misformation becomes the cause of impotence. In one 
case, a child in whom the wrethra opened at the root of the penis, DUPYUTREN (6) 
formed, by means of a thin trochar, a new canal, which he cauterized throughout its whole 
length with the actual cautery ; and after the severe inflammatory symptoms had passed 
by, and the slough had been thrown off, he kept it open with an elastic sound. The 
fistula closed. : 


XI.—OF CLOSURE AND NARROWING OF THE VAGINA. 

1703. Closure of the Vagina (Atresia Vagine, Lat.: Verschliessung 
der Mutterschiede, Germ.: Imperforation du Vagin, Fr.) may be 
either a vice of the first formation, or may occur subsequently by its grow- 
ing together. In the former case it may depend on union of the labia and 
nymphe throughout their whole extent, in the midst of which commonly 
a white line is perceived, through the hymen, which has no aperture, and 
is also both firmer and tougher, or by a similar membranous closure more 
or less high in the vagina, or the passage of the vagina is closed by a 
fleshy mass. In the latter case, the closure of the vagina is the conse- 
quence of a growing together which takes place after ulceration and 
wounds of its walls. 

1704. If in congenital closure of the vagina, the orifice of the urethra 
be not also closed up, it is rarely discovered before puberty. Then as 
menstruation comes on there is pain in the back, pressure, straining, weight 
in the genitals, fullness of the belly, frequent urging to void the urine, 
sometimes complete retention, difficulty in going to stool, and the like, 
and no menstrual discharge appears. ‘These inconveniences at first appear 
monthly, and subside ; but at last, when the collection of the blood is con- 
siderable, they no longer subside, but increase every month, and general 
symptoms appear also, anxiety, pale countenance, pain in the belly, faint- 
ness, loss of sleep, labour-like pain in the genitals. If the collected blood 
can find no outlet, it gradually increases in quantity, so that it distends the 
womb, and empties itself by the Fallopian tubes into the cavity of the 
belly, or menstruation may be set up in some unusual way. Local 


at a) Salzb. Med.-Chir. Zeitung, vol. i. p. 188. Edit. par Sanson et Brain, vol. iv. p. 435.—Dier. 


; Ca FENBACH ; in Hamb, Magaz. der Ausl. Liter. 
(b) Sapatier, Médecine Opératoire. Nouv. vol. iv. part i. + a 
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examination always readily discovers the closure of the vagina. When 
this depends on the hymen, or on a mere skin, it is always distended like a 
sac, by the collected blood, descends and fluctuates. 

1705. The narrowing of the vagina extends either throughout its whole 
length, or is confined to one part. In the former case it depends on an 
arrested development of these parts; in the latter, is usually the conse- 
quence of injury of the vagina with loss of substance, in difficult labour, 
in which a part has been destroyed by gangrene, and the scar contracts the 
canal, or bands are formed which cross the vagina, or partial union of the 
passage takes place. There are sometimes one or several small holes in 
the membrane closing the vagina, or the hymen, although pervious is un- 
usually tough. According to the degree of narrowing various symptoms 
may be produced, as obstructed menstruation, pain in connexion, and the 
like. Although the complete introduction of the penis into the narrow 
vagina be not possible, yet pregnancy may occur. 

1706. The cure of the closure of the vagina consists in opening it to 
such extent that it can perform its functions, and in preventing its re- 
union. ‘This operation is more or less difficult, according as the closure is 
at the orifice or higher up in the vagina, as it is thinner or thicker, or 
more or less extensive. The prevention of reunion is often attended with 
considerable difficulty. 

1707. In complete closure of the entrance of the vagina by the hymen, 
the person must be laid on her back with the thighs drawn up and sepa- 
rated ; the /abia are to be held aside by assistants, and a lancet passed 
into the middle of the stretched membrane, without injuring the rectum or 
bladder. The aperture is to be enlarged with curved scissors, or with a 
narrow curved bistoury, introduced upon a director. When the hymen 
is firm and tough, some practitioners advise the removal of the flaps thus 
formed. If the operation be performed on a child, or in a case where 
there is not any collection of blood, especial caution is requisite to avoid 
injuring the bladder or rectum. The membrane must then be divided with 
cautious cuts, and previous introduction of a sound or catheter into the 
urethra, to prevent it being injured. When the urethra is also covered 
with this membrane, the operation must be performed with the greatest 
care. If the labia be completely united, they must be stretched as much 
as possible to either side, and divided in the middle with careful strokes 
of the knife, till a director can be introduced, and upon it a bntton-ended 
bistoury must complete the necessary enlargement. ‘The same proceed- 
ing must be adopted if the entrance of the vagina be closed by a fleshy 
mass (a). 

1708. If the mouth of the vagina be only partially closed by the hymen, 
or if the labia be united, a director must be introduced through the aper- 
ture, usually existing at the upper part near the urethra, upon which a 
narrow button-ended bistoury is passed, and the connexion divided to the 
necessary extent. 


[In infants it is better not to use a knife, but merely to pass a probe through the aper- 
_ ture above down to the bottom of the os externum, and then pressing the connecting skin 
with the probe point upon the finger-nail, till it make its way through, which is gene- 
rally done with ease; one end of the probe must be held steady whilst the other is drawn 
forwards, and tears its way out. A piece of lint inserted between the parts is all that is 
needful. And I do not recollect a case among several on which I have operated, that 
required any further interference.—J. F. S. ] 


(a) DonavuLp ; in Journal de Médecine, vol xxxvii. 
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1709. If the closure be more or less deep in the canal of the vagina, 
its condition and extent must first be carefully ascertained by examina- 
tion by the vaginaand rectum. After emptying the bladder and rectwm, 
the oiled finger of the left hand is to be carried up to the closed part, 
placed upon its middle, and a narrow scalpel, guarded with plaster to 
within an inch of its tip, or a pharyngotome, or OsrANDER’S hystero- 
tome (a) is to be introduced and thrust in the direction of the vagina, 
through the closed part. The aperture is to be enlarged, rather by 
pressure than by sawing with the knife, according to the situation, where 
it can be done without danger of wounding the bladder or the rectum. 
The point of the left finger is then to be introduced into the opening, 
which is to be enlarged with a button-ended bistoury, to the extent and in 
the direction where it can be done most safely, and seems most necessary. 


In complete closure of the vagina, without any symptoms of retained menstrual fluid, 
the operation is contra-indicated, as the womb may be wanting, and the blind extremity 
of the vagina may touch the peritoneum. CoLUMBUS (b), Bousquet (c), MreyEr (d), 
and KiEInKoscK (e), have given cases of this kind. STEIN (f) and Buscr (g) ope- 
rated on such cases, and opened the peritoneum, in consequence of which the woman 
died. Ina case of OBERTEUFFER’s (h), the woman did not indeed die, but the opera- 
tion was useless. In all these cases the women had not menstruated. 


1710. When the canal of the vagina is only partially closed, a button- 
ended bistoury is to be introduced by means of the left fore-finger, or a 
director, and the connexions divided to the proper extent, without wound- 
ing the bladder or rectum. Membranous bands are best divided with 
blunt-ended scissors, which are introduced upon the left forefinger. If 
closure of the vagina accompany pregnancy, the operation must be first 
performed, when, the pains coming on the membranes present, which can 
be easily felt through the vagina or through the rectum fe 


[My friend Dr. Locock informs me that he attended a lady who, in consequence of - 
previous difficult labour with tearing of the perineum and vagina into the rectum, had 
as she recovered numerous bands formed across the vagina. She became again preg- 
nant, and great fear was entertained as to the result of the delivery. He allowed the 
labour to go on as usual, and as the child’s head descended, and the bands became 
stretched, he divided them carefully with a bistonry, and the case did well. A second 
pregnancy and delivery followed under similar circumstances. If no operation be per- 
formed, and the child’s head cannot descend, the womb will burst, and as in the case 
related by Kennepy (f), a triangular flap of the mouth and neck of that organ be 
thrown down into the vagina. In another case, which occurred to LaBaT, one band had 
been divided, and whilst waiting for pains to force the other, the whole recto-vaginal 
septum gave way, and the rectum and vagina became one cavity, leaving, however, the 
sphincter ani unhurt.—J. F. 8.] 


1711. If the vagina be only narrowed, it may be attempted to enlarge 
it gradually with bougies, sponge tent, relaxing injections, and the like. 
If pregnancy occur during such narrowing, the vagina often yields during 
that period, and during labour, to such extent, that although previously it 
had not the width of a quill, yet the expulsion of the child is effected (/). 
Tn cases where this yielding does not follow, some sufficiently deep cuts 


(a) Neue Denkwiirdigkeiten fiir Aerzte und (i) Natete, Erfahrungen und Abhandlungen 
Geburtshelfer, vol. i. p.ii. f.4. Gotting. 172/. aus dem Gebiete der Krankheiten des Weiblichen 
(b) De re anatomica, book xv. p. 490. Geschlects. Mannheim, 1812, p. 334.—von Ser- 
(c) Journal de Médecine, vol. vi. p. 128. 1775. BoLD, E., Handbuch zur Erkenntniss und Heilung : 
(d) ScumucKeER’s vermischte chirurg. Schrift., der Frauenzimmerkrankheiten. Frankf., 182i. 
vol. ii. p. 299. Second Edition, vol. i. p. 216. 
(e) Dissert. de Utero deficiente. Prag. 1777. (k) Jounson’s Med.-Chir. Jour., vol. xxxi. p. 570 
Cf) HuFevanp’s Journal. May, 1819. 1839. : 
(g) Rust’s Magazin, vol. x. part 2. (1) Anrotne; in Hist. de l’Academie des Sci- 
(h) Srarx’s neues Archiy. vol. ii. p. 227. ences, 1712, p. 48.—Obs, Anat. 2.—Tutson, ibid., 


1748, p. 83.—Obs. Anat, 1. 
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must be made in the narrowed parts (a); and, if possible, they should be 
made on the sides, as if they be directed from before backwards, there is 
danger on account of the growing together of the vagina with the bladder 
and the rectum, of wounding them. Ifthe vagina be extremely narrow, 
opening the head by a cut through the perineum may be required (0). 

1712. If the menstrual blood be collected behind the closed vagina, it 
escapes after the opening is made, and is black and free from smell. It 
must be completely emptied by injection, otherwise it will putrify on the 
admission of the air, and unpleasant symptoms will be produced. At first 
the most proper injections are those of luke-warm water, of decoction of 
mallows or marshmallows ; but so soon as there is the least smell tincture 
of myrrh should be added, or injections of bark, with the addition of acid, 
spirits of camphor, solution of chloride of lime, and the like. If there 
be active inflammation, smart antiphlogistic treatment must be employed. © 
In order to prevent reunion, it is sufficient, after dividing the labia, to 
keep them separate with a piece of oiled linen. After division at the 
entrance of the vagina, a sufficiently thick plug of lint must be intro- 
duced. Where the narrowing was high up in the vagina, and tough, its 
reunion is much to be feared ; in such cases it will be necessary to oppose 
this disposition by the continued introduction of thick plugs of lint, 
sponge tent, elastic cylinders, and the like. The use of dilators often very 
considerably assists these means. If it happen that, under these circum- 
stances, symptoms of violent irritation ensue, a corresponding cooling and 
soothing treatment must be had recourse to. 


XII.—OF CLOSURE AND NARROWING OF THE MOUTH OF THE WOMB. 

1713. The closure of the mouth of the womb is either a vice of the 
first formation, or first occurs at a later period, and may depend on a mem- 
brane closing the aperture, or on its growing together. The symptoms 
thereby produced depend on the retention of the menstrual blood, or, if 
the closure first occur during pregnancy, on the obstruction of the labour. 

1714. In the former case, closure of the mouth of the womb may be 
presumed, if, on the appearance of the symptoms accompanying menstru- 
tion, no blood flows; if this, again, happen regularly, the womb gradually 
enlarges, and the belly swells. On examination, the vagina is found per- 
fectly free, the distended mouth of the womb descends into the pelvis, and 
may be pushed upwards and backwards by introducing the fingers into the 
vagina. If the mouth of the womb be closed by membrane, it is often 
found filled out like a sac.’ The closure of the outer mouth of. the 
womb may be distinguished by the finger, and that of the inner by the 
careful introduction of a sound. 

1715. If the blood collected in the womb cannot escape, it may, as it 
continues increasing, make its way through tke Fallopian tubes into the 
belly, and cause fatal symptoms. But if the mouth of the womb be closed 
by membrane, the membrane may be torn by the pressure of the blood 
which will escape. ‘The only remedy consists in opening the closed part. 

1716. When the outer mouth of the womb is closed, the forefinger of 
the left hand, with its palm or surface upwards, must be introduced up to the 
part to be opened, upon it a curved trocar, pharyngotome, or OstanpER’s 
hysterotome is to be passed, and the membrane closing the mouth of the 


(a) Perit, J. L., Traité des Maladies chirurgi- (b) CHampenors; in Journal de Médecine, 
eales, vol. vi. p. 110. vol. xli. 
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womb pierced. But if the canal of the neck of the womb, or its inner 
mouth, be closed, then must the pharyngotome or hysterotome, introduced 
in the way described, be carefully thrust through the part to be opened, 
and when the cavity of the womb is penetrated the opening must be en- 
larged sufficiently with the bistoury. | 

1717. The discharge of the menstrual fluid must be favoured by in- 
jections, as was done in opening the vagina, and its reunion prevented by 
a sufficiently long plug of lint inserted into the new opening, or by the 
introduction of an elastic tube. ‘The after-treatment must be guided 
according to appearance of inflammatory and spasmodic symptoms. 


The inflammatory symptoms after this operation are so severe that DUPUYTREN 
decides upon entirely giving it up, and rather to allow the patient to die more quietly and 
slowly than to speedily hasten her death by the operation, which always results from 
inflammation of the womb, and which is the more violent in proportion to the distension 
of the womb. (Picné.) Successful cases following this operation have, however, 
refuted DupvuyTREN’s assertion. Du Cumin (a) employed DupuyTREn’s double 
lithotome in a case of secondary union of the mouth of the womb, and the result was 
permanent. The greatest care must be exerted for the complete discharge of all the 
decomposed blood. 


1718. When the mouth of the womb has grown together during 
pregnancy, or is so changed by hardening and scirrhous degeneration, that 
it will not dilate during labour, perhaps the whole lower part of the womb 
may descend so low, that there may be dread of it tearing, then the open- 
ing or enlargement of the mouth of the womb must be resolved on 
( Hysterotomia vaginalis, Lat.; Scheiden-Katserschnitt, Germ.) 

1719. In scirrhous degeneration, or hardening of the mouth of the womb, 
a button-ended concave bistoury must be introduced into it upon the fore- 
finger of the left hand, a cut made into it, and continued from two and a 
half to three inches into the substance of the womb. ‘The direction of 
the cut should be to the left, or right, or forwards, or backwards, or in any 
other way, for the purpose of giving the wound proper size, according 
to the position of the womb, and, as far as possible, to cut into the part 
least changed. A cut has also been made in stricture of the mouth of the 
womb, during labour, throughout its whole length (0). The labour pro- 
ceeds naturally, or may require to be finished by manual and instrumental 
assistance. 

1720. If the mouth of the womb be completely closed, or cannot be felt, 
a blunt-ended scalpel is to be introduced on the forefinger of the left 
hand, and division of the protruded mouth of the womb made carefully 
from before backwards, or from one to the other side. When its cavity is 
reached, the cut must be made with the button-ended bistoury in the direc- 
tion laid down, and if the cut cannot be made of sufficient size a second 
must be made to cross the former. ‘The further treatment is the same as 
in the former cases. 

See also upon this subject— 

Lauversat, Nouvelle Méthode de pratiquer ’Opération Césarienne. Paris, 1788. 


Bercer, F. G., Ad theoriam de fetus generatione Analecta. Preemissa est rarioris 
embryulcie casus brevis historia. L.eipsiz, 1818. 


Rayner, F. B.; in Salzb. Medic-chirug. Zeitung, 1821, p. 398. 
WHEELWRIGHT; in Medical Recorder, 1824, p. 361, April. 
Care; in the Journal hebdomadaire. 1824, May. 


(a) Gaz. Méd. de Paris, vol. viii. p. 91. 1840. vol. xi. p. 257. 1819.—WaGner; in Med. Jahr- 
(6) Moscatr; in Omoper, Annali Universali, biichern des ésterl. Staates, vol. xxii. p. 367. 
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FOURTH DIVISION. 


DISEASES DEPENDING ON THE PRESENCE OF FOREIGN 
BODIKS. 


1721. Under the term foreign bodies are included not merely mechani- 
cal bodies conveyed from without into our organism, but also those 
products which, generated and retained in our organism, react upon it 
injuriously. 

1722. They may, therefore, be treated of according to the following 
division :— 

I. Foreign Bodies brought into our organism from without, 

1. Into the nostrils. 


2. —-— mouth. 
3. esophagus and intestinal canal. 
4. air tube. 


II. Unnatural collections of natural products. 
A. In their natural cavities and receptacles (retentions. ) 
1. Ranula. 
2. Retention of urine. 
3. the fatus in the womb or in the belly 
(Cesarean operation, division of the pubes, Gastrotomy.) _ 


B. External to their proper cavities and receptacles (extravasatiuns. ) 
1. Blood-swellings in newly-born children. 
2. Heematocele. 
3. Extravasation of blood in joints. 


III. Collections of diseased products. 


1. Lymph swellings. 

2. Dropsy of the mucous bags. 

3. joints. 

4. the chest and empyema. 
5. —— the head and spina bifida. 
6. Collections of pus in the breast-bone. 
7. Dropsy of the pericardium. 

8. belly. 

9. ————- ovaries. 


10. Hydrocele. 
IV. Formations of stony concretions. 


Here are reviewed all those diseased conditions which have been already considered, 
on account of the close relation in which they stand to others; for instance, foreign 
bodies penetrating from without, and the extravasations in the various cavities, the 
retention of the bile, of the spittle in the Stenonian duct, and the like. 
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First Secrion.—OF FOREIGN BODIES INTRODUCED INTO THE BODY 
FROM WITHOUT. 


1723. What relates to foreign bodies, which in various ways complicate 
wounds, has been already treated of, (par. 306 and 338,) both as regards 
their effect, and the necessity, and the kind and mode of their removal. 
Here only will be considered those which penetrate into the open cavities 
of our bodies. 


I1._OF FOREIGN BODIES IN THE NOSTRILS. 


1724. Foreign bodies which get into the nostrils, are retained, either by 
the swelling which they undergo, as beans, peas, and the like, which chil- 
dren frequently thrust into their nose; or, if they do not themselves 
enlarge, are enclosed by the swelling of the mucous membrane of the 
nostrils, which they set up. 

1725. The removal of these foreign bodies is not very difficult if there 


be not much accompanying swelling ; it is often, however, rendered easier 
oD ta bP b) b] 


by the softness which most of them acquire as they swell up. For their 
removal, curved, dressing or polypus forceps are used ; and if they cannot 
be got out whole, we endeavour to break them to pieces. 


When, in gun-shot wounds of the face, balls remain lodged in the nostrils, they in 
general so quickly produce violent swelling and inflammation that it is impossible to get 
them out. In many cases they may remain till discharged by suppuration. But if, by 
their presence, violent symptoms are produced, they must be removed ; and if, on 
account of the peculiar form and size of the foreign body, the opening of the nostrils 
offer much obstacle, it may be necessary to slit up one or other of them, and after the 
removal of the foreign body, to reunite them by the application of a stitch. 

The position and size of foreign bodies is often such that they cannot be seized with 
the forceps; in these cases DupuyTrEN (a) advises that they should be pushed back- 
wards, so as to drop into the mouth, which is the way they generally take if left alone 
for a time to escape of their own accord. 

[AstLEy Cooper used to mention an instance of a ball having been received in the 
frontal sinuses, which for a time remained quiet, but at last its weight caused ulceration ; 
it descended through the nostrils, and, passing through the floor of the nose into the 
mouth, caused severe bleeding from the palatine artery.—J. F. 8.] 


Il.—OF FOREIGN BODIES IN THE MOUTH. 


1726. Foreign bodies which remain sticking in the inside of the cheeks, 
in the tongue, or in the palate, may cause severe pain, difficulty in swal- 
lowing, and very considerable swelling of the tongue. They can be 
easily discovered by careful examination, and removed with the forceps. 
If allowed to remain, they are generally soon got rid of by suppuration. 


[I have very recently operated on a case in which a piece of tobacco-pipe, an inch and 
a half long, had been lodged in the cheek for ten months, without the patient being 
aware of it. He had fallen with his pipe in hand, and wounded the outside of his 
cheek ; much swelling ensued, and after a few weeks the wound healed, but he could not 
open his mouth completely nor without pain. Twice during the following twelvemonth 
the swelling, which still remained, became very painful, increased, and suppurated. 
The last time he came to me, and the piece of pipe was readily discovered, running 
from half an inch behind the angle of the mouth horizontally back towards the angle 
of the jaw, the mouth could not be opened more than half an inch, and each time the 
jaw was depressed he had great pain at the angle of the jaw. I cut upon the scar, which 
was very apparent, but had some little difficulty in detaching the end of the pipe, as the 
scar had probably sunk into its hollow; this done, however, it was easily drawn out 
with dressing forceps, like a dirk from its scabbard, and was evidently smeared with a 
mucoid secretion from the sides of the cavity, which it had made for itself. Ina few 


(a) Blessures par Armes de guerres ; publ. par. Maux et PAILLARD, vol. ii. p. 232. 
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days the effects of the operation ceased: he opened his mouth freely, and without pain, 
and the sinus filled up. 

Bodies may sometimes be thrust into the mouth, within the arches of the teeth, and 
when there become so fixed by the elevating muscles of the lower jaw, as to be incapable 
of removal without assistance ; I knew of a case of this kind in which a girl thus fixed 
an apple in her mouth, which was only removed by the medical attendant cutting it to 
pieces.—J. F. 8.] 


IIIl.—OF FOREIGN BODIES IN THE G&SOPHAGUS. 


Hevrin, Précis d’Observations sur les corps étrangers arrétés dans I’Csophage, et dans 
la Trachée-artére, avec des remarques sur les moyens qu’on a employés ou que |’on peut 
employer pour les enfoncer ou pour les retirer; in Mém. de |’Acad. de Chirurg., vol. 1. 
p. 444. 

BorDENAVE et DEsTREMEAU, De corporibus extraneis intra Gisophagum heerentibus. 
Paris, 1763. 4to. 

VENEL, A., Nouveau secours pour les corps arrétés dans |’ Cisophage, ou description de 
quatre instrumens plus propres qu’aucun des anciens moyens, a retirer ces corps par la 
bouche. Lausanne, 1769. 

Monro, AtEx, Jun., M.D., The Morbid Anatomy of the Human Gullet, Stomach, 
and Intestines. Edinburgh, 1811. 8vo. 

GuaTTant, Essayes sur ’CQisophagotomie; in Mém. de I|’Acad. de Chir., vol. iii. 
p. 351. 

Ecexunoupt, J. G., Ueber das Ausziehen fremder Korper aus dem Speisekanale und 
der Luftrohre. Kiel und Leipzig, 1799. Large 4to; with plates. 

Nauta, Dissert. de corporibus peregrinis ex Cisophago removendis. Workum, 
1808. 

VIGNARDONNE, J., Quelques propositions sur l’CGesophagotomie. Paris, 1805. 

Vacca Breriincuieri, Della Esofagotomia e di un nuovo methodo di eseguirla. 
Pisa, 1820; with a plate. 

1727. Bodies may remain sticking in the esophagus on account of their 
size or hardness, or their irregular pointed surface. Bodies are often re- 
tained in the wsophagus, which, as regards their size and character, might 
without difficulty have passed through it, in which’ case it would seem 
that their fixture must be ascribed rather to a spasmodic contraction of 
that tube. The stoppage is commonly at the upper or lower part, and 
rarely in the middle of the wsophagus. 

[I recollect several years since examining the body of a man who was brought to the 
hospital, and supposed to have died of apoplexy. On accidentally removing the tongue, 
pharynx, and neighbouring parts, an enormous lump of beef was found completely filling 
up the whole pharynx, and compressing the epiglottis. Inquiring about the circum- 
stances of his death, it was ascertained that, whilst eating soup for his supper, he sud- 
denly rose from the table, went out of doors, and shortly after was found dead near the 
threshold. ‘The preparation is in the Museum at St. Thomas’s. 

I have known an instance occurring twice in the same person, who, had he not been 
a medical man, would probably have been suffocated before assistance could have been 
obtained. In eating his breakfast quickly, he suddenly felt choked, could not swallow 
the morsel in his throat, and could not breathe; he thrust his fingers back to try and 
pull out the morsel, in which he succeeded, and found the small portion of meat 
swallowed was attached by a thread of cellular tissue to another portion, which had 
become entangled in his teeth, and the thread had pressed down the epiglottis, so that 
every effort to swallow made him still worse. The same accident occurred to him a 
second time, but was in the same way relieved.—J. F. 8. ] 

1728. The symptoms produced under this condition are, local pain, 
spasmodic contraction of the esophagus, disposition to vomit, choking, 
or less difficulty in swallowing, symptoms of suffocation, and frequently 
actual suffocation, which depend partly on compression of the windpipe, 
partly on the spasmodic contraction of the glottis. Sometimes, and, if the 
body be small and painful, there is merely a local painful sensation. The 


382 FOREIGN BODIES 


inflammation may also be so violent, that it may run on to gangrene, 
though this in general only occurs when forcible efforts are made for the 
removal of the foreign hody. 

1729. It is often very difficult to decide upon the presence of a foreign 
body in the esophagus. When a body more or less bulky, or with an 
irregular surface, is swallowed, if the patient feel pain at a particular 
spot, if swallowing be difficult and painful, and the respiration inter- 
fered with, yet these symptoms may be merely the consequence of the 
descent of the foreign body, of wound of the wall of the esophagus at a 
particular spot, and of the inflammation resulting therefrom. Ifa bulky 
body remain sticking in the upper part of the wsophagus, it may often be 
felt externally ; or, if the tongue be strongly depressed, its presence may 
be ascertained either by seeing it, by feeling it with the finger, or with a 
whalebone or elastic sound, or with DuruyTREN’s (a) cesophageal sound 
of elastic silver, with a little spherical ball at itsextremity. These exami- 
nations must be always made with exceeding carefulness, and especially 
may be only made when active inflammation has not yet set in. 

[It not unfrequently happens that, after a person has had a fish-bone stick in his 
cesophagus, though he can take food, yet a soreness remains, which is generally supposed 
to arise merely from the scratching of the lining membrane, and will subside in a few 
days, it being presumed that, as he swallows solid food, there cannot be anything lodging ; 
and this more especially if an cesophageal bougie have been passed into the stomach. 
That this opinion may be too hastily formed, is proved by the following example. A 
friend of mine, whilst eating fish, suddenly felt that he had swallowed a fish-bone, and 
became so uncomfortable that he was obliged to leave the table, and within a couple of 
hours went to his medical attendant, who pulled out a piece of fish-bone with forceps. 
On the following day he still continued very uneasy, his throat being very sore, and 
felt assured that he had still a piece of bone in his throat; his medical friend, however, 
very naturally considered the sensation depended merely on the scratch of the bone he 
had removed. For four days the symptoms of obstruction continued, and he was much 
harassed, anxious, and became very ill. On the fifth day his son, a very able Surgeon, 
passed an cesophageal bougie without the least hindrance, and it was then thought quite 
impossible there could be anything in the passage, and that the symptoms merely de- 
pended on the previous irritation. On the evening of the very same day he suffered much 
pricking in his throat, was attacked with a violent cough, and threw out another bone, 
immediately after which he became easy, and all the symptoms quickly ceased. It is 
presumed that this second bone had Jain obliquely across the wsophagus, and that, as the 
bougie descended, one end of it had been disengaged, as the instrument distended the 
canal, and, being thus more conveniently and loosely seated, the bone had been shot out 
by the cough. The remembrance of this interesting case will induce caution in giving 
a positive opinion of a foreign body not being present in the esophagus, although swal- 
lowing may be effected, and even a bougie passed without obstruction. —J. F. s. 

In the College Museum there is the whalebone handle of a punch-ladle, marked “ It 
had been in the esophagus sixty-eight hours without doing mischief;” but nothing more 
is known about it. It was in HEAvisipe’s collection. 

Monro indeed mentions the case of a boy who had attempted to swallow a half- 
penny: it remained in his esophagus “ three years, and possibly it might have remained 
there for a much longer period had he not been seized with consumption, which proved 
fatalto him. Upon examination the gullet was found closely embracing the halfpenny, 
and considerably expanded by it. A halfpenny stuck in the gullet of another boy for 
six months, and was afterwards extracted by Monro’s father with a blunt hook.” 
(p. 18.) He also mentions an instance in which an extraneous body, detained at the 
origin of the gullet, became lodged in a sac of some length, which descended behind 
the wsophagus. (ib.)] 

1730. Foreign bodies in the wsophagus may either be drawn upwards, 
or thrust down into the stomach, or removed bya cut into the wsophagus. 

1731. The removal of the body upwards may be effected by vomiting, 
produced either by irritating the throat, or by the exhibition of an emetic, 

(a) Sasatier, Medecine Operatoire, vol. iv. p. 52. 
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if swallowing be not entirely prevented, or by the injection of a solution 
of tartarized antimony into a vein (a). It must, however, be observed, in 
reference to the vomiting, that if the body firmly close the oesophageal 
tube, and will not be moved by the sickness, the mischief is increased, and 
even tearing of the esophagus may ensue. 

If the foreign body be at the upper part of the esophagus, it may often, 
if the tongue be strongly depressed, be seized with the finger, or with a 
pair of oesophageal forceps, and withdrawn. If it be lower down, it may 
be removed also by the forceps, or a blunt hook, formed of a piece of wire 
bent together; or by a whalebone sound with a piece of sponge attached 
to its extremity, which is to be passed below the body, and when the 
sponge has swollen by the absorption of the moisture, may be withdrawn. 
Little pointed bodies, as needles, fish-bones, and pieces of bone, are gene- 
rally more easily removed with the sponge. A flexible sound, having its 
extremity armed with several loops of metal, has been recommended for 
this purpose. Bulky bodies, which completely fill the esophagus, are very 
difficult of removal, because the instrument cannot be passed beyond them. 
Attempts at removal must always be made with great care and considera- 
tion. Dertpxrcn (4) objects to the use of the hooks and metallic loops as 
inefficient and dangerous. 


The peculiar operation of the vomiting is not merely the commotion but the inverted 
contraction of the muscular fibres of the esophagus. For the purpose of making the 
esophagus slippery, mucilaginous and oily remedies, melted butter, oil with camomile 
tea, or yolk of egg and the like must be administered. Tobacco clysters are often 
advantageous in producing vomiting and diminishing the spasm. The removal of a 
fish-hook, which had been swallowed, the line of which remained hanging out of the 
mouth, by means of a perforated bullet through which the thread was passed, and the 
bullet allowed to drop down into the curve of the hook so as to shield its point, is men- 
tioned by Bricut (c). 

1732. In thrusting down foreign bodies into the stomach, a whalebone 
sound, with a piece of sponge at one end, commonly called a probang, first 
smeared with oil, is employed. This mode is to be practised especially if 
the foreign body be soft and have a smooth surface; but if it be rough or 
pointed, considerable injury to the esophagus may be effected by thrusting 
it down, and it may be even of such character, that on account of its mere 
presence in the esophagus, dangerous symptoms may be dreaded. Under 
these circumstances, only the most urgent symptoms, and the impossibility 
of getting rid of the body in any other way, will determine that it should be 
thrust down. The patient may be allowed to swallow mouthfuls of chewed 
bread, and the like, which often drive the body down, and a blow between 
the shoulders will often loosen it. 

If a body capable of being broken up, as for instance, a potato remain sticking in the 
upper part of the esophagus and cannot be thrust down into the stomach, attempts must 
be made to press it upwards, with the fingers upon the surface of the throat, as Dupuy- 
TREN did very successfully, and quickly relieved the patient after all other efforts had 
been in vain. (PreNnz.) 

[Before proceeding to thrust an extraneous body down the esophagus, a careful 
examination should be made with the finger, to ascertain if it be within reach, and can 
be removed; the importance of doing this is proved by the following case, which 
AsTLEY Cooper was accustomed to relate (d). A child, whilst dining with his parents 
on his birthday, swallowed a fish-bone, and was attacked with violent cough ; Cooprr, 
not being in the way, another Surgeon was found, who passed a probang; the symptoms, 


(a) KoSater; in ScumucKer’s vermischten (b) Précis Elementaire, vol. ii. p- 59. 
Schriften, vol. i. p. 335.—BanLK; in MursENNa’s (c) American Medical Recorder, 1823. July, 
Journal, vol. ii. p. 64.—Krauss ; in HitreLanp’s p. asl. 
Journal, 1811, vol. vi. p. 116.—Grarre. (d) MS. Lectures, 
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however, became worse, were followed by convulsions, and, between ten and eleven 
o’clock of the same evening, the child died. Having obtained permission, CooPER 
opened the larynx with a lancet, and found a piece of fish-bone situated just at the 
glottis, which he readily hooked out with his finger-nail. 

Dr. Brown (a) mentions the case of a woman who, in eating oatmeal porridge, 
swallowed a piece of a broken delf plate, which pierced the esophagus on the right side, 
midway between the cricoid cartilage and the breast-bone. She soon made an effort to 
vomit, and a discharge of blood from the mouth ensued and repeated on the passage of 
a probang, which she thought displaced the bit of delf. On the day following she was 
seen by Brown, and had then ‘nflammation and swelling of the external fauces in the 
line of the esophagus, with total inability to swallow. The foreign body could not be 
felt externally ; and a probang was twice passed with facility. Leeches and cold lotion 
were applied, and on the sixth day the ‘nflammation had almost ceased, and she swal- 
lowed well. On the ninth day she was attacked with pain in the stomach, which lasted 
two days, and on the tenth she vomited a pint of dark fcetid blood, which continued in 
smaller quantities. On the twelfth day she spat up more than a pint of brown foetid 
sputa, and died at midnight. No examination was permitted. Brown considers that 
the bit of plate was at first thrust down into the stomach, and that the inflammation of 
the esophagus depended on the violence with which this was done. He imagines that 
the fatal symptoms resulted from the hard substance wounding the stomach, especially 
as that organ was comparatively empty from the accident to her death. And that the 
pain in the left hypochondrium pointed out injury to the left extremity of the stomach, 
near the cardia, where some large branch of the coronary, or left gastro-epiploic artery 
must have been divided, as the quantity of blood poured out was so large as to colour 
the fecal discharges. 

[My friend and pupil TuNALEy, of Camden Town, has given me the following case, 
which shows the propriety of ASTLEY Coorer’s advice, aud which, but for the prompt 
and judicious treatment, would also probably have terminated fatally, although the 
foreign body was merely a piece of bristle from a brush, about an inch in length. A 
lady, whilst eating bread and butter, felt something in her mouth which seemed like a 
piece of wood, and not choosing to spit it out, as she was in a party, determined to swal- 
low it with the morsel in her mouth. In doing this, the sharp substance lodged in her 
throat, produced a constant pricking, and in the course of a few hours cough and re- 
peated attempts at deglutition. She was seen shortly after by a medical man, who 
examined the throat, and, finding nothing, considered it merely a case of local irritation, 
and treated it accordingly. Next day she was worse, and an emetic was given, which 
quickly aggravated the symptoms to such an extent, as to threaten immediate suffocation. 
Twenty-four hours after the accident, TUNALEY saw her, and it was then necessary at 
once to perform tracheotomy, which he did immediately below the cricoid cartilage ; 
and, scooping out its under edge, he ‘ntroduced an elastic catheter, which relieved her 
directly. Four hours after, when the spasm had subsided, he made an examination 
with his finger, by the mouth, and could just feel, when an attempt to swallow was 
made, the point of what he took for a pin; but it was not under command of the finger. 
He then passed a pair of dressing forceps, bent for the purpose, into the throat, and, 
after persevering efforts, as the patient’s exhaustion would admit, during two hours, at 
last succeeded in pulling out a pristle, which, he considers, had penetrated the mucous 
membrane at the root of the epiglottis, and, by its continued irritation, had produced 
the spasm of the glottis. ‘The patient speedily recovered.—J. F. S.] 


1733. When the body has caused severe inflammation and diseased con- 
traction of the wsophagus, all attempts at its removal must be given up, 
and the treatment confined simply to blood-letting, leeching, oily injec- 
tions, and if there be accompanying spasm, opium. When by these means 
the inflammation, swelling and contraction of the esophagus have dimin- 
ished, it not unfrequently happens that the body gets loose, and can be 
removed one way or another. 

1734. Whether the body be drawn up or thrust down, frequently local 
inconveniences remain in the wsophagus, as wounds, inflammation, and 
suppuration, which require corresponding antiphlogistic and soothing 
treatment. Narrowing of the @sophagus may result at a subsequent 
period, and if the body be bulky, suppuration even may ensue. 

(a) Edinburgh Med. and Surg. Journal, vol. xxxvi. p.56. 1831. 


| 


BODIES IN THE GESOPHAGUS. 385 


1735. Thin and pointed bodies, needles for example, may penetrate 
the walls of the esophagus and gradually make their way through 
the neighbouring parts, so that they often reappear at very distant 
parts. This more frequently occurs when the bodies have passed into 
the stomach, and then travel through the different organs, sometimes 
accompanied with no pain, but at other times with great pain. 

1736. When the foreign body can neither be pulled up nor thrust down 
into the stomach, if it produce urgent symptoms, and be not very low in 
the esophagus, or if it be of such kind that its descent into the stomach 
would be productive of great danger, then it must be removed by cutting 
into the esophagus ( A?sophogotomia.) This operation is always one of 
the most difficult and dangerous, though under the circumstances it must 
be held to be the only means of relief, and by observing certain rules, is 
much facilitated. The parts of which injury is to be feared are the 
carotid artery, the internal jugular vein, the recurrent nerve, and the thy- 
roideal arteries. 

CALLISEN (a), as well as BensAMIN BELL and R1cHERAND, only allow esophagotomy 
when the foreign body can be felt externally, and in the contrary case will have an 
opening made in the windpipe to prevent the danger of suffocation. According to 
ZAnG (6), however, the operation may be undertaken, if nothing be felt externally, if 
only the place be known where the body is situated. In these cases also the mode of 
operation laid down by Vacca BeriincHreri may be safely performed. 

[As the more serious symptoms which occur when a foreign body sticks in the pha- 
rynx or asophagus, depend on the pressure it makes upon that part of the air-tube to 
which it is opposite, I think it would be advisable to perform tracheotomy in prefer- 
ence to the difficult and dangerous operation of cutting into the esophagus. ‘This mode 
of treatment has been successful, as in the case of the boy who attempted to swallow 
nine pistoles wrapped in a piece of cloth, mentioned by Haxsicot (c). The packet 
stuck in the narrow part of the pharynx, and he was almost suffocated. Attempts to 
thrust it down were made; but in vain. Haszicor, therefore, to relieve the most urgent 
symptoms, cut into the windpipe ; the difficulty of breathing, the swelling and blueness 
of the face ceased immediately ; and the money then thrust down with a leaden sound 
into the stomach, was passed by stool a few days after. ] 

1737. According to Verpuc-Guarrant, the operation is to be per- 
formed in the following manner. The patient having been placed in an 
arm-chair, or laid upon a table, and his head properly held by an assistant, 
a cut from two and a half to three inches in length must be made verti- 
cally through the skin and cellular tissue, upon the left side of the air-tube 
between the larynx and the collar-bone. Then, the assistant having drawn 
the edges of the wound asunder with blunt hooks, and the blood being 
absorbed with a moist sponge, it must be endeavoured to dig under the 
edge of the thyroid gland with the handle of the scalpel, and keeping still 
on the one side of the air-tube, and using the blade of the knife as little 
as possible, the esophagus is to be laid bare, and so cut into that the 
foreign body may be removed with a pair of straight forceps, without 
tearing the edges of the wound. If the foreign body be a little distant 
from the opening, a pair of curved forceps must be used for its removal. 
Any spirting vessels must be immediately taken up during the operation, 
as well also the thyroideal arteries, if they come in the way, before cutting 
them through. 

Ecxotpr’s method, in which a cut is made through the skin, close to the middle of 
the m. sterno-mastotdeus, and the division of the cellular tissue in the triangular space 
formed by the division of this muscle before its insertion into the breast- and collar- 
bone, and the asophagus laid bare and cut into, is manifestly less safe than that just 
described. 

(a) Systema Chirurgie, vol. ii. p. 421. _ (b) Operationen, vol. iii. p.40. 

(c) Mem, de l’Acad. de Chir., vol. xii. p. 243. Edit. in 12mo. 
VOL, II, 2c 
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1738. In those cases in which the foreign body forms no perceptible 
swelling externally, and for the purpose of especially projecting the wall 
of the wsophagus, it has been recommended to introduce a silver catheter, 
or a forked curved sound, through the mouth into the asophagus, and to 
raise its left wall into the wound. The arrow-sound has also been advised 
for this purpose. RicuEranp (a) objects to the introduction of any in- 
strument into the esophagus, as aguide. Vacca BERLINGHIERI (6) has, 
however, proposed an instrument by which cesophagotomy is more easy 
and effectual than by any other mode. 

1739. The patient is placed on a low stool; the head held firmly 
against the chest of one assistant, and the rest of the body by another. 
The skin-cut is to be made on the left side of the neck, in the direction 
of the thyroid and cricoid cartilage, on a fold of skin from the upper edge 
of the thyroid cartilage to two inches below it ; if the m. platysma myordes 
be not then cut through, it must be divided with a second stroke of the knife 
into the underlying cellular tissue. The ectropesophag, with the spring 
thrust fully forwards and thus completely closed, is to be introduced so 
deeply into the wsophagus, and so directed that its lower end corresponds 
to the lower angle of the wound. The fore and middle fingers are now 
to be introduced into the side rings of the canula, and the thumb into that 
of the shaft, which being drawn back, its spring end is set free, and with its 
olive-shaped knob, the wall of the esophagus isthrust into the wound. ‘The 
instrument is now held steadily by an assistant, the cellular tissue care- 
fully cut into, and the esophagus laid bare by drawing the m. sterno- 
mastoideus backwards, the m. sterno-hyoideus and sterno-thyroideus for- 
wards, (with the assistance of the finger or a blunt hook,) and then 
the m. omo-hyoideus, which crosses the wound obliquely, is divided on a 
director. ‘The esophagus now appears to more than the extent of an 
inch, and must be cut into on the side, and a little forwards, between the 
canula and the diverging arms of the shaft, for two lines above the olive- 
shaped knob of the latter, and the cut enlarged upwards as far as may 
seem necessary. A blunt hook is then introduced into the wsophagus, to 
keep it steady. The ectropcesophag is now taken out, and the foreign 
body removed with the finger or forceps. 


The ectropeesophag may be so easily arranged, that it may be used even if the operation 
be performed on the right side. 


1740. According to Brern (ce), it is impossible to operate upon the 
esophagus in the region prescribed by Verpuc-GuaTranr’s plan, or 
properly to introduce the instruments recommended for introduction by 
others, and to retain them in suitable position, as the irritated parts cannot 
bear constant touching, and the breathing has already become difficult. 
His method, which is founded on the most careful consideration of the 
anatomy of the parts concerned, and which has been several times 
performed on living persons, is the following :—The patient is laid upon a 
narrow bed, his shoulders and chest slightly raised, the head a little bent 
back, and supported with a pillow, and the neck moderately stretched. 
The operator standing on the left side, makes a cut through the skin, along 
the groove between the sterno-mastoid muscle and the windpipe, which 
he begins a finger’s breadth above the sterno-clavicular articulation, and 


(a) Nosographie Chirurgicale, vol. iii. p. 260. (c) Dict. de Med. et de Chirurg. pratique, vol. 
(b) Journal von GRAEFE und von WALTHER, xii. p. 152; and Nouv. Elem. de Chirurgie et de 
vol. v. p. 712.—Chirurg. Kupfertaf., pl. cxxxv. Med, Opérat., vol. i. p. 260. Second Edition. 
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carries up as high as the upper edge of the thyroid cartilage. He now 
divides with long strokes the m. platysma-myoides and cellular tissue, and 
descends deeply into the cellular space between the windpipe and e@so- 
phagus within, and the deep vessels and nerves without, which are covered 
by the sterno-mastoid muscle, and the assistant, standing on the patient’s 
right side, draws inwards the parts on the inside of the wound with his 
fingers or with a blunt hook, and the operator, with the fingers of his left 
hand thrust in more deeply draws outwards the parts on the outside of the 
wound, and with the point of his finger covers the vessels and nerves, 
The m. omo-hyoideus is then seen running obliquely outwards and down- 
wards in the upper half of the wound, which, a director having been intro- 
duced beneath, must be divided. The esophagus now appears, and is 
known by its position behind the windpipe and larynz, its round fleshy 
surface, its movements and hardness in the attempts to swallow. If the 


foreign body form a projection, it must be immediately cut upon; but 


under contrary circumstances, the knife is to be carried boldly in the 
middle of the wound parallel to the axis of the esophagus, into it, and an 
opening made about half an‘ inch long, from which immediately some 
mucus and spittle flow out, and in which, by the contraction of the 
circular fibres, the mucous membrane becomes visible. A button-ended 
bistoury is now introduced upon the forefinger, and the wound enlarged 
sufficiently upwards and downwards to admit the introduction of the 
forceps. It is better to enlarge the wound upwards rather than down- 
wards, as wounding the superior is less dangerous than wounding the 
inferior thyroideal artery. Every bleeding vessel must be immediately 
taken up during the operation. 

1741. No precise rules are laid down for the removal of the foreign 
body ; it must depend on the delicacy of the touch, manual dexterity, 
and thought of the operator upon the moment, to determine how the 
difficulties may be best overcome. Curved and pretty strong polypus- 
forceps, with double curves, are in general most convenient, and a 
sufficient number of them, of various form and size, must be in readiness, 
(Beern.) | 

1742. After the removal of the foreign body, quick union should 
be aimed at according to the usual mode, with dressings ; the edges of the 
wound are to be brought close together with sticking plaster, and the head 
kept inclined a little backwards and to the right side. For the first eight 
days the patient must be supported only with nourishing clysters and baths ; 
and then with gelatinous substances in small quantities by the mouth; at 
first the patient’s tormenting thirst must be quenched with Seville orange 
strewed with sugar, ( par. 473,) and taken into the mouth. But, accordin 
to BeGin, should the wound unite neither by sticking plaster, and still less 
by suture, as in the condition of the walls of the esophagus, from the more 
or less severe inflammation and so on, agglutination, as in ordinary wounds, 
is not to be expected, but the edges should only be brought together, covered 
with perforated cloths spread with cerate, and wadding with compresses, 
fastened with a circular bandage. As the patient subjected to cesopha- 
gotomy becomes wasted by his incapability to swallow, want of rest and so 
on, some nourishing broth should be conveyed into his stomach by means 
of an esophageal tube, the day after the operation. 
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IV.—OF FOREIGN BODIES IN THE STOMACH AND INTESTINAL CANAL. 
Hevin, above cited, p. 590. 


1743. When bodies, insoluble by the powers of the digestive organs, are 
thrust down or swallowed into the stomach, they may produce different 
symptoms, depending principally on their form and nature. Bulky 
bodies often pass without any difficulty through the whole intestinal canal ; 
pointed bodies are easily retained, and produce frequently inflammation 
and ulceration. 


[Of the foreign substances received into the stomach, the most remarkable account 
is that given by Dr. Marcer (a), of the sailor who swallowed a number of clasp knives. 
In June, 1799, after having witnessed a display of jugglers’ knife-swallowing, he, in a 
drunken fit, boasted he could do the same, and accordingly swallowed four pocket-knives 
successively. On the following afternoon he passed one knife by stool, and on the following 
day two more, but the fourth knife never came away, nor gave him inconvenience. In 
March, 1805, in the course of a couple of days, he swallowed fourteen knives more; but 
on the following morning was attacked with constant vomiting and pain at his stomach, 
which compelled him to go to the hospital, and in the course of a month, “ he was safely 
delivered of his cargo.” In December of the same year, he swallowed on one day five, 
and on the next fourteen more. He was very ill the next day, and obliged to put himself 
under medical care, but without benefit till three months after, when having taken castor 
oil, he felt the knives “ dropping down the bowels,” and became easier, but was not aware 
of having passed any. In June, 1806, he vomited a knife-handle; in November he 
passed some fragments, and again in February, 1807. In August of the same year 
he was admitted into Guy's Hospital, where at first his account was not believed, but he 
held fast to his story, and as he suffered intense pain at the region of the stomach, and a 
hardness was thought to be felt, some credence was at last given, and his stools being 
noticed were found of a deep black, indicating an accumulation of ferruginous matter in 
his bowels. On examining the rectum, a portion of the knife was felt lying across it, but 
could not be extracted on account of the great pain he suffered in the attempts to grasp 
it. Various attempts were made to dissolve the knives, but without success, and at last, 
in March, 1809, he died in a state of great emaciation. On examination, one of the 
blades and one of the back springs were found in the intestines, the latter, four inches 
and a half long, had transfixed the colon opposite the left kidney, and projected into the 
cavity of the abdomen, while the other was stretching across the rectum, with one of its 
extremities actually fixed in the muscular parietes of the pelvis. _No stool had, how- 
ever, escaped, nor were there any signs of active inflammation. In the stomach were 
thirty or forty fragments, of which thirteen or fourteen were evidently blades, much 
corroded and diminished in size. They are ail in the Museum at Guy’s Hospital. 

Another instance is also related by Dr. Barnes, of Carlisle (J), of a juggler, who, on 
17th November, 1823. accidentally swallowed a table-knife with a bone handle, together 
nine inches in length. The account given by the man was, that “ having offered 
for a small sum of money to swallow a table-knife, a new one was accordingly brought 
from a neighbouring shop. The method by which I pretended to swallow it was, to pass 
the handle and part of the blade down my throat, and hold the point of the knife fast 
with my teeth. When I was on the point of drawing it out again, some person, coming 
unexpectedly behind me, gave me a smart stroke on the back, the surprise of which 
caused me to lose hold of the point, and immediately the whole knife slipped into 
the stomach. I directly made very violent efforts to throw it up, but in vain, and the 
endeavours of the Surgeon were equally useless.” The man immediately became very 
much alarmed, expecting instant death. Attempts were made with the fingers and with 
loug forceps to seize the knife, but it was far beyond their reach, and could not be 
felt on the external surface of the stomach. Next day he complained of pain in his 
stomach, for which he was bled, and a clyster given; and afterwards, having pain in 
the left shoulder shooting across the chest to the stomach, he was bled again. Soon 
after the handle of the knife could be felt very distinctly by pressing gently on the 
navel, though slight pressure gave him considerable pain; but a single cup of tea or a 
little food of any kind distended the stomach so much that it entirely disappeared. 


(a) Med.-Chir. Trans., vol. xii. p, 52, 1822. the Case of W. Dempster, a juggler, who died in 
(b) Jameson’s Edinburgh Philosoph. Journ., consequence of having swallowed a Table knife. 
vol, xi. p. 319, 18.4,—Haprietp, AStatement of | Middlewich. A pamphlet. 
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Various suggestions were made, and among others gastrotomy, but the patient would not 
consent to it. He was able to walk about a little during the day, and could sleep 
at night on his back, but not on either side. He was frequently squeamish and sick at 
stomach, and sometimes felt a severe twisting pain in that organ. He kept quiet 
till 28th December, when he left on his way to London, but died at Middlewich on the 
16th January following. From the account it is very evident that he never laboured 
under any urgent symptoms, and seems to have been worn out rather by terror and 
anxiety. “On opening the belly,” HADFIELD says, “ my first attention being of course 
directed to the stomach, I found the knife beginning to protrude through a gangrenous 
opening about two inches and a half from the beginning of the duodenum, on which part 
the knife had lain. After opening the stomach, I found that the point of the knife rested 
on that part of the greater curvature, almost exactly opposite to the cardia, and 
had likewise very nearly perforated the coats. * * * The handle of the knife was 
completely dissolved, the rivets had disappeared, and a considerable portion (at least 
one-third) of the blade also. What was left appeared exceedingly rusty and black.” 
This knife isin the Museum of the Royal College of Surgeons. In the same collection 
are some knives voided by a soldier in St. George’s Hospital. | 


1744. Bulky bodies are most commonly retained in the stomach and 
at the ileo-colic valve. They may remain in the stomach a considerable 
time without causing symptoms, which, however, they easily produce 
in the intestinal canal, even if they be not fixed. The symptoms 
especially depend on the stoppage of the alimentary canal, or on the 
inflammation and injury which the foreign body produces by its peculiar 
form. In the first case symptoms of zlews arise; in the second, more 
or less severe enteritis. Oxidizable metals for example: copper coins 
produce no peculiar symptoms, as their oxidation, whilst resting in the 
alimentary canal, is exceedingly slow and not to that extent, which 
produces dangerous effects (a); indeed, in general, they are not long 
enough retained. 


[In the College Museum there is a very interesting preparation from a woman who 
had long suffered under symptoms of gall stones, and at last died exhausted. On 
examination, the gall-bladder was found thickened, contracted, and both it and the liver 
intimately adherent to the duodenum and adjacent organs. Between the gall-bladder 
and duodenum was a large ulcerated ragged opening of communication, through which 
a large gall stone had passed, and, getting into the ileum, had blocked it up. Above 
this part the gut was distended with air and biliary fluid. In the Museum at St. Tho- 
mas'’s there is a portion of small intestine from a child, which is in two or three parts 
completely filled with lumps of hardened stool, in appearance resembling album G're- 
cum, the result of quantities of carbonate of magnesia, which becoming entangled with 
the mucus of the bowel, had formed complete plugs of an inch or more in length. 

The College Museum also possesses an example of cherry-stones lodged in the cecum, 
which had been swallowed by a boy twelve years of age, at least sixteen months before 
his death, during which time he continually suffered from symptoms of chronic enteritis. 

Lanestarr (6) gives an account of a madman who swallowed a silver table-spoon in 
October, 1827. Soon after his health gradually declined. Although he lived abstemi- 
ously his digestive organs were disordered ; he suffered from dyspepsia, and frequently 
complained of an acute pain in the region of the cecum; and he persisted in declaring 
that all these symptoms were occasioned by the spoon he had swallowed. His account was 
disbelieved, especially as cautious examination of the belly was made without detection 
of any foreign body. He continued to suffer from the effects of pain in the situation of 
the cecum and tom and frequently said he felt the motion of the spoon. He was 
teased with diarrhea, and the evacuations were often mixed with blood and pus. 
Symptoms of diseased liver came on, and were followed by ascites and edema of the 
lower limbs. Under these circumstances Lancsrarr tapped him, drew off a bucketful 
of water, and, as he was “ greatly emaciated, I was induced,” says Lanestarr, “ to 
carefully examine with my hand if I could feel the spoon, when, to my astonishment, I 
detected a solid substance in the situation of the cacum, which induced me to believe 


(a) Craupe REn£ Drovarp, Expériences et (6) Catalogue of the Preparations, &e., con- 
Observations sur l’Empoisonnement par l’Oxide de stituting the Anatomical Museum of GrorG@E 
cuivre (verd-de-gris.) Paris, 1802.—Orrina, Traite Lanesrarr, London, 1842. 8vo, p. 228-32. 


__ de Poisons, vol. i. p. 243, 
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that it was the spoon he had swallowed.” He died about twenty months after, and on 
examination it was found that “the mucous coat of the stomach, as well as the duode- 
num, jejunum, ileum, and cecum were more vascular than natural, and there were 
evident signs of their having been ulcerated on different portions, and that nature had 
put a perfect stop to the ulcerative process, by uniting the boundaries to the submucous 
tissue. The greatest degree of mischief had been effected by the passage of the spoon 
through’ the ileo-cxecal valve, which was greatly dilated and the circumference thick- 
ened. The mucous coat of the cecum was nearly destroyed by ulceration. The spoon 
was found in this intestine, with the bowl downwards, where it had formed a large 
sac, which prevented its passage into the colon.” The preparation is now in the 
Museum of the College of Surgeons. | 


1745. Pointed bodies, when they remain hanging in the walls of the 
intestines, excite inflammation to such extent as to produce union of the 
surface with the peritoneum or any other part, so that when suppuration 
takes place by the continued operation of a foreign body, it may make its 
way in different directions, and proceed either to the surface of the body, 
or even into any other cavity, as, for instance, into the bladder. 

[In rare instances a foreign body will make its way through the walls of the intestine 
and belly, as in the case of the boy ten years old, from whom plum and cherry stones 
were discharged by an abscess communicating with the gut, and which are in the College 
collection. ] 

1746. In order to protect the stomach and intestinal canal against the 
effects of any such body, mucilaginous ensheathing food, and especially 
antiphlogistic treatment and purgatives, to hasten the passage of the 
foreign body through the alimentary canal, must be employed. 

[This is the ordinary practice usually employed; but I am not sure that the late Sir 
Francis Cuanrrey’s proceeding under similar circumstances is not preferable. He 
had accidentally swallowed the gold fastening of one of his teeth, and, being much 
alarmed, came tomy friend GREEN, to consult with him about the matter, at the same 
time suggesting the propriety of eating freely of suet pudding, with the hope of en- 
tangling the little gold plate, and favouring its passage through the bowels, GREEN 
saw no particular objection to this proposition, and accordingly a due quantity of the 
medicinal pudding was swallowed. Nothing more was heard or seen of the tooth-plate, 
and whether passed or not is unknown, but it never gave any inconvenience,—J. F. S.] 

1747. If there be a foreign body in the stomach, or in the alimentary 
canal, which will not pass off by the usual ways, and if it cause great 
danger to life, it must be removed by cutting into the stomach ( Gastroto- 
mia) or into the intestine (Enterotomia.) ‘To decide on this very dan- 
gerous operation is always extremely difficult ; it should only be under- 
taken when most positively called for by the situation of the foreign body, 
and on this point the symptoms are very doubtful. ‘The intestine in which 
the foreign body is may be far from the wall of the belly. As long as no 
very severe symptoms occur, the operation should not be rashly decided 
on; and if they have already set in, the result of the operation is the more 
doubtful. Gastrotomy has, however, been performed successfully (a). 

Dexrecu (bd) considers that there never can be such certainty of the situation of a 
foreign body in the stomach and intestinal canal as to decide on gastrotomy or entero- 
tomy. If there be a swelling, with fixed pain, the treatment should be confined only 
to a superficial cut, when the skin is distinctly pressed up by the suppuration, because there 
is no certainty to what extent union is effected, and whether extravasation of fecal 
matter can be prevented. 

_ There is a remarkable case in which a fork having been swallowed, excited suppura- 
tion, and by enlarging the opening of the abscess, was removed (c). 

For the removal of poison from the stomach, REap’s, or WEISS's, or GRAHAM'S sto- 

mach-pumps may be employed. 


(a) Batpineer’s Neues Magazin fiir Aerzte, (b) Precis Elémentaire, vol. ii. pp. 67, 68. 
vol. xiii. p. 967,—Rust’s Magazin, vol. viii. pt. i. (c) Salzburg, Med.-Chir. Zeitung, July 1836, p. 14. 
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[Barnes (a) quotes from Brecker the case of a young peasant, who on 29th May, 
1635, whilst endeavouring to produce vomiting with the handle of a knife, let it slip 
from his fingers, and pass into his stomach. He was much frightened, but able to go 
about his usual occupation. It was, however, determined to remove the knife b 
operation, which was done on the 9th of July following, by a Surgeon and Lithotomist, 
named SHovaL. “ A straight incision was made in the left hypochondrion, two fingers’- 
breadth under the false ribs; first through the skin and cellular membrane, then 
through the muscles and peritoneum. The stomach subsided, and slipped from the 
fingers, which prevented it from being immediately seized; but it was at length caught 
hold of with a curved needle, and drawn out of the wound. A small incision was then 
made into it upon the knife, which was then easily extracted. The stomach immediately 
collapsed. After the external wound had been properly cleansed, it was united with 
five sutures, and tepid balsam poured into the interstices. Tents impregnated with the 
same balsam, and a cataplasm of bolar earth, the white of egg, and alum, were then 
applied.” (p. 324.) Two sutures were removed next day, on the following day two 
more, but the fifth is not noticed. On the fourteenth day after the operation, the wound 
had healed. Dr. Ortver (6) saw this knife at Konigsberg in 1685, and says it was 
six and a half inches long. The patient completely recovered. ] 

1748. If the stomach contain nothing but the foreign body, it must be 
moderately filled before proceeding to the operation, with mucilaginous 
fluid, for the purpose of bringing it near the wall of the belly (c). If 
by feeling, the position of the foreign body can be distinguished, the cut 
should be made upon that part: but under other circumstances, upon the 
front wall of the stomach, an inch below the sword-like process of the 
breast-bone, to an inch and a half above the navel, about three quarters 
of an inch to the left of the white line, that the cut may be between 
the great and little curvature of the stomach. The wall of the belly is to 
be cut through with some careful strokes of the knife; and then the 
stomach being laid bare, search is made for the foreign body, and a knife 
thrust into the stomach at the proper place, and the wound enlarged with 
a button-ended bistoury. The foreign body is then to be sought for with 
a pair of forceps introduced upon the forefinger of the left hand, taken 
hold of, and drawn out. The further treatment must be according to the 
rules already laid down for wounds of the stomach (par. 541.) 

Hevrn also proposes piercing the front wall of the exposed stomach with a grooved 
trocar, and to enlarge the wound upon it right or left. 

1749. Inenterotomy, the wall of the belly should be cut into where the 
foreign body is distinguishable, though, if possible, on that part where the 
epigastric arteries can be avoided, search made with the finger for the 
position of the foreign body, the intestine containing it drawn into the 
wound, and then sufficiently cut into for the removal of the foreign body. 
The further treatment is the same as in wounds of the intestine (par 529 
and the following.) 

Cutting into the intestine has been proposed for stricture and closure of the large 
intestines, for unrelievable collection of stools, for ileus and volvulus, in which cases, an 
artificial anus may be at the same time formed (par. 1616.) Although in such cases 
the operation may be successfully performed (d), yet on account of the uncertainty 
of the cause, and of the actual seat of the disease, as well as on account of the symp- 
toms, to a great extent, an unsatisfactory issue to the operation, is so probable(e), 
that practitioners are rarely inclined to it. 


a) Above cited. 

b) Phil. Trans., vol. xxii. p. 1408. 1700-01. 
(c) Heyin, in Mem. de l’Acad. de Chirurg., vol. i. 
. 598 


(d) Veusr, C. P., Dissert. de mutuo Intesti- 
norum ingressu. Lugd. Batav., 1742. — Op1ER, 
Manuel de Médecine pratique. Genéve, an xI. 

(e) Horae, A., Observationes medico-chirurgice. 
Jenzx, 1762. Observ. iii.; in Sanpirort, Thesau- 


rus Dissertationum, vol. iii. See also, Lecurrc, D., 
Histoire de la Medecine, p. i.1. iv. ch. vii—Hevin, 
Recherches Historiques sur la Gastrotomie, ou 
V’ouverture du bas-ventre dans les cas du volvulus 
ou de l'intussusception d’un intestin; in Mém. 
de l’Acad. de Chirurg., vol. iv—HrBENstTREIT’s 
Zusitze zu Benu's W. A. K., vol. ii. p. 359.— 
St ae in Hufeland’s Journal, 1825, Feb., 
p. 42. 
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MoranD, Collection de plusieurs Observations singulitres sur des corps étrangers, les 
uns appliqués aux parties naturelles, d’autres insinués dans la vessie, et d’autres dans le 
fondement; in Mém, de l'Acad. de Chirurg., vol. iii. p. 606. 


von Wa.tuer, Beobachtung eines fremden Kérpers von ungewohnlicher Grosse im __ 
Mastdarme; in Journal fiir Chirurgie und Augenheilkunde, vol. 1. p. 435. 


1750. Foreign bodies may be introduced through the anus into the 
rectum, either voluntarily or accidentally, in making a careful examination 
for certain things; or bodies which have been swallowed, after having 
passed through the bowels, may remain a longer or shorter time in the 
rectum ; the passage of the swallowed body, however, in general causes no 
difficulty, as it is involved in a thick mass of stool. If the foreign body in 
the rectum excite symptoms, they depend on its peculiar form or its 
great size. 


[(1) Puriires (a) mentions the case of an old man brought into St. Mary-le-bone 
Infirmary, who was delirious, and complained of having a stick in his rectum, and 
being unable to sit up without pain; but as no other information could be obtained 
about it, and no stick could be detected on examining the bowel, it was believed he 
was labouring under some delusion. A clyster was however given, but no stick was 
passed. On the third day he died, and on examination, at six inches above the anus, 
was found the inferior extremity of a stick, which was about as thick as an ordinary 
indicator finger; it was covered with its bark, and carefully rounded at each end. Its 
superior extremity had passed through the sigmoid flexure of the colon into the peri- 
toneal cavity to the extent of four inches. The peritoneum was highly inflamed through 
its whole extent, but there was very little thickening about the tissues in the immediate 
vicinity of the perforated point. There was no appearance of disease in the rectum.” 

McLaucuuian (0) relates the history of a Greenwich pensioner, aged forty-nine, 
who having introduced an immense plug of wood fitted to the anus, for the purpose of 
stopping a diarrhea, fell accidentally upon a stool, and forced it up into the gut. Eight 
days after he applied for assistance, having in the mean while suffered severely from 
continual efforts to void his stools and urine, which last was done with great difficulty. 
The whole belly was considerably enlarged, and felt knotty from the stools so long 
retained. The end of the forefinger could barely reach the plug on account of the 
inflamed and swollen state of the gut, which had begun to suppurate. The ordinary in- 
struments were unavailing for its removal, and a peculiar pair of forceps were invented 
for the purpose, and fitted upon it with a screw. The operation was very painful, 
and required much force. In the course of a fortnight he completely recovered. 

A case is reported by JoHNson (c) of a man who died immediately after being 
admitted into King’s College Hospital; he had been labouring under obstruction of the 
bowels for five days, having eaten a large quantity of peas on the previous day; and 
during the last three days had also suffered from retention of urine. During the whole 
time he had had severe pain in the belly, costiveness, and bilious vomiting; purgatives_ 
were given without relief; and when admitted he was much debilitated, his features 
pale and shrunken; skin cold, and pulse feeble. On examination, the bladder was 
found distended, its base nearly at the brim of the pelvis, and its top reaching to the 
navel. The intestines were distended with air ; but the rectum contained upwards of a 
pint of gray peas, which had been swallowed dry and almost without mastication, and 
had not undergone any other alteration than becoming swollen; some were mixed with 
stool in the colon, but the greater number were on the rectum, where they formed a solid 
mass, occupying almost the entire pelvic cavity, pushing up the bladder and prostate, and 
compressing the urethra, so that there was considerable difficulty in passing the catheter. 

(2) Bropie (d) mentions the case of a person who had obstruction of the rectum, 
caused by a piece of apple core which he had swallowed on the day previous. 
WELBANK tells me that on a similar occasion he pulled out a piece of vertebra and rib 


about an inch and a half long, part of a mutton chop which had been unwittingly 
swallowed. | 


; 1751. The symptoms occurring under such circumstances are, obstruc- 
tion, or entire prevention of passing stools, very severe tenesmus, great 


(a) London Med. Gaz., vol. xxix. p, 846. 1842, (c) Ibid., p. 605. 
(6) Ibid., vol. xxx. p. 462. 1842, 8) Ibid., ve xvii. p. 27. 1836. 
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inflammation, and swelling of the inner wall of the rectum, extending to 
the neighbouring parts and to the bowels, violent fever, tympanitis, and 
the like. The danger is always great, and the foreign body must be 
removed as quickly as possible. The removal is often exceedingly 
dificult, on account of the seat and form of the foreign body, and the 
degree of inflammation and spasmodic contraction of the sphincter. 


[Abscesses by the side of the rectum are occasionally formed by hard substances, 
which have been swallowed, making way through its wall. Broprr (a) mentions an 
instance in which a very large abscess was found; it was opened, and sticking across it 
was a long fish-bone, which he extracted. Green tells me another instance of a 
female, in whom the abscess was so distended with pus, that when punctured it flew 
across the room; from it part of the pelvis of a snipe was removed. 

But still more serious consequences than abscess occasionally happen when a foreign 
body remains fixed in the rectum; it may cause complete closure of this gut, as in a 
case which occurred to Coutson. The woman, previously in good health, was thirty- 
four years of age, and between the fourth and fifth month of her pregnancy, when she 
was attacked with sickness, constipation, pain, and distension of the belly. These 
symptoms increased in severity, faecal matter was rejected from the stomach, the belly 
became more distended, and no relief from the bowels could be obtained, injections 
which were attempted to be thrown up the rectum, being immediately expelled. She 
gradually sunk, and on the ninth day from the commencement of the attack, died. On 
examination, the colon was found exceedingly distended, especially its descending part, 
and between three and four inches from the anus, a foreign body, believed to be a small 
portion of fish-bone, found adherent to the lining membrane of' the rectum, and in this 
situation pressed on by the gravid womb. Immediately below the bone, the gut was com- 
pletely closed to the extent of three inches. The preparation is in the College Museum. | 


1752. When the position of the body in the rectum has been ascertained 
by the introduction of the left forefinger oiled, a pair of polypus or stone- 
forceps are to be introduced upon it, the foreign body seized and withdrawn, 
The removal may be always facilitated by injecting oil into the gut. In vio- 
lent inflammation, blood-letting should be resorted to, and in spasmodie 
contraction of the sphincter, suppositories, with the addition of extract of 
belladonna or hyoscyamus. In a case in which the size of the foreign body 
was very great, a pair of forceps with a movable lock were employed, so 
that each blade could be separately introduced (6). In case of a very 
frangible body, as glass and the like, in which danger was dreaded from 
its pieces, the hand of a child was employed for its removal (ec). The 
use of the various anal specula can render easy the grasping foreign 
bodies; but the force accompanying the use of these instruments, renders 
them dangerous, if there be much inflammation. In these cases it is 
better to cut through the sphincter ani, and thereby relieve the obstrue- 
tion which prevents the removal of the foreign body. (DELPECH.) 

MarcHetris (d), in a casein which a swine’s tail, with the thick end upwards, 


had been introduced into the rectum, used a hollow tube, which protected the inner 
membrane of the rectum from injury. 


[CusTaNcE (e) mentions the case of a man who fell on an inverted blacking pot, and 
had the whole of it forced up the rectum. Attempts were made for an hour and a half 
to dilate the sphincter, and remove it with forceps, but in vain. The small end of an iron 
pestle was then introduced, till it touched the bottom, and being held there firmly, was 
struck with a flat iron. At the second blow, the pot was broken into several pieces, 
which were removed piece by piece with the forceps, or with the fingers. Next morning 
he laboured under severe intestinal inflammation, with incessant vomiting and excru- 
ciating pain over the whole belly; and he died at night. The pot was two inches and 
three eighths at the brim, an inch and ahalf at its base, and two and an eighth in depth, 


(a) London Med. Gaz., vol. vii. p. 27. 1836. (d) In Moranp. 
(6) MesserscuMIpT; in Wat THER, above cited. (¢) London Medical Gazette, vol. iv. p. 18. 
(c) NoLer; in Moranp, above cited. 1829. 
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LAwRrENcE had a case in which a man had broken the neck of a wine-bottle into 
his rectum; he gradually dilated the sphincter, introduced his whole hand, and re- 
moved it. ] 


VI—OF FOREIGN BODIES IN THE LARYNX AND WINDPIPE. 
Hevin, Précis d’Observations sur les Corps étrangers arrétés dans )’Gsophage, et dans 
la Trachée-artére, etc.; in Mém. de l’Acad. de Chir., vol.i. p. 565. 


Louis, Mémoires sur la Bronchotomie—Second Mémoire sur la Bronchotomie, ot l’on 
traite de Corps étrangers dans la Trachée-artére ; in Mem. de l’Acad. de Chir., vol. iv. 
p- 455. 


De LA Marrintiire, Observations sur un Corps étranger qui percoit la Trachée-artére ; 
in Mém. de l’Acad. de Chir., vol. v. p. 521 


Lxscurg, Sur une portion d’Amande de noyau d’abricot, dans la Trachée-artére; in 
same, p. 524. : 
Suite d’Observations sur les Corps étrangers dans la Trachée-artére; in same, p. 527. 


Porter, Witu. Henry, Observations on the Surgical Pathology of the Larynx and 
Trachea, &c. Dublin, 1826. 8vo. 

Sroxrs, Witi1am, M.D. A Treatise on the Diagnosis and Treatment of Diseases of 
the Chest. Dublin, 1827. 8vo. 

Wenpt, Historia Tracheotomiz. Vratislav., 1774. 

Ficxer, De Tracheotomia et Laryngotomia. Erfurt, 1792. 

Desauit, CEuvres Chirurgicales, par Broa, vol. ii. p. 255. 

Kirn ; in Chirurgisch. Bemerkung. Stuttg., 1801 ; in von SrEBoLp’s Chiron., vol. ii. 
p- 649; in von GRAEFE und von WaLtueEn’s Journal, vol. i. p. 441; vol. vi. p. 225. 

MicHaetis; in Hureiann’s Journal, vol. ix. pt. ii-; vol. xi. pt. 11. 

Pe.xetan, Mémoire sur Ja Bronchotomie ; in Clin. Chir., vol. i. p. 1. 

LAWRENCE, WILL, On some Affections of the Larynx, which require the operation of 
Bronchotomie; in Med.-Chir. Trans., vol vi.. p. 221. 

1753. Foreign bodies usually get into the windpipe, when during the act 
of swallowing, the epiglottis is raised by speaking, laughing, and the like, 
or when they are thrown into the mouth. The symptoms produced depend 
on the obstructed passage of the air, and the irritation of the lining mem- 
brane of the windpipe. Immediately there occurs a severe convulsive. 
cough, with danger of choking, with a whistling and rustling in the throat, 
which sometimes relaxes for a space; the patient points to the seat of pain 
with his finger, has more or less painful effort in swallowing and in breath- 
ing ; his voice is altered and becomes hoarse, or is completely lost ; by the 
obstructed return of the blood from his head, the face at last becomes puffy 
and bluish, the eyes start out, the veins of the neck are swollen, and above 
the collar-bones there appears an emphysematous swelling. ‘These symp- 
toms sometimes continue with the same violence, sometimes cease, but 
recur at irregular periods ; occasionally only some of them diminish, consi- 
derable pain, oppression, and difficulty of breathing remain. ‘The conse- 
quences specially to be feared from foreign bodies in the windpipe are, 
suffocation, if the entrance of the air be completely prevented; emphy- 
sema of the lungs if the position of the body prevent the escape of the air ; 
inflammation of the windpipe and lungs with their outlets, and apoplexy 
from the collection of blood in the brain. 


[Porter (a) well observes :—‘ This accident never happens at the time it is generally 
considered as most likely to occur, namely, in the act of swallowing. When a person 
is engaged in the performance of this function the root of the tongue is depressed, whilst 


(a) Above cited. 
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the larynx is elevated; the epiglottis is thus mechanically thrown as a bridge across the 
larynx, and so effectually closes it that the smallest morsel, or even a drop of water, can 
find no admission. * * * But it is different when a man attempts to draw a full inspira- 
tion whilst any foreign body is within reach of the current of air about to pass into the 
lungs. At this time the epiglottis is raised, the rima. glottidis is distended, and every- 
thing appears to favour the entrance of the air, and, of course, of whatever it bears 
along with it. Thus, a person holding a sup of wine in his mouth to enjoy the flavour, 
incautiously attempts to breathe, a drop of the fluid enters the larynz, it produces great 
irritation and the spasmodic cough that ensues throws it out with great violence, per- 
haps even through the nostrils.” (pp. 184, 185.) 

One of the most remarkable instances of a foreign body getting into the windpipe 
without passing through the rima glottidis is mentioned by DE LA MarTinibreE (2). A 
child, nine or ten years of age, amusing himself with cracking a small whip, was sud- 
denly seized with extreme difficulty of breathing, and soon exhibited all the symptoms 
of approaching suffocation. He complained, by gesture, of some impediment in the 
trachea. The Surgeons who saw him, aware that he had never been left alone, and that 
he could not have put anything into his mouth, did not suspect the existence of a foreign 
body impeding respiration.” He was bled, the throat examined, and an esophageal 
bougie passed, without making any discovery. The symptoms became more urgent, and 
De va Martiniére saw him an hour after. “ On examining the neck externally, I 
found,” says he, ‘“‘ a small red spot on its fore part, like the middle of a flea-bite, imme- 
diately below the cricoid cartilage, and beneath it was felt deeply a little cireumscribed 
ganglion as large as a lentil, corresponding to the red spot, and of unnatural bright- 
ness ; the sensation could not have been more distinct through the thickness of the parts. 
I at once determined to cut through the skin and fat upon this spot. The finger having 
been introduced into the wound, and touching the tubercle, which was close to the wind- 
pipe, I deepened it with a second stroke of the knife, and laid bare the cartilaginous 
rings of that tube. I felt with my nail an irregularity, projecting at least a line above 
its convexity, and endeavoured in vain to seize it with the dressing forceps. Luckily I 
had with me a pair of hair-nippers, and with these caught hold of the body, which I 
drew out, and, to my great surprise, found it to be a large copper pin without a head, 
about an inch and a quarter long, which had pierced through the windpipe from left 
to right.” The child got well in a few days.] 


1754. The difference of the symptoms depends on the particular seat, 
form, and condition of the foreign body. If situated in the rima glottidis, 
and completely closing it, the patient is suffocated, if not quickly relieved, 
or the foreign body do not change its place by the violent inspiration and 
expiration, which, however, is rarely the case, on account of the spasmodic 
contraction of the rima. If therima be not completely closed by the foreign 
body, violent convulsive cough comes on, and the patient points to the 
seat of the body with his finger. A foreign body, if not of large size, 
may remain lying in either of the laryngeal ventricles. Its symptoms are 
at first less severe, but the continued residence of the foreign body will, 
in the end, be fatal (1). If it be loose in the windpipe, it moves up and 
down with every inspiration and expiration; symptoms come on at inter- 
vals; the pain is severe; changes its place; the cough is frequent and 
convulsive, so that, in very rare cases, the foreign body is coughed out; 
danger of suffocation occurs if it be forced up against the rima glottidis. 
Foreign bodies rarely drop into either bronchus (2). Pointed rough 
bodies cause violent symptoms; the mucous membrane of the windpipe 
inflames, swells, and the passage narrows where the foreign body is fixed. 
The same happens with those bodies which swell with moisture. In rare 
cases the foreign body, after remaining a long while in the air passages, 
and producing symptoms of phthisis, is thrown out, and the case terminates 
satisfactorily (3). 


[(1) A foreign body, to be lodged in the ventricles of the larynx, must be extremely 
small; and I apprehend such as are generally described as so situated are not so, but only 


(a) Mem. de l’Avad., above cited. 
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in the body of the larynx, of which there are two examples in the Museum of St. Thomas’s 
Hospital. In one a piece of mussel-shell lies lengthways in the left side of the darynz, with 
its upper end jammed into the base of the epiglottis. I cannot get more information of it 
than that the child lived a fortnight after the accident. The other, a case related by 
Buttock (a), was a girl of six years, who swallowed a pebble. “ She was seized with 
a most violent convulsive cough, so that she became black in the face and was nearly 
suffocated; the paroxysm continued for half an hour and then subsided. The throat 
was examined, and an esophageal probang introduced, but without, however, discovering 
any extraneous body. The three or four following days the child merely complained 
of a sense of soreness in the throat with nausea, which was accompanied by occasional 
slight paroxysms of cough with a copious mucous expectoration ; she was also hoarse, 
but had no pain or difficulty in deglutition. Aperients and an emetic were prescribed ; 
she was not benefited, and, as she still persisted that the stone remained in the throat, 
was again, on the fifth day, very carefully examined, yet there did not appear to be any 
evidence of its existence either in the esophagus or trachea.” As she had not had. 
hooping cough and was constantly playing with children who were labouring under 
that disease, it “ appeared to warrant the conclusion that no foreign body had passed 
either into the esophagus or trachea, and that the cough was among the first symptoms 
of a severe form of pertussis. At the end of the fifth day she had marked symptoms of 
«nflammation of the mucous membrane of the bronchi, namely, cough, generally oecur- 
ring in paroxysms six or seven. times a day, attended with a kind of whooping inspira- 
tion and a copious expectoration of tenacious mucus; the hoarseness was likewise 
increased, while over the ¢rachea and upper part of the chest there was a loud mucous 
rattle, which was in part sonorous.” Leeches, and calomel, and antimony were used 
for some days, and in a month from her first attack she was stated to be “ quite well,” 
having regained her flesh and healthy appearance. A fortnight after this, however, 
« she was attacked with symptoms of pneumonia,” and she died in twelve days, “ eight 
weeks from the supposed accident; but from the time she was reported quite well to the 
day of her death there was no return of the convulsive cough nor any uneasiness about 
the throat. On the day of her death, however, she again said she could still feel the 
stone, and in the same place as at first. Examination.—On laying open the larynx 
and trachea a quartz pebble was exposed, lying partly in the cricoid cartilage and partly 
in the trachea, of the size of a horse bean, of irregular figure and smooth surface ; it 
was retained in its situation by a layer of apparently organized lymph of very con- 
siderable thickness. On removing the stone the mucous membrane was in a state of 
ulceration (and the front of the thyroid and cricoid cartilages bare.—J. F. 8.) The 
calibre of the tube was so nearly obstructed by the presence of the stone and lymph as 
to render it difficult to pass an ordinary-sized probe downwards. The whole of the 
mucous membrane of the trachea was thickened and its vessels congested. About a 
pint of turbid fluid was in the right pleura, containing flakes of adventitious membrane, 
with which the pleura pulmonalis of that side was also covered. Nearly the whole right 
and the lower part of the left lung were in the several degrees of hepatization and puru- 
lent infiltration. (p. 952.) 

(2) When the weight of the foreign body has carried it low down into one of the 
bronchi, most commonly the right on account of its larger size, as first noticed by Key, 
it may block up the passage so completely that no air, or but little, can pass into the 
lung below it, and consequently it remains fixed by its own gravity, causing pain in the 
chest opposite the part where it is lodged, which is increased on deep inspiration, and 
is accompanied with “a catching.” Violent cough and a disposition to vomit, or actual 
vomiting, occur immediately after the accident, but after a time subside, and an occa- 
sional dry cough comes on at irregular periods, and in the intervals the patient may be 
tolerably well and able to follow his ordinary occupation, or the symptoms may become 
more urgent, may be accompanied with repeated attacks of hemoptysis and terminate in 
phthisis, even although the foreign body have been coughed up after having been retained 
weeks or months. Some remarkable cases of this kind will be presently referred to. 

(3) The time which a foreign body, after the first severe symptoms have passed by, 
may remain lodged in the air passages varies very considerably. ‘The longest period of 
which I am aware is that of the female mentioned by Sur (6), who when in her ninth 
year, had the rump-bone of a pigeon slip into her windpipe; she became subject to 
attacks of hemoptysis and other symptoms of pulmonary disease, but without wasting, 
till her twenty-fourth year, when she began to decline rapidly. Two years after she 
threw up the bone in a violent ft of coughing; but she died eighteen months after with 


(a) London Medical Gazette, vol. xviii. 1836. (b) Mém. de l’Acad. de Chirurgie, vol. v. p. 533. 
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profuse purulent expectoration. DupuyTren (a) gives an account of a man who lived 
ten years, after a small coin had got into his air-tube, and on examination it was found 
embedded in a tubercular cavity in the lung. Lovts (6) also relates ‘another case, 
in which after swallowing a louis-d’or, a man lived six years and a-half, and then died 
with his right lung completely destroyed by suppuration. My friend Surron, of Green- 
wich, has mentioned to mea case of hemoptysis, which he attended many years since. 'The 
man had frequent attacks for more than a twelvemonth, from each of which, however, 
he rapidly recovered. Upon the last occasion, he was summoned suddenly to see 
the man, who was said to be in a dying state. On his arrival he found the patient had 
had a very severe attack of d yspned, and threatening suffocation, from which, however, 
he had been immediately relieved on rejecting from his windpipe a common lathe nail, © 
much corroded. ‘The man wasa plasterer by trade, and now remembered that some time 
before first requiring Surron’s assistance, he had swallowed a nail whilst lathing a 
ceiling, but had thought no more about it till it was thrown up. He died some years 
after of diseased lungs. Dr. Parts (c) relates the case of a girl twelve years old, who 
“ having put a small cowrie shell in her mouth, was seized with a violent choking fit, in 
consequence of its having been supposed to have gone the wrong way in the act of swal- 
lowing it. The spasmodic paroxysm was described as most alarming, and continued for 
several seconds, which induced her father to thrust his finger with considerable force 
down her throat, which afforded immediate relief, and therefore convinced him that he 
had thrust the foreign body into the esophagus, and that it had passed into the stomach. 
* * * In the course of four or five days a slight cough came on, but it was not cha- 
racterized by any symptom which would lead to the suspicion of it having been pro- 
voked by the presence of any foreign body in the air passages, and this opinion was con- 
firmed by its speedily yielding to the ordinary treatment.” Between three weeks anda 
month after she had “a return of the cough much more violent than usual, and accom- 
panied with slight hemoptysis. This, however, again subsided, and she remained for 
many mouths in perfect health ; her breathing was never disturbed, she indulged in her 
usual active habits and daily exercise,and declared that she was perfectly well, * * * 
About twelve months after, she had danced ata ball during the whole evening, and at 
its conclusion, in the act of moving briskly, she was suddenly attacked by a violent spas- 
modic cough, which threatened suffocation, when by a sudden ‘and convulsive expiration, a 
substance was ejected from her mouth with such force as to be carried to a considerable dis- 
tance. This proved to be the remnant of the shell, the animal principle of which had dis- 
appeared, and its earthy matter alone remained.” (pp. 116,17.) Inthe younger TRAVERS’s 
case (d),a girl of six years, who was suddenly thrown back whilst eating cherries, “ was 
immediately seized with a violent fit of choking and every symptom of impending suffo- 
cation. This condition lasted an hour, and then she fell asleep.” On the next day she 
had some spasmodic pain in the chest, and on the following ‘‘ morning the breathing 
was very difficult, and other symptoms of inflammation present,” which were relieved 
by blood-letting, a calomel and jalap purge, and calomel and opium. On the afternoon 
of the fourth day “she had a violent convulsive seizure, with cough, small quick pulse, 
a livid surface, suffused eye, and every sign of threatened suffocation. It was stated in 
evidence of the violence of the spasm, that the stools and urine ‘ flew’ from the child 
during these attacks.” She grasped and pulled her throat in a peculiar manner, “ cry- 
ing in a half whisper ‘take it out! take it away!’ The spasm subsided after two hours’ 
continuance,” and a few hours after she was so tranquil as to lead to the belief “that no 
stone could have passed into the trachea.” In the middle of the following day the fit 
recurred, with “violent jactitation and abundant flow of frothy mucus from the mouth. 
When it had subsided, the probang was introduced, and the child swallowed with greater 
facility.” On the seventh day there came on a similar attack ; on the thirteenth, and 
from that time daily, till the nineteenth day, when Travers saw her, and she had then 
“frequent paroxysms of croupy cough, attended by great restlessness and the peculiar 
grasping of the throat.” Under these circumstances, he performed tracheotomy ; but 
the stone was not thrown out; the breathing, however, became tranquil, and the cough 
also ceased. It returned, however, on the twenty-sixth day, but less severely. About 
six weeks after, the wound, which had been tented healed, and soon after “the child 
coughed incessantly, had night sweats, with loss of strength and appetite.” In thiscon- 
dition she continued till the ninety-sixth day after the accident, when she threw out “ the 
stone, together with a table-spoonful of pus, during a violent paroxysm of cough ; having 
expectorated pus in small quantities for many days previous. From this time the cough 
never returned, and the general health was soon re-established.” (p. 108-12.) 


(a); Legons Orales, vol. iii. p. 584. (c) Med.-Chir. Trans,, vol. xxiii, 1840. 
(6) Mem. de l’Acad. de Chir., vol. v. p. 529. (4) Ibid. 
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1755. As foreign bodies in the esophagus produce the same symptoms 
as those in the windpipe, it is always necessary, by examination of the 
throat, by the introduction of a sound, with a piece of sponge upon its 
end, to be sure of the wsophagus (1). 

Foreign bodies are only in very rare instances, thrown out by violent 
coughing: on this account a severe emetic or artificially excited sneezing 
increase the danger (2). 

The only remedy for the certain removal of the foreign body is opening 
the windpipe, (Bronchotomia, Tracheotomia,) or opening the larynx, 
(Laryngtomia.) This operation must be undertaken as quickly as pos- 
sible, because if put off, such symptoms as violent inflammation of the 
lungs and windpipe, emphysema of the lungs and the like arise, which 
even after the removal of the body may cause death. The operation is in 
all cases required, where suffocation presses, or an asphictic condition has 
set in; further, if dangerous symptoms occur from time to time, and the 
foreign body be observed rolling up and down in the windpipe ; or if fixed 
pain point out its exact seat. But if the patient be free from all these 
symptoms, and the seat of the foreign body cannot be discovered, we must 
wait till there are symptoms of change in its situation, and a possibility of 
its removal. 


[(1) In reference to this subject Strokes (a) mentions one instance in which a piece of 
money lodging in the wsophagus produced croupy breathing and laryngeal symptoms. 
And in his Lectures he used to speak of another case in which such symptoms were pro- 
duced by a foreign body (a plum-stone) in the wsophagus, that his first impulse was to 
perform tracheotomy with his penknife. An cesophageal bougie was, however, intro- 
duced, and the substance having been pushed into the stomach, the symptoms ceased, 
and a day or two after the plum-stone, with which the child had been known to be play- 
ing previous to the accident, was voided by stool (6). 


(2) Occasionally it may happen that although violent fits of coughing having failed 
to expel the foreign body from the windpipe, yet by some accidental change in the 
patient’s position, the foreign body is removed from its lodging place, and is then 
thrown up with little effort. Such seems to me the explanation of Cock’s case (c) of 
a sixpence slipping down the throat, and at first lodging in the larynx ; “ violent 
coughing, wih the most distressing sense of suffocation, immediately took place, and 
during the paroxysm he threw up a quantity of blood. On his admission he was still 
struggling for breath, coughing incessantly, and suffering great pain and irritation, 
which he referred to the larynx, where the coin appeared to have lodged.” Shortly 
after “ the sixpence had left the larynx, and descended into the trachea ; its change of 
position being immediately followed by an abatement of the previous urgent symptoms. 
He still coughed almost incessantly, stated that he could feel the sixpence moving up 
and down the windpipe, and complained of pain and soreness in the chest in the seat of 
the right bronchus, and also just below the larynx.” Towards the end of the same 
evening the symptoms subsided, and he went to sleep. On the following day he was in 
much the same state, and “as long as he remained calm and quiet, he complained of 
nothing but a feeling of general soreness along the Jarynx and windpipe.” ‘The same 
evening the sixpence was thrown out without surgical aid. “TI was asleep,” said the 
patient, “and dreamed I was drinking a pot of porter, and the attempt to swallow it 
made me cough. I awoke, and found the sixpence in my mouth.” Cock observes :— 
“It is perhaps worthy of remark, and not destitute of practical interest, that the foreign 
body, which had retained its position during the most violent expiratory efforts, should at 
length be ejected, at a period when the muscles of the glottis were probably in a state of 
quietude, and being taken unawares, allowed its expulsion, under a gentle act of cough- 
ing.” (pp. 554, 55.)] 

1756. Opening the larynx or windpipe is also required to assist the 
entrance of the air into the lungs, when it is obstructed under any other 
circumstances, and suffocation is dreaded; in great swelling or other 


iors ee (a) Above cited, p. 265. 
(b) Weuts ; in Dict. of Pract. Surgery, vol. i. p. 516, (¢) Medical Gazette, vol. i. New Series, 1845. 
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degeneration of the structures about the throat; in diseased changes of the 
epiglottis ; in great swelling of the tongue, if the danger cannot be relieved 
by bleeding, scarification, and the like; in fracture of the thyroid carti- 
lage, if the dislocated pieces cannot be otherwise brought into place; in 
inflammation of the epiglottis (Angina laryngea); when foreign bodies 
are in the esophagus, and cause suffocation ; in compression of the wind- 
pipe by tumours; in gun-shot wounds of the throat, which, on account of 
the great swelling, are attended with danger and suffocation ; in drunken 
or suffocated persons ; in croup, if the membrane be loose and cannot be 
coughed up. 


According to Drsauur (a), in the greater number of these cases in which it is only 
necessary to assist the entrance of the air, the introduction of an elastic tube through 
the nostril renders the operation superfluous. No other person, however, but DrsauLT 
holds this notion. SamueL Cooper (6) objects to it in drunkards and suffocated persons, 
and considers opening the windpipe to inflate the lungs, most efficient. However, the 
benefit of cutting into the windpipe, undertaken in this spirit, is not supported by precise 
reasoning. 

In eal laryngea, which is characterized by difficult breathing, with pressing suffo- 
cation, very hoarse and only whispering voice, and frequently accompanied with pain in 
the esophagus and difficulty in swallowing, without apparent swelling and redness of the 
throat, the operation must not be long delayed, if relief be not soon afforded by general 
and local blood-letting, blisterings, and the like (c). In Angina membranacea, 
Jaryngotomy and tracheotomy are generally useless, because the mass blocking up the 
air-tube, is not merely in the darynz, but extends through the whole windpipe and even 
into the bronchi (d). In more modern times, however, many cases have been published 
in which this operation has been successful. 

NEVERMANN (e) has collected all the cases of laryngitis and trachaitis, in which 
tracheotomy has been performed ; and the result is that out of one hundred and forty 
cases, twenty-eight have been cured, and one hundred and twelve died. 

BRETONNEAU (f) considers that tracheotomy can only terminate favourably, if the 
opening be made moderately large between the thyroid gland and the breast-bone, and 
the free entrance and escape of the air maintained by a sufficiently large and wide canula. 
At the same time he introduces calomel dry, or moistened with water, through the 
wound into the windpipe. In one case he succeeded. 

TRoussEAv (g) also recommends the introduction of a thick catheter, and scraping out 
the windpipe with a probang, and dropping in a watery solution of nitrate of silver, four 
grains toa dram of water. Grrpy (h) also advises the introduction of a weak solution 
of lunar caustic. 

[Kirsy (7) is decidedly opposed to bronchotomy for croup; he says:—“I have per- 
formed the operation myself on the child, and have seen it frequently done by others, 
and in no one case has the life of the patient been saved.” (p. 63.)] 


1757. The proceedings vary in laryngotomy and tracheotomy, in 
reference to the special object desired, according as the entrance of 
the air is to be assisted, or a foreign body removed. 

1758. In laryngotomy, after placing the patient’s head in such a 
position as that his uneasiness shall be least, and the front of the neck 
free and accessible, the skin is to be moderately stretched on both sides 
with the fingers of the left hand, and the larynx at the same time fixed ; 
a cut is then made lengthways, about an inch in length, the middle 


(a) Above cited. 

(6) Dictionary of Practical Surgery, p. 1262. 

(c) Farre; in Med.-Chir. Trans., vol. iii. p. 84, 
—Percivat, E.; Ibid., vol. iv. p. 29.—Wrison, 
Tuomas; Ibid., vol. v. p. 155.—Arnoxp; Ibid., 
vol. ix. p. 31.—Ha.i, MarsHAty; Ibid., vol. x. 
p. 166.—Porrter; Ibid., vol. xi. p. 114—Wepsr- 
MEYER; in VON GRAEFE und von Wa.ruer’s 
Journal, vol. ix. p. 107. 

(d) Sacuse, vol. ii. p. 277; the best writer on 
Croup. ; 

(e) Berliner Med. Centralzeitung, 1836, July.— 
Also, CuLLEen, V., On the Causes of the Fatal Ter- 


Mination of certain cases of Bronchotomy; in 


Edinb. Med. and Surg. Journal, vol. xxix. Pp. 75, 
1828.—BrcauvereL ; Bulletin de Thérapeutie, 
1842, Jan., Feb. 

(f) Des Inflammations spéciales du Tissu mu- 
queux et en particulier de la Diptherite, ou inflam- 
ae perpen ay yey sur le nom de Croup, 

’Angine maligne, d’Angine gangréneuse -21j7— 
395, Paris, 1996. By. eee 

(g) Journal des Connaissances Med.-Chirurg., 
1834, June. 

(2) Archives générales de Médecine, vol. v. p. 
577, 1834.—StiLL1In@; in Berlin Med. Central- 
zeitung, 1835, May 9. 

(i) Observations, cited at the head of article. 
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of which corresponds to the crico-thyroid ligament. A second cut divides 
the cellular tissue between the sterno-hyoid and sterno-thyroid muscles, 
and lays bare the crico-thyroid ligament ; the bleeding must be stanched 
with a sponge dipped in cold water. The larynx is then to be fixed with 
a finger on each side, and the forefinger of the same hand placed on the 
upper third of the ligament; after which a lancet is thrust in, and a 
wound of sufficient extent made, which is to be kept open by inserting lint 
between the angle of the skin and of the muscular wound, and the whole 


covered with gauze, and the patient allowed to bend his head towards the 
chest. 


This method appears preferable to using the tracheotome and introducing a tube into 
the aperture made in the crico-thyroid ligament, for the tube always excites incon- 
venient, and frequently unbearable irritation, is frequently stopped up, and cannot 
be properly fastened. The cases in which cutting into the windpipe is performed 
are urgent, and the tracheotome cannot be sufficiently commanded. If the opening into 
the crico-thyroid ligament be insufficient, the cut must be lengthened through the cricoid 
cartilage. For the purpose of effecting expectoration, if much tough mucus collect, 
the wound must occasionally be held with the fingers, and the patient allowed to cough. 
If a canula be used, it should always be sufficiently large. 

For the purpose of avoiding an often not inconsiderable arterial branch upon the 
crico-thyroid membrane, we must feel with the finger if the membrane be quite bare, 
and when it is exposed, we must endeavour to avoid it, for which purpose the membrane 
is to be divided transversely at the upper edge of the cricoid cartilage. 

[Some persons are in the habit of introducing a tube into the larynx after having 
opened it. This as a general rule is quite unnecessary, as if there be any fear of the 
wound closing before the air can recover its usual course through the rima glottidis, it 
is better to cut out a piece of either the laryngeal or tracheal cartilage, as may be, 
according to LAWRENCE’s recommendation. And it is also improper, as a fistulous 
opening will be formed, which on the subsequent removal of the canula, may contract so 
as to require a second operation, and often cannot be done without. If, however, such 
practice be adopted, it will be necessary that the instrument should be taken out from 
time to time to ascertain that it has not been corroded; for if not, it may break, and the 
part within drop down the windpipe, whilst that without falls from the wound, without 
notice. A case of this kind was admitted into St. Thomas’s Hospital in December, 
1844; a tube had been introduced about two and a half years previously, and on the 
morning of his admission whilst walking along the street, it slipped out broken. No 
symptoms of consequence, however, appeared till towards evening, when the breathing 
became difficult, and attended with a whistling noise; the veins of his head and face 
distended, and the surface covered with cold perspiration. My colleague and assistant, 
the younger Travers, therefore, thought it necessary to pare the edges of the opening, 
and dilate it upwards and downwards upon a director. Some blood running into the 
windpipe caused violent expirations, and in one of them two fragments, which formed 
the remainder of the canula, were expelled, surrounded with a clot of blood, and the 
relief was immediate. Another canula was introduced. The patient did well; and the 
broken corroded instrument is in St. Thomas’s Museum. 

Occasionally it happens that after a severe cut throat, the aperture remains, from some 
cause or other, fistulous; and as the scar contracts, the passage for the air is so narrowed 
as to cause great difficulty of breathing, and require surgical aid. I had a case of this 
kind some years ago, in a Hindoo woman, who, in her voyage to this country, had 
attempted suicide, and nearly cut through the /arynz, between the thyroid and cricoid 
cartilages. She had been very refractory, and the skin had turned over the lower edge 
of the wound, and become connected wilh the back of the organ, so as materially 
to diminish the passage, and cause her breathing to be very laborious, and with a loud 
hiss. As from the account given, these symptoms were daily becoming worse, I cut 
through the front of the cricoid cartilage vertically, and inserted a short but pretty wide 


tube, through which she breathed freely and did well, leaving the house some time after 
to return home.—J. F. 8. 


1759. If laryngotomy be undertaken for the remov 
the crico-thyroid ligament is, after the 
through its whole length, 
this be insufficient to allo 


al of a foreign body, 
bleeding has been stanched, to be cut 
from the thyroid to the cricoid cartilage; and if 
w the foreign body to be removed or withdrawn 
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through it, a director somewhat curved is to be introduced, by means of 
which a button-ended bistoury is passed in, and the thyroid cartilage suffi- 
ciently divided upwards in its centre, or the cricoid cartilage, and the upper 
part of the air-tube so far cleft as the removal of the foreign body may 
seem to require. 

1760. After the opening is made, if the edges of the wound be gently 
drawn apart with blunt hooks by the assistants, the foreign body usually 
appears and is thrown out by coughing; but if this do not happen, its 
position must be sought with due care, and it must be removed with 
straight or curved forceps. The treatment, after removal of the foreign 
body, must be precisely similar to that already laid down for longitudinal 
wounds of the windpipe. (par. 467.) 

1761. In tracheotomy, where the entrance of the air merely is to be 
assisted, a cut should be made through the skin and muscle on the mesial 
line of the windpipe, beginning below the ecricoid cartilage and continued 
down to the edge of the breast-bone. The edges of the wound are to be 
held asunder with blunt hooks, the blood sopped up with a moist sponge, 
the cellular tissue and vascular net upon the third and fourth cartilaginous 
rings divided, and thus the windpipe laid bare. Bleeding is stanched by 
cold water, or, where possible, by tying the vessels; the lobes of the thy- 
roid gland, which are a little in the way, are to be turned aside, and two 
or three rings of the windpipe divided vertically. The further treatment. 
is the same as after opening the larynz. 

The same reasons against the use of the tracheotome and the introduction of a tube, 
which have been already given (par. 1758) also apply here. LAwRENCE (a) advises, if 
after opening the windpipe, the introduction of the tube cannot be effected, to cut off 
half an inch through the cartilage, and to remove a small slip from the edges of the 
wound, so that the opening may continue to gape. 

1762. If tracheotomy be performed for the removal of a foreign body, 
the air-tube must be exposed and cut into in the way just described, only 
the size of the cut must be proportioned to that of the body to be removed. 
The removal itself must be managed as in laryngotomy. 

| When the foreign body is lodged in the bronchus its removal should be first attempted 
by reversing the patient’s natural position, and placing him upright, or nearly so, with 
his head downwards, and then striking his back or shaking the body smartly, by which 
it may be hoped the foreign substance will move from its situation, and, dropping 
through the windpipe, be ejected at the rima glottidis. Of the two very interesting cases 
in which this practice was successfully adopted, Brop1e’s patient (6) had first attempted 
it on the sixteenth day after the accident, by “ placing himself in the prone position, with 
his sternum resting on a chair, and his head and neck inclined downwards, and, having 
done so, he immediately had a distinct perception of a loose body slipping forward along 
the trachea. A violent convulsive cough ensued. On resuming the erect posture he 
again had the sensation of a loose body moving in the trachea, but in an opposite direc- 
tion, that is, towards the chest.” The experiment was repeated six days after, more 
completely ; “ he was placed, in the prone position, on a platform, made to be movable 
on a hinge in the centre, so that on one end of it being elevated, the other was equally 
depressed. The shoulders and body having been fixed by means of a broad strap, the 
head was lowered until the platform was brought to an angle of about 80 degrees with the 
horizon. At first no cough ensued ; but on the back, opposite the right bronchus, having 
been struck with the hand, the patient began to cough violently ; the half-sovereign, 
however, did not make its appearance. This process was twice repeated with no better 
result; and on the last occasion the cough was so distressing, and the appearance of 
choking was so alarming, it became evident it would be imprudent to proceed further 
with this experiment unless some precaution were used to render it more safe.” Tracheo- 
tomy was therefore determined on two days after, and “in proposing this,” says Bropie, 


(a) Above cited, p. 249. (b) Above cited. 
VOL. II, | 2D 
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“ we had a twofold object; the one, that if the coin were lodged in any part from which 
it might be safely extracted by the forceps, this method might be had recourse to; and 
the other, that, if relief could not be obtained in this manner, the artificial opening 
might answer the purpose of a safety valve, and enable us to repeat the experiment of 
inverting the body on the movable platform without the risk of causing suffocation.” 
The operation “ being completed, some attempts were made to reach the coin with the 
forceps introduced through the opening. The contact of the instrument with the in- 
ternal surface of the trachea, however, induced on every occasion the most violent con- 
vulsive coughing. The coin was notseized, nor even felt.” The attempt was therefore 
given up for the time, and repeated five days after with no better success. He was left 
quiet for ten days to recover from the exhaustion he suffered, and the probe was passed 
occasionally into the wound to keep it open. At the end of this period, on the thirtieth 
dav after the accident, “ the patient having been placed on the platform, and brought 
into the same position as formerly, the back was struck with the hand; two or three 
efforts to cough followed, and presently he felt the coin quit the bronchus, striking, 
almost immediately afterwards against the incisor teeth of the upper jaw, and. then 
dropping out of the mouth. A small quantity of blood, drawn into the trachea from 
the granulations of the external wound, being ejected at the same time. No spasm took 
place in the muscles of the glottis, nor was there any of that inconvenience and distress 
which had caused no small degree of alarm on the former occasion. (p. 288-91.) The 
case did well. Macrar(a) did not make any opening into the air-tube of his patient, 
but, on the third day after the mishap, had him “strapped securely to a common chair, 
that he might be easily suspended from the rafters of the roof, with his head downwards, 
in order that his chest might be conveniently shaken by a rapid succession of sudden 
smart jerks, and that the weight of the bullet might favour its escape from its seat 
in the lungs. He was kept depending as long as he could endure such an uncomfort- 
able position, and then placed in the horizontal posture for a few minutes to rest. When 
sufficiently recruited he was hung up again. Upon being taken down the first time he 
described the pain in his breast as having moved nearer to the top of his chest; and 
during the third suspension he joyfully exclaimed, “ thanig 4! thanig a!” (“it has come! 
it has come!” in the Gaelic language,) immediately after a‘smart shaking and a few con- 
vulsive retching coughs, and spat the little bullet from his mouth. The diameter of it 
is three eighth parts of an inch, having its surface ruffled by the chewing it underwent 
previously to slipping into the windpipe. He felt immediate relief from every uneasy 
feeling, except the dry cough and deep-seated pain in his breast, which continued rather 
sharp for two days, after which, and a dose of laxative medicine, he found himself 
restored to his former health, and by the end of the week pursued his usual avocations 
on the hill.” (pp. 421, 422.) 

If this mode of treatment be insufficient to dislodge the foreign body from the 
bronchus, it will be necessary to attempt its removal by opening the windpipe and draw- 
ing it out with forceps. This operation was first performed, and successfully by Liston 
in 1833 (6), on a female of thirty-eight years, who “got a piece of mutton bone 
entangled in the glottis, whilst eating some hashed meat. By a great effort, during a fit 
of threatened suffocation, she succeeded in dislodging it; but it passed downwards into 
the trachea,” * * * and lodged permanently under the right sterno-clavicular articula- 
tion. An attack of bronchitis supervened, followed by cough and expectoration, and the 
inflammatory attack was repeated several times ; from one of these she had just recovered. 
* * * The inspiration was somewhat noisy, and there was some degree of peculiar 
sonorous rale perceived on applying the ear to the chest at the point described as where 
the foreign body had become fixed. The operation was performed; one pair of forceps 
opening laterally were introduced; a hard substance could be felt, but not grasped; the 
patient was re-assured. and allowed to recover the effects of the exploration and attempt 
to seize it. Another instrument with the blades differently arranged, was then passed 
down the tube, at least three or three and a half inches, and the bone immediately seized 
and extracted. * * * The result of the case was most satisfactory. The length of the 
forceps was seven inches. (pp. 415, 16.) The second operation was performed also suc- 
cessfully by Dicxin, of Middleton, near Manchester, in 1832 (c), on a boy of eight 
years, who having “found a bell button, which he placed in his mouth, and during the 
act of jumping, it passed backwards into the windpipe. He instantly fell down, to all 
appearance in a state of suffocation, and was taken home, a few yards distant, making 
the most violent efforts to respire; after which his breathing became easy, but with 


(a) LisTon’s Practical Surgery. Fourth Edi- —Also Liston’s own notice of it, in his Prac- 
tion, 1546. E tical Surgery; from which I have quoted. 
(5) Duncan; in Lancet, 1833, 34, vol. ii. p. 419, (¢) Liston ; just cited. 
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repeated dispositions to cough, which alarmed him, threatening instant suffocation. 
* * * He complained of a sense of constriction across the chest, * * * had fits of 
coughing, which came on at intervals of two or three hours, during which he was 
comparatively easy. The face presented a purplish hue, with great anxiety depicted.” 
Three days after, on examining the chest, its “ appearance was most remarkable. On the 
right side a loss of symmetry, with evident depression and altered action in breathing. 
The stethescope indicated no respiratory murmur ; whilst on the left side there was the 
plump symmetrical beauty of a youthful chest, with the common action of that side in 
respiration. * * * Qn the sixth day the cough ceased, and also the fits of suffocation, 
which evidently indicated a fixed position of the foreign body.” On the tenth day it 
was determined to perform laryngotomy between the cricoid and thyroid cartilages ; 
which done, a pair of forceps invented for the purpose were introduced, and “ acted as a 
sound, for on their introduction Dick1n detected the presence of a metallic body. 
They were introduced again without the slightest inconvenience to the patient (at least 
apparently so,) when again the point came in contact with the button, which was laid 
hold of, and removed in their grasp. * * * For several days a considerable quantity of 
muco-purulent matter was discharged through the wound, having accumulated around 
the ay in the bronchus.” (pp. 419, 20.) In a fortnight the boy was well, and returned 
to school. 


If after opening the Jarynz or windpipe, the foreign body be jerked up into the wound, 
or shot through it, immediately after the free admission of the air, the windpipe be exa- 
mined by passing a straight sound through it towards the chest, and no obstruction be 
found it will be right to examine the larynx itself, and the rima by passing a sound 
upwards into the throat. The necessity for doing this is seen from the case related by 
PELLETAN (a), in which a person suffered severely from having a portion of tendon of 
veal lodged in his throat; it was so large that it was presumed to have lodged in the 
esophagus ; no relief, however, was obtained by the introduction of instruments, and 
PeLLeran therefore opened the larynx by division of the thyroid cartilage, and on 
introducing his finger, unawares thrust the tendon upwards, after which with the 
probang it was forced down the throat, and the patient recovered.—J. F. S.] 

1763. If bronchotomy be considered in reference to the three parts at 
which it may be performed, namely, on the thyroid cartilage, on the crico- 
thyroid ligament, and in the windpipe, the following circumstances must be 
borne in mind with reference to the special object of the operation. 

In cutting through the thyroid cartilage, it may be feared, in addition 
to the possibility of it being ossified, and therefore difficult or incapable 
of being cut through, that the laryngeal ligaments may be wounded, and 
that in those cases in which the operation is undertaken, on account of a 
swollen and thickened condition of the inner membrane of the larynx, the 
air may not obtain a sufficient entrance; the voice also may remain for a 
long while, or even permanently hoarse, if the operation be undertaken in 
the larynx. (PELLETAN.) 

Tracheotomy, to wit, the cutting into the windpipe from the cricoid 
cartilage to the upper edge of the breast-bone, is always dangerous; the 
cut always interferes with the anastomoses of the thyroideal arteries; if 
the arterial plexus of the thyroid gland be wounded, it is very difficult to 
stanch the bleeding, and the blood flowing into the windpipe causes violent 
cough. In thick-necked persons the operation may be extremely difficult, 
and even impossible. In children it is always very difficult, on account of 
the thickness of their neck and the depth of their windpipe (1). If there 
be an arteria thyroidea ima, it will certainly be wounded. | 


Opening the crico-thyroid ligament, and enlarging the wound down- 
wards through the cricoid cartilage, and the first two or three rings of the 
windpipe (Laryngo-tracheotomia) seems therefore to be the most advan- 
tageous proceeding, both where it is desired to assist the entrance of the 
air, and to remove a foreign body, because by this method the arterial 


(a) Clinique Chirurgicale, vol. i. p. 13, 
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plexus and the deep position of the windpipe are best avoided. Even if 
the foreign body be lower down in the windpipe, it may be either brought 
near the opening, by breathing or coughing, or it may be with proper care 
taken out with a blunt curved director or with the forceps. If it be 
found fixed in the larynx, the cut may even be extended from the crico- 
thyroid ligament along the middle of the thyroid cartilage. By this 
mode of proceeding, then, the object of the operation is best attained in 
all the conditions of the disease which have been mentioned (par. 1756) ; 
and a deeper cut into the windpipe would be required only in those cases 
where the situation of a foreign body in the wsophagus, or other tumours, 
which compress the windpipe may render it necessary. 


(1) According to ALLAN Borns (a), the position of the thyroid gland should be 
determined by the cricoid cartilage, and in children the space between this gland and 
the upper part of the breast-bone is great, therefore tracheotomy is easier. 


1764. [he varieties observed by ALLAN Burns in the vessels of the 
neck always renders careful observation necessary during the course of the 
operation. He found the arteria innominata near the under edge of the 
thyroid cartilage, and even the carotid itself crossing the windpipe. 


Srconp Secrion.—OF UNNATURAL COLLECTIONS OF NATURAL 
PRODUCTS. 


A—IN THEIR PROPER CAVITIES AND RECEPTACLES. 


I.—OF RANULA. 

Lovts, Sur Jes Tumeurs Salivaires ; in Mém. de 1’ Acad. de Chir., vol. ili. p. 462. 

Inrp., Sur les Tumeurs Sublinguales; in same, vol. v. p. 420. 

Murray, De tumoribus salivalibus. Upsal, 1785. 

BrescuEt, Considérations sur la tumeur nommée Ranula ou Grenouillette ; in 
Journal Univers. des Sc. Medic., 1817, vol. vii. p. 296. 

Rerstncer, Bemerkungen iiber die Froschgeschwulst; in his Baier’schen Annalen, 
vol. i. p. 1618. 

Ket, Beobachtungen iiber Froschgeschwiilste ; in von GRAEFE und VON WALTHER’S 
Journal, vol. xxvi. p. 588. 

1765. Ranula (Ranula, Lat.; Froschgeschwiilste, Germ. ; Grenouillette, 
Fr.) is a tumour beneath the tongue, sometimes soft and fluctuating, some- 
times hard and firm, at first attended with little inconvenience, but in pro- 
portion as it enlarges, it interferes with chewing, and especially with 
speech. Should the swelling attain a very considerable size, it occupies 
the greater part of the mouth, thrusts the tongue upwards and backwards, 
occasionally also the front teeth outwards, and at the same time forms a 
swelling beneath the jaw. In this state the symptoms just described are 
very marked, the swelling itself becomes painful, and may inflame and 
suppurate. Ranula is sometimes developed not towards the mouth, but 
downwards, forming beneath the jaw and on the front and sides of the 
neck a very considerable swelling, which may be easily mistaken for an 
abscess. 

[The elder Ci1neE used to mention in his Lectures that he was one morning alarmed 
by the noise of a person breathing with great difficulty in the next room to his consult- 
ing room, and on hastening in he found the man stretched on a chair, and almost suffo- 
cated. On being inquired of as to what was the matter, he pointed to his mouth; upon 

(a) Surgical Anatomy of the Head and Neck, p. 415. 
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looking into which, Cin observed a Jarge ranula thrusting back the tongue, which he 
instantly punctured with a lancet, and relieved the patient from the threatening suffoca- 
tion.—J. F. S. 

1766. Passing over ParX’s opinion of the nature of ranula, that it 
consisted of a cold, moist, clammy, matter, which proceeded from the 
brain to the tongue, two different views have been taken of it. rst, It 
has been considered as an encysted swelling by FaBr. AB AQUAPENDENTE, 
Dionis, Hetster, MEcKEL, in part, von WINTER, Syme, and others. 
Secondly, As a stoppage or closure of the Whartonian duct, from which 
results the retention of the spittle of the submaxillary gland and the disten- 
sion of the walls of the duct in consequence of the spittle collected in it ; 
an opinion first started by Municus (a), afterwards more especially de- 
clared by Louts, and up to the present time held by most writers. This 
opinion rests specially upon the state of the fluid contained in the swel- 
ling, which, similar to white of egg in colour and consistence, by long conti- 
nuance in the swelling, becomes viscid, dusky, and frequently mixed with 
stony concretions (1); and upon the possibility, in many instances, by 
opening the obstructed Whartonian duct with a probe, to discharge the 
fluid and effect the cure. Re1sinGER, who frequently found, by examina- 
tion with a delicate probe, that the Whartonian duct was still pervious, 
supposes, on the contrary, that the thickening of the spittle was not merely 
the consequence of it being retained, and that this was always in propor- 
tion to the time the swelling had existed, but that unnaturally secreted 
spittle perhaps accompanied with atony of the duct, caused the develop- 
ment of ranula, and that it was not merely formed by the distended 
Whartonian duct, but that not unfrequently the distended Whartonian 
duct burst, and the secreted fluid poured out, and was contained in a sac 
of cellular tissue, not unlike a cystic tumour; in which way the various 
forms of ranula, as well as the often occurring transparency of the Whar- 
tonian duct could be accounted for. ‘This opinion has also been more 
recently put forth by HEnNeMANN (6), Kyuu endeavoured to deny that 
ranula depends on distension of the duct ; inasmuch as it is imposible, that 
so small and thin a duct could bear so great distension as is observed in 
large swellings of this kind ; that the fluid contained is not at all similar 
to spittle, but of the consistence of fat oil, brownish, like yellow olive oil, 
clammy, clear, and transparent ; and according to the statement of the 
patient after the operation, tasteless, and that these conditions are really 
from the first, and not as Louis supposes, similar to white of egg. When 
swelling has existed a longer time the submaxillary glands swell, inflame, 
the and harden, by which their functions are destroyed. Lastly, If the 
spittle continue to flow, as after DurpuyTREN’s mode of operating, the dis- 
ease diminishes, at least it never increases, which, however, is not always 
the case. Upon these grounds, Kyxu holds to the old opinion ; according 
to him, the swelling has a sae which is probably an hydatid. 


[(1) The elder Cine himself had a stony concretion in one of the submaxillary 
ducts, which was readily removed by a slight cut through the membranes covering it. I 
am not aware, however, that it was accompanied with any degree of ranula.—J. F. S.] 


1767. As unfortunately up to the present time pathologico-anatomical 
observations upon the seat of ranula are entirely wanting, it is impossible 
to give a very decided judgment upon these different opinions, and still 


(a) Praktyke der Heilkunde, p. 141. : 
(b) Beitrage Meklenburg. Aerzte zur Med. und Chirurg,, vol. i. 
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more as several swellings beneath the tongue are known, to which the 
term ranula has been applied, which have nothing in common with it but 
their seat beneath the tongue. In the entire absence of anatomical obser- 
vations on the nature of this disease, chemical examination of the fluid can 
alone be useful in more satisfactorily deciding whether it be spittle or not. 
I have found this fluid, both in recent and long-continued ranula, pale 
yellow, or brownish yellow, clear, thickly fluid, like white of egg, very 
fibrous, so that it could not be poured in drops, but hangs together like 
mucus. Its chemical examination showed no resemblance to spittle; it 
consisted principally of albumen. If, therefore, it be not admitted that 
the fluid which the submaxillary and sublingual glands secrete, differ from 
the spittle of the parotid gland in its composition; or if, when ranula 
exists, there be not an accompanying qualitative change in the secretion 
of these glands, then manifestly ranula must be considered as the collec- 
tion of a peculiar fluid external to the Whartonian duct, beneath the 
mucous membrane of the mouth, or in a proper sac (mucous bag) which 
latter opinion I consider most likely, and therefore raneza must be ranked 
with dropsy of mucous bags. 

According to the chemical examination of the fluid from a ranula of a boy of twelve 
years old, which my respected friend and colleague L. Gein has published, it 
consists of water 94°6, of soluble albumen with a very small quantity of stearine, 
osmazome, salivary matter (?), and carbonate, nitrate and acetate of potash, 5°4, in 100 
parts. Hence the fluid has no resemblance to spittle, as it wants the sulpho-cyanite of 
potash, and almost the entire salivary matter; on the other hand, it contains a large 
proportion of albumen, which does not exist in healthy spittle. Opposed to this is the 
examination by Dr. L. PossExr, of a stone weighing 0-623 of a grain, which I removed 
from the Whartonian duct, from which it appears that in 100 parts were contained 7°8 
of matter soluble in water, which showed the reaction of salivary matter ; 13:3 of matter 
insoluble in water (salivary mucus); 68°87 of phosphate of lime, and 9°93 of carbonate 
of lime. PoaaraLe found a stone from the Whartonian duct to consist of 94§ of neutral 
carbonate of lime, 4 per cent. of animal matter, and 2 per cent. of water. 

According to FLEIscHMANN, there are a pair of mucous bags beneath the tongue, 
upon the m. geneo-glossi, where they enter the tongue, a little distant from its front edge, 
in the frenulum lingue, and behind the opening of BARTHOLIN’S duct. They are some 
lines in length, very distinct, and of unequal size on the two sides, the right being 
generally larger than the left. In one instance it was divided on the right side by a 
partition into two parts. 

When a salivary stone forms in Wuarron’s duct, inflammation and suppuration must 
arise in its gradual enlargement, by which the stone will be spontaneously thrown out, 
as I have twice seen; but never, even when the duct is completely closed by the stone, 
is there any condition similar to ranula. There is inflammation and swelling of the 
glands, which if the abscess be discharged by bursting or cutting soon subsides, only a 
hardness in the surrounding cellular tissue remains for some time. 

1768. According to the difference of opinion as the nature of ranula 
is the etiology different. An altered condition of the spittle has been 
assumed by which it is disposed to the deposition of stony concretions, or 
simple thickening of the spittle, and thereby stoppage of the Whartonian 
duct is set up, or union of the duct by inflammation and the like. In no 
case have I been able to ascertain any decided causal condition. Ranula 
is not unfrequently observed in newly-born children, and occurs more fre- 
quently in early than in later years. 

1769. The treatment of ranula consists either in opening the swelling 
and discharging its fluid, with which also it must be sought to prevent the 
complete closure of this opening, so that the ever-collecting fluid may 
have a continual escape; or in putting a stop to the secretion by exciting 
a sufficiently smart inflammation, by destruction of the swelling with 
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caustic, or by its removal with the knife. With these several objects 
various modes of treatment have been proposed. First. Opening the 
swelling with the actual cautery, (PARx,) or with caustic, in persons who 
fear the knife with butyr of antimony (Zana.) Second. Puncture or 
cutting through its whole length (Lours.) Third. Cutting into the 
swelling and filling it with caustic and irritating materials, honey of roses 
with sulphuric acid, (Hrtster, Dronts,) lunar caustic, (CAMPER, ) muri- 
atic acid, (AcREL,) stuffing with lint (CaLuseEn, SCHREGER.) ourth. 
Partially cutting away the external wall, (Boyer,) with cauterization of 
the hinder wall, (Sapatier, VocrL, Witmer, CHoPart, DESAULT, 
and others.) £7fth. Introduction of a seton (vAN Der Haar and others, ) 
Stxth. Introduction of a leaden thread, or of a bundle of lint (Louis, 
SABATIER.) Seventh. Extirpation of the whole sac (MaRrcHeETTI, 
Ricuter, and others.) Highth. Opening the swelling and in healing a 
little cylinder of two flat small silver, gold, or platina plates, or a similar 
instrument of elastic gum. (HENNING. ) 


RicHTEr (a) recommends, in the ranula of children, cauterization with lunar caustic. 
After a clean good wound has been produced by the first touching the whole surface, 
the caustic is to be repeated as often as the wound diminishes. This is never required 
more than ten times. 

When the ranula is not large and old, and its membranes are thin, the opening of the 
salivary duct sometimes appears like an aphthous spot, and is only closed with viscid 
matter or with a stony concretion; in such cases the duct should, according to Lovts, 
Cuopart, and Drsauit (b), be again rendered pervious by introducing a probe, and 
endeavouring to discharge the collected fluid, with which object the passage of the 
canal must be endeavoured to be kept open, by introducing a leaden thread, which must 
from time to time be withdrawn to allow the escape of the spittle. All writers agree 
that this treatment is rarely suitable in its operation, as has been already observed in 
speaking of the nature of ranula, and as in many cases the salivary duct is found 
pervious, it is highly probable that a change in the condition of the swelling will take 


place without it. 

1770. Of the several modes of treatment, that proposed by DuruyTREN 
is the most simple and certain. A small cut, or a puncture with a lancet 
is made in the swelling, and after the fluid has been emptied, a silver, 
gold, or, best of all, a platina cylinder, three inches long, an inch and a 
half thick, composed of two little elliptical plates, externally convex, and 
internally somewhat concave, and then the edges may be fixed about the 
cylinder. My own practice confirms this mode of treatment ; I have in 
every case succeeded in effecting a permanent cure; the inner cylinder 
produced no inconvenience ; and when after some time it was displaced 
and thrown out, the edge of the inner plate having produced union, and 
there was no return of the disease. Others have not had success by this 
method (von Grarrr, Kyi.) And if the swelling should afterwards 
return, the removal of its front wall is most efficient, for which purpose 
it must be lifted up with forceps, and cut off with CoopEr’s scissors (ec). 


REISINGER’s modification of DupuyrrEn’s cylinder, which he provides with an 
aperture to allow the constant escape of the fluid, I have found without objection. 

{On the whole, I think the best method of treating ranula is by hooking up with 
a tenaculum a portion of its wall, and cutting it out with a pair of scissors; which 
done, the edge of the wound should be found and freely cauterized with lunar caustic. 
But it is often necessary to repeat this operation two or three times before a permanent 
opening can be established. I have, in a few instances, passed a needle and thread 
through, and including a quarter of an inch of the wall of the swelling in the 
thread, tied and allowed it to ulcerate out. The success of this mode of treatment is, 
however, less than that of the former.—J. F. § 

(a) Medicinische Vereinszeitung, 1838, No. 23. 

(6) Cauvres Chirurg., vol. ii. p. 217. 
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{c) BREscHET; above cited.—ScHARTLER; in 
oesterr, Med. Jahrbiichern, vol. xvii. pt. iv. 
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II.—_OF RETENTION OF BILE. 


Perit, Remarques sur les Tumeurs formées par la bile retenue dans la vésicule du 


fiel et qu’on a souvent prises pour des abcts au foie; in Mém. de l’Acad de Chirurgie, 
vol. i. p. 155. 
Moranp, Observations sur les Tumeurs & la vésicule du fiel ; in same, vol. iii. 
Buocu, Medicinische Bemerkungen. Berlin, 1774 iv. 
SrpasTran, A. A., Dissert. de Hydrope vesicule fellis. Heidelb., 1827. 


1771. The already mentioned (par. 912) overfilling and distension of 
the gall bladder when the outflow of the bile by the ductus choledochus is 
prevented, always occurs gradually. ‘The patient, having previously lost 
his appetite, feels, for a longer or shorter time, a dull pain under the ribs 
on the right side, which often extends to the region of the stomach and 
loins. Afterwards there frequently occur, with previously lost appetite, 
disturbed digestion, costiveness, pain in the right hypochondrion, and more 
or less severe jaundice, symptoms of colic, the seat of which is, especially 
opposite the points of the ninth rib, accompanied with frequent vomiting, 
febrile and other symptoms. If, under these circumstances, the painful part 
of the right hypochondrion be examined, a more or less distinct round swel- 
ling is observed, projecting a little below the front edge of the liver, con- 
fused with it above, and more or less easily felt in different positions of the 
body. ‘The swelling, sometimes of itself, at other times at the very mo- 
ment when pressed, diminishes and is less tense, whereupon all the symp- 
toms diminish and bilious stools follow. If the distension of the bladder 
be considerable, and have existed long, the swelling loses its mobility, 
becomes united to the peritoneum, and appears equally attached to the 
wall of the belly and to the liver. 

[In the Museum at St. Thomas’s is a gall bladder equal in size to the urinary bladder 
of an ox, which was taken from a female patient who had been under the care of 
Cueston of Gloucester. She had had a projection at the pit of the stomach for a few 
years, which, as it increased, caused her much pain, and was presumed to be an abscess 
of the liver. It was punctured and a considerable quantity of bile flowed out. The 
wound was closed, but she died a few days after (a).—J. F. 8.] 

1772. It appears that in this disease the flow of bile into the intestinal 
canal is most commonly not entirely prevented, and the patient has daily 
natural coloured motions. The disease may terminate in biliary fistula, in 
which case the gall bladder having adhered to the peritoneum, the bile 
collected in it makes its way out externally... The gall bladder may also 
grow to the colon or to any other intestine, and empty itself into it; or no 
union with the perttoneum having taken place, it may burst, and a fatal 
effusion of bile into the cavity of the belly may ensue. 

[Sometimes when the ductus choledochus is obstructed, the gall bladder becomes ad- 
herent to the duodenum, ulceration takes place, and by this new opening the bile is, and 
continues to be discharged, and the functions of the gall bladder ceasing, it diminishes 
to the size of an acorn, as in a preparation in St. Thomas’s Museum.—J. F. S 

1773. As to the treatment of this disease, at first it is merely confined 
to the use of those remedies which soothe or remove the irritable or 
inflammatory condition. At the same time it must be attempted, by rub- 
bing, stroking, and pressing the swelling, to empty part of its contents 
into the duodenum, and to apply discutient remedies. As long as it is 
uncertain that there is considerable union of the gall bladder with the per7- 
tonéum (which may indeed be presumed, although it cannot be asserted 

(a) MS. Lectures. 
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with perfect surety, if the patient have had frequent symptoms of inflamma- 
tion and the swelling is no longer movable, as also by a slight adhesion the 
latter may be effected) we must not dare to undertake the evacuation by 
opening the gall bladder, as fatal escape of the bile is to be dreaded. For 
this reason it appears not advisable to open the swelling previous to the 
inflammation of the wall of the belly, and even of the external coverings 
being distinctly ascertained, that the bile may make its way out externally, 
in which case the adhesion is always to a proper extent (a). 

1774. Opening the gall bladder is best managed by making a cut into 
the skin an inch and a half long upon the swelling, and then smaller cuts 
through the muscles down to the peritoneum ; then with the forefinger of 
the left hand it must be cautiously ascertained if the gall bladder adhere, 
and at the most fluctuating part the bistoury or lancet should be thrust 
through the peritoneum and the wall of the gall bladder. If the adhesion 
between the gall bladder and peritoneum be not fully made out, then, 
after the peritoneum has been laid bare as just mentioned, a trocar is to 
be thrust into the most fluctuating part and the tube left in till the gall 
bladder and peritoneum have united together, or caustic should be applied 
to the peritoneum to produce this union (0). 

1775. When the gall bladder has been emptied the opening must be 
gently filled with lint, the inflammatory symptoms excited must be treated 
with proper remedies, and in other respects it must be treated as has 
been already mentioned in biliary fistula (par. 913.) 


III.—OF RETENTION OF URINE. 
AsrecatT, G., De Ischuria. Gotting., 1767. 4to. 
Wacener, J., Dissert. de Ischuria vesicali atque vesice paracentesi. Argent,1779. 4to. 
Morray, Dissert. de Paracentesi Cystidis urinarie. Upsal, 1771. 4to. 
WELDON, WALTER, Observations on the different modes of Puncturing the Bladder 


in cases of Retention of Urine; with an Appendix on Retention of Urine, and on Ca- 
theters. Southampton, 1783. 8vo. 


Bonn, A., Bemerkungen iiber die Harnverhaltung und den Blasenstich iiber dem 
Schaambein. From the Dutch. Leipzig, 1796. 8vo. 


Scumip, W., Ueber diejenigen Krankheiten der Harnblase, Vorsteherdriise, und Harn- 
rohre (mit Ausnahme der Blasensteine) denen vorziiglich Manner in hohem Alter aus- 
gesetzt sind. Wien, 1805. 8vo. 


Desauxt, CEuvres Chirurgicales, vol. ili. p. 112. 


SoEMMERING, 8S. T., Abhandlung iiber die schnell und langsam todtenden Krank- 
heiten der Harnblase und Harnrhore bei Mannern im hohen Alter. Frankf, 1822. 8vo. 
Second Edition. 


Cuopart, Traité des Maladies des Voies urinaires. Nouvelle Edition, par E. H. 
FeLix Pascat. Paris, 1821. 2 vols. 8vo. 


HEINLEIN, Bemerkungen tber die Ischurie; in HARLEss Jahrbiichern der deutschen 
Medicin und Chirurgie. vol. i. p. 185; vol. ili. p. 102. 


Bei, Caarves, A Treatise on the Diseases of the Urethra, Vesica Urinaria, &e. 
Third Edition ; with Notes by J. Saaw. London, 1822. 8vo. 


BrncuAM, Rosert, A Practical Essay on the Diseases and Injuries of the Bladder. 
London, 1822. 8vo. 
Howsu1p, JAMES, On the Diseases of the Urine and the Urinary Organs. London, 
1823. 8vo. 
Mouttn, Nouv. Traitement des Rétentions d' Urine. Paris, 1824. 
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haltung, Germ.; Rétention d’ Urine, Fr.) designates those diseased 
conditions in which the urine is retained by any obstacle in the canals 
destined for its discharge. This obstruction may be in the kidneys, in the 
bladder, or in the urethra, and hence is named either Ischuria renalis, 
ureterica, vesicalis, urethralis. The discharge of the urine is thereby either 
completely stopped, or it may be voided with difficulty (Dyséria) or only 
by drops (Stranguria.) 

Retention of urine from growing together of the lips of the wrethra has been already 
treated of (par. 1702.) 


That state of disease in which, on account of local disturbance in the kidneys or by a 


general disease, no urine ts secreted, (Anuria, Suppressio Urine,) must be distinguished 
from retention of urine (a). 


1777. Retention of urine in the urinary passages and in the kidneys 
may be produced by foreign bodies which fill their cavities, as stones, 
hydatids, lumps of blood, pus, thick mucus, worms, or by inflammation, 
chronic swelling, and spasm of these passages, or by swellings which com- 
press the bladder. The obstruction which prevents the passage of the 
urine through the ureters is rarely on both sides, therefore complete reten- 
tion of urine is rare; the flow of urine may be completely or incompletely 
prevented. 

1778. All the symptoms which manifest retention of urine in the 
ureters are doubtful. The patient feels more or less violent urging, 
stabbing pain, extending from the region of the kidney downwards, and 
increased on motion. Although there may be a smaller discharge of 
urine, yet are the signs deficient which show a collection of urine in the 
bladder. But if the patient have previously voided some little stones with 
the urine, if with previous pain in the kidneys a stabbing pain seem to 
strike downwards, and there be a sense of weight and tension at one par- 
ticular spot, it may be presumed, with probability, that the ureter is 
stopped by a stone. ‘The distension of the ureter above the obstruction 
becomes gradually greater, though externally no swelling be observed, 
which, however, is contradicted by ALLAN’s (5b) case (1). 

At last the urine collects in such quantity that the ureter increases to 
double and triple its size. If the stoppage be only at one part, the 
ailment may continue longer without particular inconvenience; under 
which cireumstances, by the vicarious activity of the other kidney, the 
ordinary quantity of urine is passed. The dangers which may be specially 
produced by Ischuria ureterica, are complete suppression of the urinary 
secretion, by which the following general symptoms may be caused: in- 
flammation, suppression, and bursting of the ureters and kidneys; in 
which case extravasation of urine into the cellular tissue and urinary 


Jistule follow, or if the urine be poured into the cavity of the belly, fatal 
inflammation. 


(1) The patient suffered early from gravel, and treatment was employed proper for 
symptoms of stoppage of the ureter by stone, which passed off in four days. A swelling 
then arose on the left hip, which daily increased, whilst the quantity of urine daily 
diminished. Three weeks from the commencement of the disease the skin and muscles 
were cut through above the crest of the hip-bone, and the transversal fascia pierced 
with a trocar, which was thrust into the cavity beneath, from which seven pints of 
urine escaped. The symptoms diminished; no tube was left in; the symptoms of 
irritation returned, and after a week, a tube having been again introduced, six pints of 
urine and two of pus were evacuated. The disease subsided, and recurred from time to 


(2) ABERcRoMBIE,J.; in Edinb, Med. and Surg. Journ., vol. xvii. p. 210, 1821. 
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time. The patient died five months and eleven days after the operation, during which 
time the urimary fistula remained. Death was caused by gradual wasting. On dis- 
section, the kidney was found expanded into a cellular sac, the mucous membrane of 
the ureter thickened, and completely closed below with coagulable lymph (0d). 


1779. The treatment of Ischuria ureterica, when accompanied with 
violent pain and inflammatory symptoms, consists only in the employment 
of antiphlogistic remedies, blood-letting, soothing clysters, bathing, stoups, 
and the like. In the contrary condition, shaking motions, as riding, and 
even vomiting may be successfully employed, in order to favour the 
deseent of the stone in the ureter. 

1780, When the urine is retained in the bladder, various symptoms 
occur according to the degree and duration of the collection. The patient 
feels a constant urging to void his urine, but is unable to do so; there is 
weight and tension at the lower part of the belly, and in the perineum ; 
a swelling rises above the pubes, elastic and at times fluctuating, ascends 
oftentimes up to the navel, and even still higher, generally in the middle 
of the belly, but sometimes more to one side than the other. As the 
bladder enlarges, especially from above downwards, so it thrusts down its 
base, forcing it against the perineum, presses upon the vagina and in 
men upon the rectum, where on examination with the finger introduced 
into the gut, it is felt as a compressible elastic swelling. Sometimes the 
bladder is but little distended, on account of the peculiar rigidity of 
its coats. In fat persons the swelling is not so distinctly felt as in 
thin ones. 

An important symptom which is rarely wanting, and which may be perceived even 
in very stout persons, is the dull sound perceived on percussion from the sword-like 
cartilage down along the white line, and from the iliac spine of one side to that of the 
other, in the region of the bladder, by which, as well as by the shriller abdominal 
sound in the neighbourhood of the bladder, the extent of that organ can be ascertained. 
Another important pathological sign is the fluctuation of the fluid in the bladder, 
which is perceived when, with one finger in the rectum or vagina, and the other hand 
placed over the region of the bladder, it can be produced and felt by the alternate 
pressure of one or other (PicNz.) 

1781. If the urine be not passed in the usual way, the distension of the 
bladder becomes greater, and the result of the disease varies. The bladder 
may burst by partial gangrenous destruction (1), and the urine be poured 
forth into the neighbouring cellular tissue, in which case either urinary 
Jjistule are formed, or death ensues as the consequence of gangrenous 
inflammation of the bowels. The bladder may be violently inflamed, and 
the inflammation spread over the abdominal intestines. Sometimes, when 
the bladder has attained its greatest distension, the ureters are also consi- 
derably distended up to the kidneys, which on account of the oblique 
entrance of those canals into the bladder, has been doubted by some 
persons. From the decomposition of the urine, and its reaction upon the 
whole organism, severe fever arises, with speedy sinking of the powers, 
extremely quick pulse, dry tongue, coma and delirium ; the perspiration 
of the whole body has an urinous smell; all the excretions are altered ; 
often there is watery vomiting with an urinous smell, and the patient soon 
dies. Sometimes the wrachus opens, and the urine flows out through the 
navel (2). 

[(1) Bursting of the bladder from retention of urine either without or with gangrene 
is of very rare occurrence; I have never seen nor had personal knowledge of such a 


(b) London Medical Gazette, vol. xix. p 888. 1837. 
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case. Nor, as faras I am aware, is gangrene even of the bladder often met with. 
CHEsTON indeed mentions (a) an instance, which however I think seems very doubtful. 
A woman thirty-five years of age, and four months gone with child, had suppression of 
urine, for which a catheter was passed, and five pints of water drawn off. Seven or 
eight days after she again had retention, but then only half a pint-of water could be 
withdrawn by the instrument; after this, however, water continued to pass. On the 
fourteenth or fifteenth day from the first attack she died, the bladder having risen up to 
the navel. On examination, it was found to contain a quart of foetid, thick, purulent 
urine, and the fundus of the bladder is stated to have been completely sphacelated. The 
walls of the bladder had doubled by the pressure of the womb, so as to form two 
cavities, and this fold had prevented the entrance of the catheter. 

(2) The opening of the wrachus, I think, must be admitted with very considerable 
doubt. I have on one occasion, however, seen in a healthy woman a very small oozing 
of clear fluid entirely free from smell or acridity from the navel, which I thought 
might have been from the urachus. It had existed for a considerable time. Astrin- 
gents were used for some time without advantage, and she ceased coming to me.— 
J. F.S.] 


1782. If a retention of urine have been slowly produced, so that for a 
long time previous, only part of the urine has been voided, whilst the 
bladder itself still remained full, the symptoms are less active. From 
the urine collected in the bladder, which becomes decomposed, a slow 
inflammation is produced, which specially attacks the mucous membrane, 
and alters its secretion. The general health is disturbed, the digestion 
suffers, the countenance pales, the muscles become flabby,. the patient 
suffers from fever, and the like. The walls of the bladder often become 
much thickened, and frequently folds, and all the deepenings are produced 
by the separation of the muscular fibres (1). 


(1) These sac-like deepenings are the first step of the spontaneous perforation of the 
bladder. which Mercrer (6) has well described, and which has been considered to 
be caused by the use of the sound. The mucous membrane of the bladder pushes into 
these deepenings, and is sometimes in immediate contact with the peritoneum ; some- 
times separated from it by a peculiar thick layer of cellular tissue. These deepenings ~ 
occur specially on the sides, and on the under part of the hind wall of the bladder, 
above the openings of the ureters. After a certain time the mucous membrane often 
ulcerates at the bottom of these sacs, and is followed by a pouring forth of the urine ; 
the mucous membrane may even be torn in retention of urine, and in the violent efforts 
to discharge it, which cause these cell-like deepenings, after or even without previous 
ulcerative inflammation (2). As the bottom of these sacs have not contractility, which 
their opening, surrounded by muscular fibres, have, the urine contained in them, is with 
difficulty renewed ; it collects, decomposes, and produces inflammation. Sometimes 
stones form in them, which gradually enlarge, and distend the bottom of the sac, 
without enlarging its opening, and thus encysted stones are formed, which may also 
excite inflammation, and cause perforation. ‘The suppuration which results from such 
perforation, may spread into the cellular tissue beneath the peritoneum, and there form 
one or more abscesses, which open into the peritoneum, either without previous adhe- 
sion, in consequence of which death speedily follows; or after the suppuration has been 
bounded by adhesion, in which case fatal symptoms less frequently follow. Sometimes 
the abscess opens into an intestine, sometimes in the wall of the belly, into the flank, 
and so on, and cause death only consecutively. Under these circumstances also urinary 
Jistule may be formed (PIGNE.) 

((2) The bursting of these deepenings or sacs is certainly very rare.—J. F. S.] 


1783. The causes of retention of urine in the bladder may be, first, palsy 
of the bladder ; secondly, inflammation; thirdly, spasm; and fourthly, 
stoppage of the urine depending on foreign bodies introduced into the 
urethra or bladder, or on stones, coagulated blood, and so on, on swel- 
ling and hardening of the prostate gland, on growths in the bladder, on 


(a) Pathological Inquiries and Observations in (b) Gazette Médicale, vol. iii. p 312, 1830. 
Surgery. Gloucester, 1766. 4to. 


FROM PALSY. 413 


pressure of the impregnated or unimpregnated womb, on swellings or 
hardened intestines, or on strictures. 

1784. Paralytie Retention of Urine (Ischuria paralytica) in general 
comes on slowly, the urine is no longer discharged with the usual power, 
the patient soon feels the need of voiding it again, which he can only 
effect with the greatest exertion. This difficulty gradually increases, the 
urine at last flows off involuntarily, and the patient can by his efforts but 
little or not at all increase the flow, which at last stops completely. The 
distended bladder forms the already mentioned (par. 1780) swelling above 
the pubes, which is nearly painless, and sometimes in such degree that it 
may be mistaken for pregnancy or dropsy, which may be the more possible 
as the patient occasionally retains the power of voiding his urine by 
violent efforts, often even in a quantity equal to the drink taken in the day, 
without, however, emptying the distended bladder. If the filled bladder 
be somewhat firmly pressed, a few drops of urine will escape through the 
urethra. 

Sometimes paralytic retention arises quickly under severe symptoms of 
a spasmodic and inflammatory affection of the neck of the bladder, when, if 
speedy assistance be not afforded, considerable distension of the bladder, 
and palsy of its walls are produced. In the later course of the disease, 
there are accompanying it a flow of mucus from the bladder, thickening of 
its walls, swelling of the prostate gland, and the like. This kind of para- 
lytic retention of urine happens most commonly in old persons who have 
been dissolute in various ways, have suffered from gout and rheumatism ; 
and usually the gout or rheumatism is the proximate cause. 

1785. When the bladder in this retention of urine has become very much 
distended, the pressure of the abdominal muscles and bowels prevents 
its further distension; some urine always dribbles, and bursting of the 
bladder does not take place. But inflammatory symptoms, and more 
or less severe fever may accompany it. The flow of urine is then com- 
pletely stopped, and the bladder may be distended to such extent that 
it may become grangenous and tear ; this, however, is a rare termination. 
_ OESTERLEN (a) divides paralytic retention into Jschuria paralytica partialis vesica, 
in which the powers of the bladder and abdominal muscles are very weak ; and Ischuria 
parylytica universe vesice, in which there is accompanying palsy of the bladder, and 
the sphincter muscle of that organ. 

1786. This form of retention of urine is peculiar to old people, and 
depends on the loss of contractile power in the bladder, and on the 
generally diminishing muscular activity in advanced age. It may be the 
result of previous debilitating causes, debauched life, venereal disease, 
frequent onanism. ‘The bad habit of holding their water very long 
frequently produces it in persons who lead a sedentary life, who work 
hard and frequently allow the disposition to make water to pass by without 
attending to it. It may also result from concussion and palsy of the lower 
part of the spinal marrow and sacral nerves, or from organic disease of the 
spinal marow: it frequently occurs in nervous fevers. 

1787. The prognosis of this disease is guided by its degree and duration, _ 
by the age of the patient and by its cause. It is most easily cured in young 
people; the older the patient and his disease are, the less hope is there of 
cure. If the disease be caused by affections of the spinal marrow and 
sacral nerves, the prognosis must be directed by them. ; 

(a) Heidelb. klinisch. Annalen, vol. viii. p.421. . 
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1788. The treatment of paralytic retention consists in emptying the 
bladder of its urine, and in restoring its contractile power. ‘The remedies 
which answer to the latter indication are useless without attention to the 
former. 

1789. Emptying the bladder by means of the catheter, must be per- 
formed so frequently, that all distension from the collecting of the urine 
must be prevented. ‘The catheter may be either introduced afresh as often 
as necessary, or an elastic catheter may be left in, which in all cases where 
the patient is not under immediate observation, is the most fitting, as the 
urine often collects again with great quickness, and therefore the bladder 
again becomes greatly distended. The introduction of the catheter is in 
these cases always unattended with difficulty, and generally in a short time 
the patient may learn himself to pass it. If the bladder be weak, the 
urine sometimes only flows through the catheter, when pressure is made on 
the belly. This indisposition of the urine to pass by the catheter, may lead 
to the mistake that the instrument isnot in the bladder (a). The catheter 
must be continued till the urine pass through it, and between it and the 
urethra, in a strong unbroken stream; and if even the patient should void 
his urine without the catheter, it should be frequently ascertained by intro- 
ducing it, that no urine be retained in the bladder. 

1790. The remedies which answer the second indication are, cold bath- 
ing of the pubic region and perineum ; cold applications, cold injections into 
the rectum; rubbing volatile salves on the perineum, and on the region 
of the bladder. Internally should be given arnica, oleum animale Dippelia, 
cantharides to the amount of a grain daily with camphor and gum-arabic, 
tincture of cantharides up to fifteen or twenty drops, with almond milk. 
And in addition to these general strengthening baths, galvanism, elec- 
tricity, and blisters upon the sacrum. When the patient can again him- 
self discharge his urine, he must not dare to allow the least disposition to 
void it to pass unsatisfied. 

1791. In the quickly occurring paralytic retention, where gout or 
rheumatism are in play, warm sulphur baths, foumentations of aromatic 
herbs with wine and vinegar, rubbing in oil of juniper, particularly on 
the inside of the thighs; cupping and easily digestible diet are to be 
used. If violent inflammatory symptoms be present, leeches are to be 
applied to the perineum. The introduction of the catheter, necessary as 
it be, is generally difficult on account of the contraction of the neck of the 
bladder. 

1792. If paralytic retention have existed for some time, and be accom- 
panied with an inflammatory condition, it must, according to circumstances, 
be treated antiphlogistically with blood-letting, clysters, diluting, slightly 
astringent drinks, as alum milk, and the like. If the disease be incurable, 
as frequently it is in very old persons, and if it have long existed, the 
patient should always use a catheter for emptying his bladder. 

A somewhat contrary condition to that of palsy of the bladder is that in which, con- 
sequent on some irritation, or bad habit, the urine is voided too quickly, and thus the 
capacity of the bladder gradually so diminished, that only the smallest quantity of urine 
can be made, and therefore painful urging on the collection of the smallest quantity of 
urine becomes habitual. The gradual origin of this condition may be inferred from its 
history, and if on examination with the catheter, no stricture in the urethra be found, no 


foreign body in the bladder, and the catheter do not pass into the cavity of the bladder. 
The treatment of this ailment must consist in the gradual extension of the walls of 


(a) OrsTERLEN; above cited, p. 420. 
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the bladder to their natural condition, which must be done by voluntarily retainin g the 
urine, or if this be impossible, by introducing a catheter morning and night for a long 
while, by which the intervals of relieving the bladder may be gradually lengthened (a). 
The over-sensibility of the bladder is thereby checked by compelling it to bear a greater 
degree of irritation, and by the same means also the contractile power of its sphincter 
may be increased. In most cases this great sensibility of the bladder is connected (when 
it does not depend on local disease in the urinary passages) with disturbance of the 
digestive organs and irregular living, and requires gently purgative and afterwards tonic 
remedies, lukewarm bathing or washing the perineum with lukewarm water, clysters 
with opium, purgatives, and strictly regulated diet. 


1793. Retention of Urine, depending on inflammation, (Ischuria 
inflammatoria,) commences with the most violent and dangerous symptoms. 
Besides great urging, the patient feels a deep-seated pain in the bladder 
and neighbouring parts. There is accompanying fever, the distended 
region of the bladder smarts when touched, and is frequently reddened. 
The inflammation spreads over the other bowels ; eructations and vomiting 
oceur, and if they continue beyond the sixth day, the patient’s life is in 
extreme danger, and death is almost unavoidable. Sometimes the inflam- 
mation takes a more insidious course, and puriform secretion with thick- 
ening of the bladder occur. 

1794. The inflammation in this retention may be seated in the whole 
canal of the wrethra, in the ueck of the bladder, in the prostate gland, 
and even in the bladder itself. 

Its causes are, external violence, which attacks the perineum and 
region of the bladder, stones in the bladder, extension of the irritation of 
the rectum in hemorrhoidal affections to the bladder, rectal fistule, and 
the like ; a high degree of inflammation in gonorrhea, suppression of the 
usual discharges, suppressed gout, repressed eruptions on the skin, and 
catching cold. 

1795. Antiphlogistic remedies must be employed in inflammatory reten- 
tion of urine, with reference to the cause which has produced it. Blood 
must be taken away and leeches applied to the perineum; mucilaginous 
drinks taken, though in as small quantity as possible, in order not to increase 
the filling of the bladder. As in inflammatory retention, spasmodic con- 
traction of the neck of the bladder is always present, warm anodyne appli- 
cations must be made to the pubes and perineum, warm vapour of ca- 
momile to the perineum, rubbing in volatile ointments, clysters with opium, 
and the like employed. Tobacco clysters are much relied on. Blisters 
must not be applied; calomel and opium internally are specially effective. 

1796. In severe gonorrhzeal inflammation soothing applications are also 
to be made over the whole penis, the patient laid horizontally, and the 
testicles supported with a suspender. In hemorrhoidal affections leeches 
are applied to the rectum, and internally, cream of tartar and sulphur 

iven. 
F 1797. Although emptying of the urine be necessary, as by its irritation 
it causes the inflammation, it must not be used till the remedies already 
recommended have been employed. The introduction of the catheter is 
here always painful and difficult ; an elastic one is best used, and its point 
should be passed far into the bladder, so that its walls should not be irri- 
tated. Ifthe catheter can in no way be introduced and mortification of 


(a) von Winter; liber die Harnbeschwerden GrRAEFE und von WaLruHeEn’s Journal, vol.i. p. 309. 
von verminderter capacitat der Harnblase; in © —Hysvop; in Med.-Chir. Trans., vol. vi. p- 103, 
—Bin@Han ; above cited, p. 234. 
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the bladder be dreaded, puncturing the bladder must be performed 
without delay. 

1798. In Spasmodie Retention of Urine (Ischuria: Spasmodica) the 
neck of the bladder, and perhaps also the wrethra, are narrowed at different 
parts, and accompanied with spasmodic contraction of the perinzeal mus- 
cles. It occurs specially in sensitive persons, in hypochondriacs, in 
hemorrhoidal affections, in which there is often at the same time present 
spasmodic contraction of the m. sphincter ani, from catching cold, inordi- 
nate drinking, worms, holding the water too long, and the like. This 
retention is always peculiar in sometimes subsiding and again recurring ; 
it therefore has not the signs of inflammatory retention, at least in general 
they are not present, though they may at a later period accompany it. 

1799. In this form of retention antispasmodic remedies are usually 
employed, warm applications of camomile, hyoseyamus, and the like, to 
the perineum and region of the bladder ; rubbing in volatile ointments, 
with opium or ol. hyoscyami ; clysters of camomile, asafetida and opium, 
tobacco clysters (a), lukewarm camomile hip-baths. Internally should be 
given Dover’s powder, or opium, with mucilaginous remedies, pollen 
lycopodii. According to its various causes, should be employed, in hzemor- 
rhoids, sulphur, with cream of tartar; in colds, diaphoretic remedies, 
especially camphor in proper doses ; in worms, anthelmintics ; and accord- 
ing to the fancy, unfermented drinks, calcined magnesia, with aromatics ; 
and the glans penis to be put in cold water. 

1800. If by this treatment the urine do not flow, a catheter must be 
introduced, which always discovers a considerable obstacle at the neck 
of the bladder, sometimes even in the passage of the instrument in the 
urethra. If inflammatory accompany the spasmodic symptoms, the anti- 
phlogistic must be added to the antispasmodic remedies. If the retention 
of urine have occurred from having voluntarily retained it for a long time, 
in which case the symptoms are always more severe on account of its 
greater quantity, the treatment must immediately commence with the 
introduction of the catheter. 

1801. The retention of urine which depends on stoppage of the urethra 
may be produced by stones in the bladder, when they lie upon the inner 
aperture of that canal, or if being small, they have squeezed into it (1) ; 
by coagulated blood (2), or thickened mucus ; by worms which pass out 
with the urine (3); by foreign bodies which have been passed from with- 
out into the urethra (4). In all these cases the wrethra is either com- 
pletely closed by the foreign body, or in consequence of the irritation and 
spasmodic contraction which they have excited. 

[(1) Stones, if small enough to escape from the bladder, may, according to their size, 
either pass through and be voided by the urethra, or they may be fixed in either of its 
narrower parts. I have known them lodge in the membranous part, and require 
removal by cutting through the perineum ; but more commonly they get jammed 
within an inch of the lips of the urethra, of which I have seen many instances. 

In the Museum at the College of Surgeons, there is a very remarkable instance of a 
case which occurred to Joun Hunter, in which a narrow stricture in the membranous 
part of the urethra was blocked up by a very small stone, hardly more than a line in 
diameter; it is figured, in his work, On the Venereal Disease, (pl. iv.) and the short 
notice attacked to it is, that the man “died of a mortification of the bladder, in conse- 
quence of a stricture and stone in the urethra.” This preparation is interesting, as the 
stated cause of HunrER’s beginning to use caustic bougies, for he adds, “a canula is 


@ sent Henry, On the use of Nicotiana in Retention of Urine; in Medico-Chirurg. Trans., vol. vi. 
p. 82. 5. 
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introduced from the glans down to the stricture, showing the practicability of destroying 
it with caustic.” In the same collection, there is also another instance of a stone 
in the urethra behind a stricture, in a boy of four years old, to which he refers, (p. 124,) 
in the same work. 

(2) Howsurp (a) gives a good example of blood filling the bladder, in an elderly 
man, who was attacked with what was at first supposed to be a retention of urine, and 
a catheter having been repeatedly passed without any urine escaping, it was thought not 
to have entered the bladder. He died on the following day, and on examination, the 
bladder was found entirely filled with a very large coagulum. In another case, he 
mentions the bladder being nearly filled with blood, and containing a stone in the 
centre of the clot. 

When blood is found in the bladder, it is more commonly from fungous growths 
either from the bladder itself, or from the prostate, of which Branspy Cooper (b) 
gives good examples. 

The case of MaTutEv’s, quoted by SAMUEL Cooper (c), appears to me nothing more 
than an enlarged prostate, which the catheters first used were not of sufficient length to 
reach beyond, and not retention from a clot in the bladder. 

I have known, in two or three instances after the operation for the stone, blood to 
flow back into the bladder, and there coagulating, prevent for a time the escape of 
urine, either from the urethra or from the wound. Indeed, if for some hours after the 
operation, urine do not pass from the wound, it may, be presumed something of this 
kind is going on, and the bladder requires gently washing out, through the wound, 
with a syringe. 

(3) Lawrence (d) relates a very remarkable instance of an undescribed species of 
worms voided from the urethra, to the amount of from eight hundred to a thousand, by 
a woman, aged twenty-four years. 

He also mentions examples of the larve of insects having been passed. Of discharges 
of worms and insect larve, and portions of the lining membrane of the bladder, which 
have been mistaken for them, there is no lack in the accounts of various writers. 

(4) Foreign bodies, of various kinds, have frequently been purposely introduced into 
the urethra, and escaping from the fingers of the holder, have either lodged in it, or more 
generally slipped back into the bladder. Bougies, and elastic catheters, and even those 
of metal, have been thus occasionally circumstanced by accident, the whole of the 
former being sucked in, as it were, by the bladder; and the latter having been broken, 
being pushed in by unskilful endeavours to prevent their escape backwards. But 
tobacco-pipes ‘used as substitutes for bougies, are probably the most common foreign 
bodies which are met with in the urethra or bladder. ‘TYRRELL (e) had a case in which 
the patient broke off three inches of the curve of a silver catheter, which slipped 
into the bladder. He walked to St. Thomas’s, a distance of about twenty-one miles 
from his residence, without much inconvenience, except that “ occasionally in stooping, 
walking up stairs, or raising himself in bed, he experienced lancinating pain, as if some 
sharp instrument were penetrating the bladder. * * * On passing a sound, it was 
found lodged at the fundus of the bladder transversely ; its extremities being embraced 
by that viscus, so as to be held with some firmness.” It was brought lower with a 
sound, but still remained transverse. TyRRELL “then introduced one of WEIss’s instru- 
ments for extracting small calculi, which was nearly straight, and had a strong spring ; 
by careful examination with which, he discovered that the extremity of the foreign 
body towards the patient’s right side was free, and that the other was covered with a 
fold of the bladder. After several unsuccessful attempts, he succeeded in seizing the 
free extremity with the instrument, and by withdrawing it very cautiously, brought the 
piece of catheter into the urethra, when the forceps slipped from it. He immediately 
introduced his fingers into the rectum, for the purpose of compressing the urethra 
between the foreign body and the bladder, so as to prevent any retrograde movement of 
the former. This being secured, he again introduced the forceps into the urethra, and 
in the first attempt caught the piece of catheter, and drew it out.” 4 

I am indebted to my friend Crisp, of Walworth, for the two following highly inter- 
esting cases, which were treated by him :— ; 

Case 1. An old sailor had been in the habit of passing the whole length of a 
tobacco-pipe into his urethra, for the relief of stricture, and on one occasion broke off a 
piece of it, which slipped into his bladder, and for which the usual operation for the 
Stone was performed in Guy’s Hospital, and he recovered. This acccident, however, 


(a) Above cited, p. 54, (c) Surg. Dictionary, p- 1375. 
(6) Guy’s Hospital Reports, vol. i. p. 202. (d) Med.-Chir. Trans. vol. ii. p. 382, 
(e) St. Thomas’s Hospital Reports, p. 26. 
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did not prevent him subsequently recurring to the same mode of treatment, when the 
pipe again broke, leaving about an inch anda half in the membranous part of the 
urethra. This he attempted to remove, by making a cut with a penknife into the 
perineum, as he lay before a glass, and succeeded in exposing the pipe, but being 
unprovided with instruments, and failing, by groping with his finger, to get it, he was 
obliged to send for my friend, who drew it forwards with a pair of dressing forceps, 
and readily removed it. The man did well. 

Case 2. A man in Walworth workhouse, having made frequent attempts to commit 
suicide, at length, for the same object, passed a piece of stiff wire, about five or six 
inches long, into the urethra, as far as he could, and afterwards drove it with his fist 
under the arch of the pubes into the pelvis. By pressure on the perineum, the ex- 
tremity of the wire was indistinctly felt. A cut was made into the urethra behind the 
bulb, about an inch and half in length, but the wire end not being seen, the cut was 
lengthened backwards about half an inch, which exposed the extremity of the wire. 
Much difficulty was found in seizing the wire, as at each attempt it receded with the soft 
parts, when the points of the dissecting forceps (which only could be used, on account 
of want of space) were introduced; but when seized, it was readily withdrawn, and 
the man recovered. 

Joun Hunter says, that “bougies have been known to be forced out of the bladder 
along with the water, by the action of that viscus, and in several folds. (p. 134.) This 
is certainly a very rare occurrence, but, by no means, impossible or improbable; for 
there is a preparation in St. Thomas's Museum, of a large adventitious membrane, four 
or six inches long, and an inch and a half wide, which was voided by the urethra ; 
and it is only necessary for the bougie to be so situated, as to form a sort of plug, 
against which the urine bebind may be driven forwards.—J. F. S.] 


1802. Ifa vesical stone lie against the neck of the bladder, and produce 
ischury, the same proceeding as in inflammatory ischury, must be had 
recourse to, and the stone removed from the neck of the bladder, either 
by placing the patient on his back, with his pelvis raised, or by introducing 
a catheter. Lumps of bloed and collections of mucus in the urethra are 
also relieved by passing the catheter. If small stones or other hard bodies 
stick in the urethra, itself, it must be attempted, by employing, at the same 
time, antiphlogistic and antispasmodic remedies, to squeeze them gradually 
out of the wrethra,.or with Hunrsr’s or Coorer’s forceps to withdraw 
them, after having carefully enlarged the passage by introducing thick 
pougies, especially of silkworm gut. If the object be not thus attained, a cut 
must be made, where the foreign body is situated, and thence it must be 
removed (1): a catheter is to be left in afterwards, and the edges of the 
wound tried to be healed with quick union (2). 


Retention of urine from small stones, which have got into the mouth of the urethra, 
or into its membranous part, is probably much more frequent, than generally supposed ; 
in which case the diagnosis is doubtful, and if the catheter be introduced, the little stone 
cannot be felt, and the retention on the contrary, is to be considered inflammatory or 
spasmodic, As symptoms of such ischuria calculosa may be to a certain degree con- 
sidered their occurrence after any mechanical movement, without other previous influ- 
ence and their cessation after such shaking. For the removal of these little stones, when 
the introduction.of a catheter is not possible, for instance, when there-are existing stric- 
tures, injections of ‘water, made with some force into the wrethra, must be employed ; 
together with rubbing and shaking the perineum, but the bladder must not be previously 
overloaded, or the urethra considerably inflamed (@). 

[(1) If a stone or any other body be near the lips of the urethra, it may often be 
removed with a little dexterity and patience, by curving the eyed end of a probe, and 
gently insinuating it between the stone and the urethra, till the point be got behind it; then 
using the probe as a lever, it ay be gently drawn forwards, and if when the stone reach 
the orifice of the canal, it will not pass, a small nick with a lancet at that part of the 
aperture, where it most clings, will soon allow it to come out. If the stone or body be 
in the membranous part, if the forceps fail in catching hold and pulling it out, a cut 
must be made directly down upon it. But in doing this it will be necessary to introduce 


i ° erie Chirurgische Versuche, vol. i. p. 187.—Cioquet, I.; in Journ. de Médecine, vol, ii. 
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the forefinger of the left hand into the rectum, So as to fix the stone and prevent it slip- 
ping or being pushed back into the bladder, in the attempt to seize it; for should that 
appen, it will be necessary at once to perform the usual operation for stone. 

(2) If the cut be made in the perineum, no catheter should be left in, but the wound 
allowed to heal, as after the operation for the stone. But if the wrethra be opened before 
the scrotum, and specially if near to it, a catheter must be left in, to prevent the escape of 
the urine into the cellular tissue.—J. F. 8.] 

1803. In retention from the pressure of the impregnated womb, or other 
viscera, the palliative treatment consists in introducing the catheter : 
in the former case the ischury ceases after delivery; in the latter the 
hardening of the viscera must be got rid of, as well as other swellings 
which compress the wrethra. Retention from retroversijon of the womb 
has been already considered (par. 1308.) 

[I once operated for retention of urine in a case which, after death, was fotnd to 
depend on a large cyst, containing an acephalous hydatid, which occupied the whole 
cavity of the pelvis, and lying between the bladder and the rectum, compressed the 
former between itself and the pubes, and as the bladder filled, it rose high above the 
brim of the pelvis, in consequence of which, even after cutting into the perineum, the 
pressure was so complete that the urine would not escape, except on the introduction 
of a very long catheter, which was continually displaced by the contraction of the 
bladder into the compressed part, into which no urine descended, and was only 
replaced with the greatest difficulty. The man died on the sixth day of constitutional 
irritation. Besides this cyst above mentioned, which contained 44 ounces of colourless 
fluid enclosed in the hydatid, there was another, about the size of a goose’s ego, at the 
lower part of the sigmoid flexure of the colon, with thick walls, and an eschar upon 
it, where it had probably, at some time or other, burst. The bladder was empty 
between the lower and fore part of the large cyst and the arch of the pubes; and 
between the cyst and the back of the Jundus of the bladder were two or three small 
cysts of the size of small nuts, and upon the fore part of the fundus another as big 
as a Swan’s egg. All the cysts contained each an hydatid, except that on the 
rectum, on which there were several.—J. F. 8.] 

1804. Growths in the bladder, especially about its neck, are causes of 
ischury, and the diagnosis is always uncertain. Sometimes there is only 
one growth of much size, sometimes several: some have a thin stem, and 
others a broad base. The use of the catheter is the only palliative. Such 
growths when discovered in the operation for the stone, have been torn 
away with the forceps (a). 

1805. Swellings of the prostate gland may arise in various ways, and 
the passage of the urine become difficult, or quite impossible. The swelling 
may depend on inflammation, varicosity of the vessels, hardening, and 
stone, 

1806. Inflammation of the prostate gland may be consequence of 
gonorrhea, of external violence, and the like; in general, it developes 
itself quickly. The patient has a sense of weight and burning in the 
perineum and anus, a throbbing pain, the seat of which he refers to the 
neck of the bladder. The pain increases on pressure of the perineum, 
and specially on going to stool: the patient has difficulty and frequent 
urging to void his urine: the swelling of the prostate is felt on introducing 
the finger into the rectum. In proportion to the degree of inflammation, 
oecur inflammatory symptoms and so on. If the inflammation do not 
disperse, it may pass on to suppuration. Under these circumstances, after 
the inflammatory symptoms have gone over eight days, a throbbing pain is 
felt, increased fever towards evening, shiverings, and symptoms of reten- 
tion of urine, which subside a little, and increase afresh. The suppuration 
tarely appears to be seated in the proper substance of the gland, but rather 

(a) Desauut; above cited, p. 175. 
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in its coverings, and in the cellular tissue, connecting the lobes of the gland ; 
frequently several groups of abscesses form, and in this case the patient 
generally sinks, some abscesses opening within, and others without, the 
abscesses burrow, and fistulous passages, and wasting suppuration ensue. 


[“ As the abscess advances, the perineum becomes tender,” says Bronte, “and there 
is a perceptible, though slight tumefaction and hardness in some one part of it. The 
abscess, if left to take its own course, sometimes bursts internally, that is, into the 
urethra; more frequently, it makes its way through the fascia, cellular membrane, and 
muscles of the perineum, and bursts through the external skin.” (p. 144.) Brovie, 
however, mentions a fatal instance of abscess in the prostate, in which the patient, about 
thirty years of age, voided his urine every twenty or thirty minutes, complaining of an 
aching pain in the loins; but of no pain any where else. The urine deposited a 
small quantity of yellow puriform sediment. He said that the symptoms had begun 
two years ago, and that in the commencement of the disease, the urine had been tinged 
with blood. * * * Abouta month after his admission into the hospital, he was seized with 
symptoms of apoplexy, and died in the course of a few hours. * * * An abscess of the 
size of a large walnut occupied the posterior part of the prostate, and extended into the 
space between the bladder and vasa deferentia behind the neck of the bladder. * * * 
An irregular ulcerated orifice was discovered behind the verumontanum, through which 
the probe passed at once into the cavity of the abscess.” (p. 146.)] 


1807. The éreatment of retention of urine from inflammation of the 
prostate, agrees. precisely with that of inflammatory retention already 
described (par. 1795); blood-letting, leeches about the anus, baths, 
soothing clysters, poultices to the perineum and the like. If the flow of 
urine be not thereby effected, the catheter must be introduced, which, 
however, can never be done without difficulty and great pain; because 
the swollen gland alters the direction of the urethra, on which account 
also a catheter with a long beak is required, and sometimes must have a 
large curve (1). If an abscess form in the prostate, the introduction of the 
catheter is the only remedy ; the abscess is either opened by it, in doing 
which care must be taken not to make a false passage, or it bursts of itself 
and the pus escapes with the urine (2). The catheter must remain in the 
bladder till the urine be no longer mixed with pus. DesavuLtT (@) 
recommends cleansing injections of barley water at the same time. 


[(1) In reference to the enlargement of the prostate gland from acute inflammation, 
LAWRENCE (0) says :—-“ You should avoid, if possible, the introduction of a catheter. 
There is a pretty actively inflamed substance against which, in its introduction, the 
point of the catheter will necessarily come, and through which it must pass in order to 
enter the bladder. The introduction of an instrument, under such circumstances, must 
be expected to aggravate the sufferings of the patient at the time; and therefore, if 
you can put a stop to the inflammation, and enable him to make water without the 
employment of an instrument at all, it will be very desirable for you so todo. Trust 
therefore to antiphlogistic means, with which fomentations, the use of the hip or warm 
bath may be combined ; and do not have recourse to the use of an instrument, unless 
these means fail, and there should be an actual necessity for relieving the patient from 
the danger which the difficulty of evacuating the urine produces. If you come then to 
the introduction of an instrument, you should be aware of the particular change in the 
urethra, which the swelled state of the prostate produces. The swelled prostate does 
not diminish the dimensions of the urethra, but it alters the course and shape of the 
canal in that part which goes through the gland; it presses the sides of the urethra 
together, and the swelling of the prostate, the principal part of which is situated below the 
urethra, thatis, between the urethra and rectum, pushes the urethra up towards the pubes. 
At the same time, the enlargement of the prostate in size, an enlargement which takes 
place in all directions, increases the length of this part of the canal, The changes 
then produced are, first, an elevation of the urethra, pushed upwards towards the 
pubes, an elongation of the canal in its prostatic portion, and a pressing together of 


(a) Above cited, p. 229, : (b) Lectures in Lancet, 1829, 30, vol. ii. 
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the sides of it laterally. The best instrument in this case is a large elastic catheter ; 
and, indeed, I should observe to you, whether you employ an elastic or a silver 
catheter in cases of enlarged prostate, you will always find it necessary to use an 
instrument of full size, which will pass on much more easily than instruments of small 
size. The best instrument is, the catheter made of elastic gum, and you should use 
those which are made to retain their curved shape without a stilette. * * * If, however, 
you should fail in introducing such an instrument, you must have recourse to the silver 
catheter,” and “ the extremity of the instrument should be prolonged, so as to represent 
more than a quarter of a circle; * * * a third or a quarter of an inch over 
that, so as to enable the end of the instrument to rise over the elevated part of the 
urethra.” (p. 811.) 

Bronte advises :—“ If there bea retention of urine, the gum catheter, without a wire 
or stilette, may, in almost every case, be readily passed into the bladder. It is better to 
use avery small catheter, and to introduce it again, whenever it be necessary to do so, 
than to leave it constantly in the wrethra and bladder.” (p. 145.) As to the size of the 
catheter in enlarged prostate, under any circumstances I must confess I prefer the 
larger, as recommended by LAWRENCE, for the reasons he has assigned, which have 
been verified by my own experience; and a silver to an elastic catheter, on account of 
its greater firmness, which prevents mischief.—g. F. s. 

(2) “ If there be reason to believe,” observes Broprtr, “ that abscess is formed, you 
should endeavour to procure an external discharge for the matter, in order to prevent 
it bursting into the urethra. If the symptoms described exist, and go on for some time 
increasing, and you discover a fulness and tenderness of the perineum, do not wait for 
any more certain indication of abscess ; but introduce a lancet in the direction indicated 
by the tenderness and swelling. It will often be necessary to pass it quite up to the 
shoulders, or even to the handle, before you reach the abscess. But you may do this 
fearlessly. There is no danger from any ill consequence from such a puncture. If 
there be abscess, you will, by this proceeding, immediately relieve the distress which 
the patient suffers, at the same time that you prevent further mischief. If, on the other 
hand, there be.no abscess, the puncture does not make the condition of the patient worse 
than it was before. Indeed, partly from the loss of blood, partly by removing the 
tension of the soft parts of the perineum, it is generally useful to the patient, even when 
it does not answer the purpose of allowing the escape of matter.” (p. 146.)] 


1808. Swelling of the prostate gland from varicosity of its vessels 
occurs in general, slowly, in old persons after previous hzmorrhoidal 
ailments, in stoppage of the bowels, after venereal debaucheries, after 
repeated claps, with sedentary living and good living, after abuse of heat- 
ing drinks, after frequent efforts in voiding the urine and going to stool. 
It is always developed slowly. Emptying the bladder becomes more diffi- 
cult after violent exertion, after heating food and drink and the like. The 
swollen prostate is felt on introducing the finger into the rectum, but is 
free from pain, and the patient suffers no pain in the passage of the urine 
through the wrethra. ‘The varicosity is situated rather in the coverings 
of the prostate ; the substance of the gland itself is therewith sometimes 
soft and spongy, sometimes tense and hard. 

1809. If this disease have any distinct cause, it must be removed. In 
general, taking away blood from the perineum, clysters of cold water or 
decoction of oak bark with alum, are sufficient. The introduction of the 
catheter is in this case always difficult, and the circumstances above men- 
tioned (par. 1807) should be always borne in mind. Sometimes te 
swollen vessel is torn in passing the catheter, in consequence of which 
bleeding occurs, which gives relief. The inlying of a catheter is here 
necessary for the purpose of compressing the swollen vessels, and by its 
accompanying irritation to excite their contractile activity. The treatment 
is always tedious, and no cure is to be expected under six or eight weeks. 

1810. Hardening is the most common diseased change to which the 
prostate gland is subject. It occurs after previous slow inflammation, 
most commonly after forty years of age, and earlier if the urethra be 


422 RETENTION OF URINE 


affected, especially in scrofulous subjects and in those who when young 
have indulged in venery; after repressed eruptions on the skin, and as the 
consequence of gout and the like(1). It always proceeds slowly ; voidance 
of the urine becomes difficult, and is sometimes completely stopped. The 
prostatic humour is sometimes exceedingly copious and viscid. The 
direction of the wrethra is changed according as the right, left or middle 
lobe of the gland is swollen. The hardened prostate is felt by examina- 
tion through the rectwm ; the patient has difficulty in going to stool; a 
discharge of mucus-like fluid, an unusual sensation about the rectum after 
going to stool, as if the bowel were not completely relieved. All the 
symptoms described (par, 1675) as belonging to stricture, frequently 


accompany swelling of the prostate (2). 

In reference to the secretion of a mucus- or pus-like fluid which may accompany the 
varjous diseased conditions of the urinary passages, it may be remarked that the more 
mucus-like, thick, pus-like deposit which the urine throws down, and which remains 
loose at the bottom of the chamber-pot, shows a catarrhal inflammation of the mucous 
membrane of the bladder; the mucus-like deposit which draws out in threads, is elastic 
like white of egg, and sticks to the bottom of the pot, characterizes disease of the pros- 
tate; purulent deposit, and the prostate gland small, soft and flattened mark its destruction 
by suppuration. If on examination the prostate be uninjured, the pus comes probably from 
the kidneys (a). The mucus from the prostate is not ammoniacal; the mucus from 
the bladder rarely appears in any great quantity without containing some earthy parts. 

[(1) “ Chronic inflammation of the prostate gland is,” says AstLey CoopEr (0), “ the 
consequence of age, and not of disease. When this disease produces partial retention of 
urine it should be considered as a salutary process, for it prevents incontinence of urine, 
which, in old people, would almost constantly take place were it not for this preventive. 
It makes the urine pass slower than natural, but this may be excused when it is the 
means of preventing a continual wetting of the clothes.” (p. 239.) 

Bropte observes :—* When the hair becomes gray and scanty, when specks of earthy 
matter begin to be deposited in the tunics of the arteries, aud when a white zone is 
formed at the margin of the cornea, at this same period the prostate usually, I might 
perhaps say invariably, becomes increased in size. This change in the condition of the 
prostate takes place slowly, and at first imperceptibly, and the term chronic enlargement 
is not improperly employed to distinguish it from the inflammatory attacks to which 
the prostate is liable in early life. (p. 151.) The chronic enlargement of the prostate 
may be said to be a disease of a peculiar kind, having no exact resemblance to what we 
meet with in any other organ. It may, however, in some respects be compared to the 
chronic enlargement of the thyroid gland, known by the name of bronchocele. Like the 
latter, itis generally slow in its progress, and frequently, after having reached a certain 
point, if proper treatment be employed, it remains almost stationary for many years. 
It is, on the whole, a rare occurrence for it to terminate in ulceration or abscess, and 
the symptoms to which it gives rise, are, with a few exceptions, to be referred to the 
snfluence which the disease exercises over the functions of the parts in the neighbour- 
hood.” (p. 154.) 

Although enlarged prostate is specially the disease of advanced life, yet ASTLEY 
Cooper says he has “ known it occasionally occur in very young people. An instance 
of this kind happened in Guy’s Hospital: a boy was admitted having symptoms of 
stone, in consequence of which he was sounded, and the operation of lithotomy was 
about to be performed ; the sounding, however, brought on inflammation of the bladder, 
which terminated in the boy’s death. Upon dissection it was found that the symptoms 
for which he had been sounded were produced by an enlarged prostate.” (P. 245.) 

«J have certainly seen a very few cases of it,” (enlarged prostate,) says LAWRENCE, 
“in young persons, but the great majority of those you have to treat for this complaint 
are past the middle period of life.” (p. 813.) 

The part of the prostate gland in general considered as specially enlarged is that 
which Joun Hunrer describes as that “ small portion of it which lies behind the very 
beginning of the urethra, swells forwards like a point into the bladder, acting like a valve 
to the mouth of the wrethra, which can be seen even when the swelling is not consider- 
able, by looking upon the mouth of the urethra from the cavity of the bladder in a dead 
body. It sometimes increases so much as to form a tumour (of which HunTER gives 
two engravings, V. and VII.) projecting into the bladder some inches.” (p. 188.) It 


(a) LALLEMAND; above cited, p. 152. (b) Lectures in Lancet, 1823, 24, vol. ii. 
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is this same part which EveRARD Home has dignified with the name of third lobe of the 
prostate, and claimed the discovery of, without adding anything to what Hunrer had 
said about it, except that of the five cases he examined, and on which he grounded his 
claim, “the appearance,” he says, “was not exactly the same in any two of them.” 
(p. 10.) And yet this has got the name of Homr’s third lobe, and is so continually 
called in spite of Joun HunTer’s observation, and the knowledge that the French ana- 
tomists have long since been well aware of it under the name trigone. In reality, 
however, so far as I have had an opportunity of observing, the two principal or side 
portions of the gland are most commonly enlarged at the same time and in the same 
proportion as this small portion which lies behind.—s. r. s. 

“The next thing noticed is,” says AstLEyY Cooprr, “ that the urine has a particu- 
larly powerful smell, which arises from its being ammoniated in consequence of some 
urine remaining in the bladder after each discharge. * * * The next symptoms 
are pain and numbness in the glans penis; sense of weight and uneasiness in the 
perineum, relieved by pressure with the finger; pain in the back of one or both thighs, 
in the loins. and at the origin of the sciatic nerves, ané in the course of the ureters; the 
Jeces are flattened, from the pressure made upon the rectum by the swollen gland. 
Persons having enlarged prostate for any length of time, generally have, likewise, 
prolapsus ani and hemorrhoids. * * * The ammoniacal smell of the urine as the 
disease advances, becomes highly offensive, and at length the urine itself becomes white 
or milky; this appearance shows that the inflammation has extended to the mucous 
membrane of the bladder. If the urine be much retained, it has the appearance 
of coffee, occasioned by an admixture of blood with it; this leads many practitioners 
to suppose, for the moment, that the case is one of stone; but if you question the 
patient for a few moments, your doubts on this point will be removed.” (p. 240.) 

“ Upon dissection,” continues AstLEY Cooper, “the prostate is found enlarged some- 
times laterally ; but most frequently the enlargement is in the posterior part, situated in 
the middle or third lobe. As the prostate enlarges it is pushed forwards, in conse- 
quence of which the urethra becomes curved immediately before the apex of the pros- 
tate ; indeed, the coming forward of the prostate causes the urethra almost to double 
upon itself. The curve thus formed is at the symphysis pubis ; and it is in this situation 
that the difficulty on passing the catheter in diseased prostate is found. Tracing on the 
course of the urethra, behind the curved part, that canal is seen much enlarged, and the 
urethra itself is considerably elongated, that is, from an inch and a half to two inches; 
which increase of length is behind the pubes, and it is owing to this circumstance that 
you are under the necessity of carrying on the catheter so great a distance after its 
point has passed the arch of the pubes. As to the prostate itself, we find that it may 
increase to a most enormous size laterally without giving rise to retention of urine; but 
that enlargement which occurs posteriorly in the third lobe, frequently occasions 
retention of urine, for the enlargement is situated immediately behind the orifice of the 
urethra ; thus the urine collecting behind the swelling presses it against the mouth of 
the urethra, and forms a complete barrier to its passage.” (pp. 241, 42.) 

“This tumour,” (of the third lobe,) observes Bropik, “varies in size from that of 
a horse bean to that of an orange. When small, it is of a conical form, with the apex 
of the cone projecting into the bladder, and the basis being continued into the rest 
of the prostate. When large, the basis is often the narrowest part, and it swells out so 
as to have a pyriform figure towards the bladder. In some instances, by the side 
of that which I have just mentioned, there is another tumour, formed by one of the 
lateral portions, also projecting into the bladder. The canal of the urethra, where 
it passes through the enlarged prostate, is generally flattened; and when the latter 
is divided transversely, the urethra appears like a slit, rather than like a cylindrical 
canal. Not unfrequently the enlargement of the prostate so alters the form of the 
urethra, that, instead of pursuing a straight course through the gland, it is inclined first 
to one side and then to the other. You would expect the urethra to be narrow, in 
consequence of the increased bulk of the parts by which it is surrounded ; and so it is 
in many instances ; in others, however, it is actually wider, being dilated into a kind 
of sinus, where it lies in the centre of the prostate. I have known such a sinus 


to contain two or three ounces of fluid.” (pp. 152, 53.) ‘ 
(2) Astiry Cooper asks :—“ How, when diseased prostate exists, are you to know it? 


° 


What are the diagnostic signs? Why, the enlargement laterally may be readily ascer- 
tained by introducing the finger into the rectum; but the enlargement of the middle 
lobe cannot be so learnt. In what way then? Why, by the introduction of a catheter 
or bougie, and the latter is best; it will be found to stop suddenly; you are then 
to introduce a catheter for the purpose of drawing off the water; the instrument will 
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be resisted in its common course, and you must depress the handle a good deal, with a 
view of tilting its point over the enlarged gland; thus the end of the instrument will 
be rising perpendicularly, as it were, behind the pubes. ‘These, then, are the means you 
are to employ to obtain a correct diagnosis.” (pp. 242, 43.) 

“ The symptoms of retention of urine from enlargement of the prostate, are not very 
different from those which occur where the retention is the consequence of stricture, but 
the termination is different. I never saw,’ says BRoDIE, “a case in which, under these 
circumstances, the bladder had given way, as sometimes happens, where there is a reten- 
tion from stricture; but I am informed that such a case has occurred, and that the 
bladder ruptured at its fundus is preserved in the Museum of St. Bartholomew's Hos- 
pital.” (p. 155.)] 

1811. The prognosis in this disease is always unfavourable. Only 
in the beginning is there hope of being able to disperse the hardening ; 
in advanced cases, the disease may sometimes be diminished, and the 
patient’s condition may be rendered tolerable by the inlying of the 
catheter. At the first a corresponding antiphlogistic treatment must be 
employed ; afterwards issues and blisters to the perineum, rubbing in 
volatile liniments with camphor, mercurial ointment, iodine salve, suppo- 
sitories of cicuta and opium; internally, cicuwta, mercury, decoction 
of daphne mezereon, uva ursi, and the like, but especially hydrochlorate 
of ammonia in increasing doses (a). If the hardening have a definite 
cause, the curative means must be directed to it. In introducing the 
catheter, the points already mentioned (par. 1807) must be considered. 
If an elastic catheter be left in, it does not retain its proper curve after 
the removal of the stilette, and the urine escapes; it is better, therefore, 


to use those elastic catheters, which have a permanent curve. 

[As to the treatment of enlarged prostate, AsTLEY CooPER says :—“ Very little can be 
effected here by medicine; it is a disease over which medicines have but very little 
influence. You may, however, give the oxymuriate of mercury in very small quan- 
tities, for I believe I have seen it, beneficial. But this is the treatment only for the 
enlargement of the gland. * * * When no urine whatever can be passed, and when 
‘there is great pain at the neck of the bladder,” he recommends to “ take blood from the 
arm, apply leeches to the perineum, administer purgatives, and put the patient in a 
warm bath. If these means should succeed in procuring relief, the best medicine that 
can afterwards be given for the purpose of preventing a return of the retention, and at 
the same time of lessening the inconvenience which sometimes attends the complaint, is 
composed of fifteen drops of the liquor potasse, five drops of bals. copaib., and an ounce and 
a half of mist. camph. If you give fifteen or twenty drops of the balsam it then produces 
a stimulating effect, and does harm ; administer it in the quantity just mentioned, in con- 
junction with the other medicines, to which may be added two drams of muc. gum. acac. 
* * * Other medicines, as the carbonates of soda and magnesia, the liquor potass., with 
opium, are occasionally given, but as the latter produces costiveness it is improper. 
The first medicine will be found the best; it will afford considerable relief, which is all 
that you can expect, for you must not dream of making a cure.” (pp. 243, 44.) 

LAWRENCE says :—“ In the case of this chronic enlargement of the prostate, we have 
not much power of relieving the patient by producing any great reduction of the affected 
part. * * * By attention, however, to diet, careful attention to the state of the stomach 
and bowels, by a course of mild alterative and aperient medicines, we can keep the 
patient perhaps ina tolerably healthy state. Attempts have been made sometimes to 
reduce this enlargement by seton or issue on the perineum or upper part of the thigh, but 
it is an inconvenient course of proceeding, and one to which patients are not inclined 
to submit.” (p. 813.) 

“ When from any cause the vessels of the prostate are more than usually turgid with 
blood,” says Bropre, “ the quantity may be diminished, and thus a reduction of size, 
to a certain extent, may be effected. It is with this view that we recommend topical 
blood-letting, the exhibition of gentle purgatives, a moderate diet, and, above all, per- 
fect rest in the horizontal posture. But we are not acquainted with any method of 
treatment which is capable of restoring the gland to its original condition.” (p. 173.) 

(a) Fiscner; in Ruvust’s Magazin, vol. xi. See also Home, EveRARD; Practical Obser- 


p- 284.—CramerR 3; in Hurenanp’s Journal, 1824, vations on the Diseases of the Prostate Gland, 
p- do. vol. i. London, 18113; vol. ii. 1818. 8vo. 
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“ The treatment of retention of urine from diseased prostate,” observes Broprr, “ is 
one of the most important subjects in Surgery. The patient suffers miserably ; his life 
is at stake; he lives or dies according to the skill which you are able to exercise in his 
favour. The case is altogether different from one of retention of urine from stricture. 
Bougies are of no service; even if you pass one into the bladder, no urine follows; the 
parts collapse and close as the bougie is withdrawn.” (p. 174.) 

AsTLEY Cooper lays down that when “called upon to relieve retention from enlarged 
prostate, by the introduction of a catheter, the instrument should be fourteen inches in 
length, and a quarter of an inch in diameter. In consequence of the pressure within, 
a broad instrument will answer better than a narrow one, for being bulbous at the end 
it will readily ride over the enlargement. When introducing the catheter, you will meet 
with no difficulty until you reach the curve which the enlargement of the gland has 
produced in the urethra; the handle of the instrument is to be here slightly raised, for 
the purpose of insinuating the point through the curved part. Having passed this you 
are then to depress the handle completely between the thighs, so as to occasion the point 
of the instrument immediately to rise perpendicularly above the pubes. * * * This 
will cause the point to enter the bladder between the pubes and enlarged lobe. * * * 
“ If it be deemed requisite to leave the catheter in the bladder, I should prefer,” says 
Cooper, “ one of pewter rather than elastic gum, for it can be curved down before the 
scrotum, and by plugging up the end, the patient may move about as he likes, and at any 
time he wishes can expel his urine. * * * The pewter catheter should be quite new, 
and ought not to be worn for a longer period than a fortnight, for the urine acts upon the 
metal, renders it brittle, and may probably cause the instrument to snap, if the time be 
extended beyond what I have stated. If there be need of puncturing the bladder for 
enlarged prostate, it must be done above the pubes ; but it never need be attempted at all 
if you can perform your duty.” (p. 243-45.) 

‘In instances where the bladder does not evacuate its contents completely, where 
there is a constant accumulation of urine within it, the course you have to pursue,” 
says LAWRENCE, “is to introduce the catheter regularly once or twice in the four-and- 
twenty hours, so as to draw off the stale urine, and to give the bladder the opportunity. 
of recovering its power of contraction; and after following this up for some time, per- 
haps two or three weeks, you generally find that the evil is removed, and that the patient 
recovers the power of completely emptying the bladder. * * * It is necessary that 
the catheter should be longer than that which is employed under ordinary circumstances ; 
give it the length, perhaps, of fourteen inches, curved as already stated, and always use 
a catheter of full size. * * * In such cases where the smallest catheter could not be 
introduced, I have repeatedly succeeded in introducing an instrument of this size with 
the greatest ease.” (p. 813.) 

Bropir “rarely uses any but a gum catheter. It gives you rather more trouble to 
learn the use of the gum catheter, and to become dexterousin the management of it, than 
it does to learn the use of the silver catheter. When, however, you have once become 
familiar with the gum catheter, you will generally prefer it to the other; and there is 
always this advantage in it, that when you have succeeded in introducing it into the 
bladder, it may, if necessary, be allowed to remain there. A gum catheter may be retained 
in the urethra and bladder with very little inconvenience to the patient, which is not the 
case with a silver catheter.” (p. 175.) 

BropieE uses, as did Home, the gum catheter without a wire, as a flexible, or with a 
wire as an inflexible iustrument; and directs that it should not be mounted on a small 
flexible straight wire, but on a strong iron stilette, having the curve of a silver 
catheter. He begins with passing a gum catheter without a stilette ; if it will enter 
the bladder, so much the better ; it gives no pain, does not lacerate the urethra, nor pro- 
duce hemorrhage; it may do all that is required, it can do no harm, even ina 
rough hand; failure will not render it more difficult to pass another instrument. In 
difficult cases indeed it will not succeed, and then the catheter with the iron stilette 
must be used. “ You ought not to use a catheter so large as to give pain; but for the 
most part you will find one which is large enough to fill the urethra, without stretching 
it, to be more easy of introduction than a smaller one, which approaches to a pointed 
instrument, and the extremity of it is liable to become entangled in the tumor of 
the prostate. The stilette ought to be considerably curved; the reason of this is 
obvious. (p. 176.) Always bear in mind, in introducing the catheter, that it is to be used 
with a light hand. It should be held, as it were, loosely with the fingers. It will then, 
in great measure, find its own way in that direction in which there is the least 
resistance. If you grasp it firmly, it can only go where you direct it, and it is likely to 
puncture and lacerate the membrane of the urethra, and the substance of the prostate, 
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and to make a false passage instead of entering the bladder. [Most excellent directions, 
and cannot be too closely followed.—s. F.s.] I generally find,’ continues Bropte, 
“that I introduce the catheter best by keeping the handle of it close to the left groin of 
the patient. I pass it as far as possible in this position; then I bring the handle 
forwards, nearly at a right angle to the pubes, and not elevating it towards the 
navel. The next thing is to depress the handle, which is to be done gently and slowly, » 
by placing a single finger on it, and pressing it downwards towards the space between 
the thighs. In depressing the handle, you generally find the point of the catheter slide 
into the bladder. Sometimes, however, this does not happen until you withdraw the 
stilette; and in the act of doing this, the introduction of the catheter is completed.” 
(p. 177.) “ I do not mean to lay it down absolutely as a rule, that you should allow the 
catheter to remain, but I am certain that it is prudent to do so in the great majority of 
cases. If you remove it, so abundant is the flow of urine which immediately takes 
place from the kidneys, that you will find the bladder again loaded, and requiring the 
re-introduction of the catheter within five or six, perhaps even within three or 
four hours. It will be necessary to-use the catheter again after another short interval, 
and it will often happen, when there has been no diffieulty in the first introduction of it, 
that there is considerable difficulty afterwards. You avoid all this by leaving the 
catheter in the bladder; and there is another advantage in this mode of proceeding. 
The prostate is kept in a state of more complete repose, and in one much more 
favourable to recovery, so far as recovery can take place, that it would be in, if irritated 
by repeated introductions of the instrument.” (p. 180.) ‘ You will very rarely fail, by 
dexterous management, to introduce the catheter, but you may fail, nevertheless, 
in some instances. What is to be done under these circumstances? * * * You may 
puncture the bladder above the pubes, or you may proceed thus: When all your efforts 
to introduce the catheter have been unavailing; when you feel the point pressing 
against the tumor of the prostate, and unable to pass over it, apply some force to the 
instrument at the same time that you depress the handle. It will generally penetrate 
through the prostate, enter the bladder by an artificial opening, and relieve the patient ; 
and, of course, will continue to relieve him, if you allow it to remain in the bladder. 
This mode of proceeding has been strongly recommended by some very good Surgeons, 
and I am not aware that it is attended with danger, although it may not be without 
its disadvantages. There is reason to believe, that in some cases in which this has 
been done, the natural orifice of the urethra has become so closed, that the patient could 
never void a drop of urine by his own efforts, being compelled to rely wholly on 
the catheter ever after. Sir Everarp Home has published the history of a case of 
this kind, which was attended by Mr. Hunrer.and himself.” (pp. #81, 82..) 

With regard to the question of introducing the eatheter twice or thrice a day, or, 
after having introduced it, to leave it there, I must confess | prefer the former, and the 
use of a large silver catheter; occasionally,.it is true, there is some difficulty ; but, in 
general, so far as my experience has proved, the catheter, after having been passed a 
few times, enters the bladder as readily as:a sword into its sheath. On the other hand, 
I have found that leaving the catheter in for a time, is liable to render the bladder 
irritable ; and that if at the end of a week or ten days, it be withdrawn, it is almost 
invariably found encrusted, more or less,, with calcareous matter, which often renders its 
withdrawal difficult, and generally causes much pain, if not further mischief, by its 
roughness.—J. F. S.] 

1812. If in strictures of the urethra, complete retention be produced 
either by the use of heating drinks or other excess, or by the progress of the 
disease itself, the most proper treatment isto introduce a fine wax bougie, 
which when. its point has got into the opening of the strieture, is there 
held, as is distinetly shown in the vain attempts to draw it back. So soon 
as it will not move on without using vielenee, it must not be forced 
farther, but allowed to remain, till a violent disposition to make water 
come on, when it must be withdrawn, and the urine generally flows out in 
a thin stream. Some persons immediately introduce a bougie, which 
generally passes further, and may remain till the urging to void the urine 
comes on. At the same time, according to cireumstances,may be employed 
blood-letting, leeches to the anus and perineum, baths, soothing clysters, 
with opium and the like. After repeated introduction of the bougie, in 


general a thin elastic catheter may be passed into the bladder. If by 
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these means the danger of the retention be removed, then the treatment 
of the stricture must be commenced according to the former rules. 


AmussaT (a) recommends the employment of forcing injections in cases of retention 
of urine dependent on stricture. He introduces a flexible cathether, without a beak, 
down to the obstruction, compresses the penis, and screws on to the end of the catheter 
a guin-elastic bottle, by which fluid can be injected and drawn out again. LALLEMAND 
and Brain (6) think it must not be forgotten that forced injections may be useful, if 
employed with moderation and prudence, and after the use of antiphlogistics and 
attempts to introduce bougies have been fruitless; but that in such case care must 
be taken not to use too great violence, for if a plug of mucus be the only or principal 
cause of retention, it will give way without any violent efforts, and if the parts be 
dilated by separating them, the power exercised in their contraction being equally on 
all parts of the urethra, which the fluid fills, it will produce severe pain and increase 
the inflammation ; or what is worse, may find some part of the canal which is more 
friable and weak, and tear it. 

[The treatment which a stricture producing retention of urine, will admit of depends 
principally on the degree of distension of the bladder, and the irritability of the patient. 
Attempts should always be made to introduce the catheter both before and after drawing 
blood quickly from the arm, and placing the patient in a warm bath, so as to induce 
faintness. The catheter should be used with great care and tenderness, to avoid the 
formation of false passages, which are too frequently made in striving to pass an instru- 
ment on these occasions. If the catheter cannot be got in, and the symptoms be urgent, 
it will be advisable to open the urethra from the perineum, and if there be a stricture, 
to cut through it, so that the cure of the wound and of the stricture may go on together. 
It is better to resort to this practice early, if the retention be complete, rather than to 
wait till the urethra burst behind the stricture, and extravasation of urine take place; as 
by so doing the wound heals nearly as after the operation for stone, without much diffi- 
culty, and the patient is saved from the trouble and danger of sloughing of the cellular 
tissue and urinary abscesses. If, on the contrary, the symptoms be not urgent, and the 
retention have not existed many hours, it is advisable to give tincture of muriated iron 
in sufficient quantity to produce nausea, by which sometimes, the spasm, which almost 
invariably accompanies a stricture with retention, is relieved, and the patient passes his 
water. Purging also of watery stools is also very often efficient in relieving retention, 
for which purpose a couple of drams of sulphate of magnesia, with fifteeen or twenty 
drops of tartarized antimonial wine, with mint water, may be given every two or three 
hours, till the medicine operate freely, and then, generally, the water begins to pass. 
Cutting into the urethra, however, should never be deferred when the retention is not, 
after a few hours, relieved, either by these means, or by the catheter.—J, F. S.] 


1813. If by these means no evacuation of the urine can be obtained, 
and the symptoms become urgent, then puncture of the bladder is required, 
For this purpose, several writers have recommended breaking through the 
stricture, that is, with a silver conical pointed catheter to penetrate forcibly 
through the stricture into the bladder, to allow it to remain there several 
days, and then after a certain time, to introduce an elastic catheter for 
the purpose of keeping open the canal of the urethra. This proceeding, 
which is especially founded on Drsautt’s observations and particularly 
defended by Boyer, is unquestionably, even in the ablest hands, most 
highly dangerous, as tearing the urethra, false passages, perforation of 
the bladder, severe pain and inflammatory symptoms so easily follow it. 
The firmer the stricture and the greater its extension, the earlier are these 
consequences to be dreaded. Only in strictures of slight extent, which 
have not been thickened and increased by frequently repeated inflamma- 
tion from previous attempts with bougies or caustic, does this method seem 
applicable. Even in these cases, the use of a conical, pointed sound, 
will easily produce the above-mentioned symptoms, and the use of a thick 
sound with a rounded end, as proposed by Mayor, is still the most 


(a) Archives Générales de Médecine, vol. ix. p. (6) Dictionnaire de Médecine et de Chirurgie 
294, 1825.—Magenpie ; Journal de Physiologie, pratiques, vol. xiv. p. 344. 
vol. vi. p. 97, 1826. 
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preferable, as being accompanied with much less danger of forming false 
passages and tearing the wrethra. Under all other circumstances, if the 
symptoms be pressing, puncture of the bladder deserves undoubted pre- 
ference. 


Upon breaking through the stricture, the following may be compared :—DrsAvLtT, 
above cited, p. 244.—Rovx, Relation d’un Voyage fait a Londres, etc., p. 314. 1815.— 
Boyer, Traité des Maladies Chirurgicales, vol. ix. p. 232.—Cross, Sketches of the 
Medical Schools of Paris.—CHARLES BELL, above cited, p. 148.—Ducamp, above 
cited, p. 79.—Mayor, Sur le Cathétérisme simple et forcé, etc. Paris, 1836. Second 
Edition._A. VipaL bE Cassis, Lettre chirurgicale 2 M. Mayor. Paris, 1836.— 
Mayor, Sur le Cathétérisme, en reponse & une Lettre chirurgicale de M. VIDAL. Paris 
et Geneve, 1836.—Principes fondamentaux du Cathétérisme ; in Gazette Médicale, 
vol. vii. p. 353. 1839. 


Of Cutting into the Urethra in the Perineum. 


In retention of urine caused by stricture EcxsTrém (a) has proposed a less dan- 
gerous method of effecting puncture of the bladder, and has pursued it with happy 
results. After the patient has been placed as in the operation for the stone, a gum- 
elastic catheter is carried down to the stricture, and held firmly by an assistant, who at 
the same time, when the stricture is behind the scrotum, as is usually the case, lifts the 
scrotum up and stretches the skin of the perineum. The Surgeon, with a pointed bistoury, 
then makes, nearly the length of the raphe, and in the direction given by the sound, a cut 
an inch and a half long through the skin, lays bare the urethra, that the course of the 
sound and its extremity can be traced. The patient is then desired to strain for the purpose 
of making water, by doing which, the urethra behind the stricture is distended and hard, 
a cutis now made into the urethra towards the sound, and the opening thus produced is 
enlarged to and through the stricture and sometimes behind it. The point of the fore- 
finger of the left hand must never for a moment during this operation leave the point of 
the knife, but must serve as a director. The urine now springs out with violence, and 
the bladder is emptied; but if this do not readily happen, on account of the palsy of 
the organ from distension, a female catheter must be introduced into the wound, by the 
aid of which, the tapping is effected. If no severe symptoms of inflammation or 
irritation exist, which however, is very commonly the case, a common silver catheter 
No. 6 is to be introduced into the bladder. When its extremity reaches the wound, 
that is, the spot where the stricture was, it must be continued deeper, the finger in the 
wound giving it the proper direction, so that 1t may not slip from the urethra, but go 
directly into the bladder. When this has been once effected, and the instrument has 
been left in the bladder two to four hours, there is no fear of the least difficulty in its 
re-introduction, and a flexible catheter of the same size may be used instead of the 
former, the wound is bound up with lint, or a compress, dipped in cold water, applied, 
and it usually heals quickly. For the purpose of getting rid of the existing stricture, 
catheters of large size must soon be resorted to, but there must not be too much haste, 
especially before the wound has healed. On the other hand, should there be inflamma- 
tory symptoms present, the introduction of the catheter must be stayed, in order not to 
increase the irritation. The wound in the perineum keeps open by the escape of the 
urine, and suppurates more or less. Afterwards, the above treatment must be em- 
ployed (1). . 

Jamuson’s (b) treatment also resembles this. 

LALLEMAND and BxGrn (c) object to this operation the difficulty of findmg with 
certainty and cutting through the urethra behind the bulb, especially in fat persons; and 
the uncertainty of the true condition of the canal of the urethra, and of the point 
behind which it must be opened. ; 

((1) I leave Ecxsrrém’s description of the mode of cutting into the perineum for 
retention of urine, just as CHELtus has given it, for it cannot be better described, but I 
must deprive him of the credit of having proposed this mode of treatment. To my own 
knowledge, it has been for more than thirty years the common practice, excepting that 
a silver instead of an elastic catheter is first introduced down to the stricture as a guide, 
in St. Thomas’s and Guy’s Hospitals, and among the Surgeons brought up in those 
schools. In the many months which Ecxstrém spent with us some twenty-five years 
since, he must have seen this very operation performed again and again in the 


(a) Frortep’s Notizen, vol. xviii. p. 155. 1827. p. 329.—Lecer ; Dissert. de Paracentesi Urethrie 
(b) Medical Recorder, vol. vii. p. 25, vol. xii. in Ischuria Perinwi. Paris, 1778. 
(c) Above cited, p. 347. 
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precise way in which he describes it; and it was then so old, that no one, that Lam 
aware, laid any particular claim to the discovery of it. He must not, therefore, run 
away with the credit of having proposed not only the best, but the only operation for 
retention of urine which ought to be performed, with the single exception of retention 
from enlarged prostate, in which, if an operation for retention be ever required, that 
above the pubes must be performed.—J. F.S.] 


Of the Catheter and its Introduction. 


1814. The catheter is a cylindrical tube of different thickness, straight- 
ness and curve, corresponding to the extent and curve of the urethra. It 
may be either firm or flexible; in the former case it is best to be made of 
silver, and in the latter, of elastic gum or caoutchouc. The length of the 
catheter is different; for adult women six, and for young females five 
inches is sufficient ; for adult men from ten to eleven, and the several 
periods of boyhood from five to seven inches. The thickness also varies ; 
for women two lines, for girls a line and a half, for men two and a half 
lines, and for younger males a line and a half. The front third of a small 
catheter is slightly curved, and corresponds to the segment of a circle 
of which the diameter is six inches (1); the other parts of the catheter are 
straight, and its upper end is provided with a ring on each side. The 
female catheter is only slightly curved at its front extremity. The front 
end of the instrument is rounded, and has on either side a pretty large 
and well rounded hole. The walls of the catheter should not be very 
thin, and its surface should be well smoothed and polished (2). All catheters 
should be furnished with a stilette fitting into their cavity, and in elastic 
catheters it is best that this should be made of iron. 


A large catheter is in general more easy of introduction than a small one, because 
it properly distends the walls of the wrethra, and is not so easily caught in its folds as a 
smaller one. In cases, however, where considerable obstruction has to be overcome, as 
in stricture, a small catheter is passed more easily. One oval Opening on the side 
of the front end of the instrument is better than several smaller ones, or than two 
on opposite sides ; the little holes being easily stopped up in the former, whilst in the 
latter the necessary strength of the instrument is interfered with. The practice 
of closing the open end of the catheter with a round plug attached to the stilette 
is unnecessary. The curve, already directed, of the front third of the instrument, is the 
most proper; the Surgeon must, however, be provided with catheters of different 
curves, which are often necessary on account of the particular seat of the obstacle, 
Elastic silver catheters are useless. 

Elastic catheters, with a permanent curve, so that they can be introduced without a 
stilette, are in many instances advisable. 

The double & (shaped) curved catheter of PEerir is of no value. 

BrErTon (a) recommends the use of catheters, one having a curve at an inch, and 
another at an inch and a half from its tip, so that the lengthening of the axis of the 
body of the instrument makes, with the prolonged axis of its vesical extremity, an 
angle, in the former of from 9° to 10°, and in the latter of from 14° to 15°. These 
curves do not ‘exceed the smallest diameter of the urethra, which varies between three 
and four lines. 

Straight catheters were already known to the ancients, as proved by those which have 
been dug up at Pompeii; they were but very little curved (6). 

Parg, also the two Fasricius, RAMEAU, SIETAUD, SANTARELLI, and Cassus used 
straight catheters for men. GRUITHUISEN recommended, in 1812, straight sounds in his 
proposals for crushing stones; but of late they have been more particularly advised 
by CrvraLe and AmussaT. It is therefore remarkable that Fournrer (c) should have 
claimed the priority of discovery of straight sounds, because he has used them since 


1815. 


(a) Archives Générales de Medecine, vol. xi. (c) De Emploi de Lithotritie, Sondes droites, 
p. 66. 1826, May. etc. Paris, 1829. 


(b) Cassus, Méd, Opérat., vol. i. pl. iii. f, 1. 
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[(1) I prefer the catheter with a very open curve, indeed with the point thrown out 
rather beyond the quadrant of the circle, as recommended by CHELIUS, So as to form 
with the stem, a curve represented by the long quadrant of an oval, of which the long 
diameter is double that of the short one. Most Surgeons have a peculiar curve of their 
own, and those who have much practice in passing a catheter, soon find out that 
with which they are most dexterous. ; 

(2) The thickness of the walls of the catheter is a matter of great importance, 
because unless sufficiently stout they are continually broken in the Surgeon’s alteration 
of the curve to suit the particular case which is often requisite ; and because, in passing 
the instrument, if it meet with much obstacle it is liable to be broken in the urethra, or 
even in the bladder. Catheters, as commonly made, ate far too slight.—J. F. 8.] 

1815. The introduction of a catheter (Catheterismus, Lat. ; Hinfiihrung 
des Katheters, Germ. ; Cathétérisme, Fr.) is an operation requiring dexte- 
rity and practice, and is not unfrequently accompanied with very great 
difficulty. It is best divided into three stages. In the first stage, the 
catheter passes through that part of the urethra contained in the spongy 
body. The Surgeon grasps the penis behind the glans, with the thumb 
and forefinger of the left hand, without compressing the urethra. With 
the thumb, the fore and middle finger of the right hand he holds the 
upper end of the catheter smeared with oil or lard, and introduces its 
point, whilst the handle is towards the navel, into the opening of the 
urethra, and then drawing the penis up with the left hand, he pushes the 
catheter down towards the perineum. In the second stage, in which the 
instrument passes through the membranous part of the urethra, when 
the beak of the catheter has got beneath the arch of the pubes, the penis 
is let go, and the handle of the instrument being sunk slowly, and but a 
little, the catheter is now again pushed somewhat forwards, and in 
the third stage, when the beak of the instrument has reached the neck 
of the bladder, is the inclination towards the thighs first increased, 
and the catheter pushed slowly forwards into the bladder. When the 
beak has entered the orifice of the bladder, the handle of the catheter is 
at last sunk completely between the thighs. It is most convenient for the 
patient to lie on his back during the introduction of the catheter, but he 
may either sit or stand ; and, not unfrequently, it is more readily passed 
in one posture than the other. The elastic catheter, properly curved, 
may be used either with or without the iron stilette. 


In the so called tour de maitre, the handle of the catheter is held towards the thighs, 
and with its convexity upwards, introduced into the urethra. When the beak has 
reached the pubes, the handle is carried round towards the navel with a half turn, and 
then sunk. This handling is objectionable. In very stout persons the catheter must, 
at first, be introduced somewhat on one side. 

[For other observations in regard to passing the catheter, refer back to par. 1807 and 
par. 1811, and their notes.—J. F. 8.] 


1816. The introduction of the straight catheter requires the same three 
stages as have been just described. The patient must kneel on the edge of 
the bed, with his thighs widely separated, and with the upper part of the 
body bent forwards, or he may stand or sit upon the edge of a stool in the 
same posture. The operator sits or kneels before him, and resting his left 
elbow upon the knee of the same side, grasps both sides of the penis with 
his left hand supine, draws it towards him horizontally and introduces with 
the right hand a straight catheter of proper size, carrying it with a drill- 
ing motion directly horizontal till it reach the arch of the pubes ; he then 
draws the penis still more forwards, and sinks it together with the 
catheter, till it has made a right angle without inclining it towards the 
perineum. The patient then bows himself considerably forwards, so 
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that the wrethra and neck of the bladder are brought into a line, and the 
catheter instead of following the upper wall of the urethra slips into the 
bladder.—(Movutn) (a). 

According to Amussat’s plan (0), the Surgeon, standing on the right side or between 
the legs of the patient sitting on the edge of a bed, with his feet on two chairs, draws 
the penis down with the left hand, till it be parallel with the thighs, introduces the 
straight catheter with the right hand into the urethra, and readily up to the pubic 
arch; he then draws the penis still more down, and holds the beak of the catheter 
directed upwards, which readily passes through the membranous part to the prostate. 
If the prostate be healthy, the hand only is usually sunk a little more,and the point of the 
instrument directed upwards to reach the bladder. Ifon the other hand the prostate 
be diseased, the operation is more difficult, and no positive rules can be given. It, 
however, seems in general to be more advisable not to sink the hand till the instrument 
reach about the middle of the prostate; the point of the instrument also must be 
endeavoured to be carried.on upon the upper wall of the unethra.—(CIVIALE. ) 

1817. The introduction of the catheter must always be performed with 
the greatest caution and tenderness; violence may cause severe inflam- 
mation, tearing the wrethra, false passages, and great bleeding. 

The obstacles to the passage of the instrument are very various. If 
the handle of the instrument be sunk too quickly, its beak strikes against 
the pubic bones, and a firm resistance is felt : it must then be drawn back, 
and introduced rather deeper before the handle is again sunk. In difficult 
eases, it may be ascertained by the finger passed into the rectum, whether 
the catheter be beneath the pubie bones. If the instrument be introduced 
too low, or its beak be found in a wrong direetion, when it either pushes 
the membranous part into a blind sac, or thrusts against a fold of the 
internal membrane ef the urethra, it must be drawn a little back, the ring 
on the right side of the handle attentively observed, and the catheter pushed 
forwards in the proper direction. ‘The forefinger of the left hand passed 
up the rectum ean sustain the proper direction of the instrument. ‘The 
entrance of the catheter is oftea opposed by spasm, or by swelling of the 
prestate. In the former ease the catheter is to be held quietly, the 
perineum rubbed, and then the instrument pressed forward in the proper 
direction. In swelling of the prostate, the method to be adopted has 
been already described (par. 1807.) Elastic catheters, when stopped by 
any obstacle, will often pass, if the iron stilette be withdrawn about an 
inch, and the catheter then pushed forwards. In strictures of the urethra, 
a catheter may sometimes be passed, if a bougie have been previously 
introduced, and allowed to remain some hours. In difficult eases eatheters 
of different sizes must be used. 

1818. When the catheter has entered the bladder it is known by its 
free motion, by the direction of its handle, which sinks between the thighs, 
and by the flow of the urine, when the stilette is withdrawn. If the flow 
be prevented by thick meus or elots of blood, which get into the holes or 
into the canal of the instrument, the obstacle must be removed by injecting 
lukewarm water, or by introducing the stilette, or the water must be 
drawn off by a syringe attached to the outer end of the catheter. 

In paralytic retention, pressure upon the lower part of the belly is often 
necessary to empty the bladder completely. 

If there be much difficulty in introducing the catheter, it is best to let 
it remain; its aperture may be plugged, and it may be fastened by a 

(a) Nouveau Traitement des Rétentions d’Urine (6) P. Eaor, Dissert. du Cathetérisme exercé 


et des Rétrécissemens de l’Urétre par le Cathé- avec la Sende droite. Strasb., 1825. 4to, 
terisme rectiligne, ete. Paris, 1834. 
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double bandage and circles of sticking plaster around the penis. The 
urine must be allowed to escape every three or four hours; and every six 
or seven days a fresh one introduced, so that it may not get too much 
softened and encrusted. If the patient cannot bear the inlying of the 
catheter, it must be introduced as often as needful. 

If a stiff elastic or silver catheter remain in very long, or if the wrethra be shorter 
than usual, its beak may gradually penetrate the hinder upper wall of the bladder, 
and cause fatal peritonitis. In this case the urine begins to escape after five or six 
days, or it escapes between the wrethra and catheter, and symptoms of peritonitis arise. 
To prevent this the catheter must be carefully fastened, not too closely, so that it do 
not penetrate more deeply than that the urine may escape by its side openings. This 
may be easily managed, if whilst the urine flows, the catheter be pushed a few lines in, 
and carefully fastened at the moment it ceases to flow.—(LALLEMAND) (a). 

1819. The introduction of the catheter in the female is much more 
easy than in the male. The patient being laid on her back, and her 
thighs somewhat separated, the forefinger of the right hand, with the 
catheter upon its volar surface, is passed between the labia towards 

the orifice of the urethra, which is distinctly felt with its tip as an 
“aperture surrounded with a little puffy edge, and into it the catheter 
is passed. If it cannot be managed in this way, the parts must be 
exposed so that the orifice of the wrethra may be brought into view. 


OF PUNCTURING THE BLADDER. 


1820. When in consequence of retention of urine, the bladder is so 
ereatly distended, that dangerous results, as mortification, tearing of the 
bladder, or extravasation of urine, are to be dreaded, and the voidance of 
the urine cannot be effected by the natural passage, there remains no other 
means of safety for the patient than emptying the bladder by artificial 
means, or puncturing the bladder, (Paracentesis Vesice, Lat.; Blasen- 
stich, Germ.; Ponction de la Vessie, Fr.,) as it is called. This opera- 
tion is rarely necessary, if the introduction of wax or catgut bougies, 
elastic catheters, and a mode of treatment corresponding to the character 
of the retention, have been carefully pursued. It is, however, bad prac- 
tice to dispense with this operation, by trusting to the violent introduction 
of the catheter, in cases of insurmountable obstacles in the urethra. Punc- 
turing the bladder is not so dangerous an operation as by many supposed ; 
its danger is only much increased when it has been too long delayed. 

1821. Puncture of the bladder may be performed in three ways: jirst, 
above the pubes ; second, through the rectum, and in women, through the 
vagina; third, through the perineum. 

1822. In puncturing the bladder above the pubes, the patient must be 
placed in a half sitting posture in bed. The hair of the pubes having 
been removed, an assistant fixes the bladder with both hands, and holds it 
in the mesial line, corresponding to the linea alba. ‘The Surgeon puts the 
nail of the forefinger of his left hand upon the upper edge of the pubic 
symphysis ; holds with the whole right hand a somewhat curved (F'Lv- 
RANT’s) trocar, lays his forefinger on its convex surface, and places it 
with the concavity downwards, close above the nail of the left hand upon 
the white line, and thrusts it through the walls of the belly into the bladder. 
When the trocar has penetrated from two and a half to four inches 
deep, according to the thickness of the walls, the operator grasps the tube 


(a) Perforation de la Vessie par les Sondes fixés ; in Revue Médicale, vol.ix., p. 299. 1822, Nov. 
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with the fingers of the left hand, and draws the stilette out with the 
right. The urine now escapes by the tube, and being assisted by pres- 
sure on the belly, is gradually discharged. In order to prevent the 
sharp edge of the instrument injuring or irritating the walls of the 
bladder as it contracts, another silver tube with a blunt end is to be 
introduced through it, through the side openings of which the urine can 
escape ; its other end is furnished with a stay (a). For fixing the inner 
tube, a cleft compress is to be so applied, that the tube may lie in its 
cleft. The vertical part of a T bandage is to be crossed before and 
behind the tube and fastened to the girdle part. The outer tube must be 
fixed by bandages, drawn through the openings in its outer end, to the 
girdle-piece of a T bandage. To prevent the inner tube drawing back, 
tapes must be introduced through its rings, and attached to the openings 
of the outer tube. 


The direction to thrust in the trocar an inch to an inch and a half above the pubic 
symphysis rests on the notion that the bladder, in its ascent above the symphysis, is 
separated from the hind wall of the belly. However, in puncturing high, the danger 
of wounding the peritoneum is greater, and the bladder may more easily slip away, 
when it contracts, after the urine has been voided. In very stout persons, if the 
bladder be not very full, it may be proper to make a previous cut of an inch and a 
half long through ‘the coverings in the same place above the pubic symphysis, in the 
white line, till the bladder can be distinctly felt with the finger. 

The curve of the trocar should be a segment of a circle of eight inches diameter 
(DesavuLT) ; its length must vary according to the bulk of the body, but should not be 
less than five inches. 

It is objectionable to introduce a second tube, with a rounded end, or a flexible 
catheter, through the first, and to withdraw it, as the urine will escape by the side of 
the smaller tube. 


1823. After the operation, the urine must be discharged by the tube as 
often as is necessary. If inflammatory symptoms arise or continue, corre- 
sponding remedies must be employed. Towards the seventh day, the tubes 
must be removed to be cleaned. The inner tube must be first withdrawn, 
and then a curved steel cylinder having been introduced into the bladder, 
through the canula of the trocar, the canula must be drawn over it, and 
after having been cleansed, must be returned upon it. 

During the after-treatment, attempts must be made in every possible 
way to restore the natural passage for the urine. When this can be 
effected, and a flexible catheter have been introduced into the bladder, the 
tube may be withdrawn ; and then, whilst the surrounding coverings are 
held back with one hand, the opening is to be covered with sticking plaster, 
and if it will not close, must be frequently touched with lunar caustic. 


In changing the tubes care is always necessary for a long while, because the union of 
the bladder with the hind surface of the abdominal muscles is frequently not suffi- 
ciently firm for a considerable time. A previous cut through the covering prevents this 
adhesion. When, therefore, the reopening of the natural passage is impossible, the trocar 
must be thrust directly through the coverings, the tubes safely fastened, and the urine 
discharged less frequently through the tube, which must not be changed before the 
eighth day, and then only with the greatest care, the patient kept quiet, and when 
union between the bladder and abdominal muscles has taken place, an elastic catheter 
may be introduced into the bladder. ScHrecER (6) proposes, by means of loops in- 
troduced into the walls of the bladder, by the sides of the trocar tube, to bring them 
into contact with the walls of the belly, and encourage their union. 


(a) Zana, Operationen, vol. iii. pt. ii.pl.i. The object, is directed by Descuamps, Traité historique 
Same mode of proceeding, though with a different et dogmatique de la Taille, vol. iv. pl. viii. 
(b) Above cited, p. 231. 
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Upon puncturing the bladder above the pubic symphysis, the following works may - 
be consulted :— 

Méry; in Histoire de l’ Académie des Sciences. 1701, p. 378. 

Bonn, above cited. 

Moursinna, Neue medic.-chirurg. Beobachtungen, p. 391. Berlin, 1796. 

Pauuerra, Della Punctura della Vesica orinaria ; in Giorn. di Venezio, vol. ix. p. 217. 

Desavtt, Cuvres Chirurgicales, vol. iii. p. 317. 

Meyer, Dissert. de Paracentesi Vesice. Urlang., 1798. 4to. 

_ SoEMMERING, above cited, p. 52. ' 

ScHREGER ; in his Chirurgischen Versuchen, vol. i. p. 211. 

ABERNETHY, Surgical Works, vol. ii. p. 189. 

Kotur, Wiirdigung der Methoden des Harnblasenstiches ; in Rust’s Magazin, 
vol. xvii. p. 281. 

1824. In puncturing the bladder through the rectum, after having 
cleared the rectum with a clyster, the patient must be laid on the edge of 
a bed, so that the depending thighs may be bent and supported apart by 
assistants. The Surgeon introduces his finger oiled into the rectum, about 
six lines above the prostate gland ; then carries the curved trocar, with its 
point retracted, upon it, to the part where the finger determines the punc- 
ture should be made. The handle of the trocar is now sunk against the 
buttock, and at the same time the point thrust forwards out of the canula, 
and the trocar pushed in the axis of the pelvis to the depth of an inch 
to an inch andahalf. The stilette is then withdrawn, whilst the left hand 
steadies the tube. The urine having flowed through the first tube, a 
second, with a rounded end, is introduced, and both fixed by means of a 
cleft compress and T bandage, and tapes drawn through the rings. 

The works which may be consulted on puncture through the RECTUM are 
Poureau, Mélanges de Chirurgie, p. 500. Lyons, 1760. 
HamMILTon; in Philosoph. Trans., vol. xvi. 


Rerp, A., An Enquiry into the merits of the Operations used in Obstinate Suppres- 
sions of Urine. London, 1778. 8vo. 


Kuossk, Dissert. de Paracentesi Vesice urina per intestinum rectum. Jena, 1791. 8vo. 

Home, Everarp; in Trans. of a Society for the Improvement of Medical and 
Surgical Knowledge; and in Practical Observations on the Treatment of Strictures 
in the Urethra and the Cisophagus, vol. ii. p. 329. Second Edition. 


CarpuE, History of the High Operation for the Stone, p. 176. London, 1819. 8vo. 

1825. Puncturing the bladder through the perineum, is the most ancient 
practice, but at present almost entirely given up. In this operation, either 
the urethra and neck of the bladder are opened directly by a cut in the 
perineum or the cut is made upon a staff, (bowtonniere,) into the neck of 
the bladder, or the bladder is pierced with a trocar, which is thrust in 
either directly in the middle of a line supposed to be drawn from the 
ischial tuberosities to the raphe, two lines in front of the edge of the anus, 
the point of the instrument being directed first parallel to the axis of the 
body, and then thrust somewhat inwards; or a cut an inch and a half 
long is made half an inch to the left side of the raphe, beginning beneath 
the bulb of the wrethra, and ending by the verge of the anus, through the 
cellular tissue and muscles ; whilst an assistant presses the bladder down, 
the operator’s forefinger of the left hand introduced into the wound, ascer- 
tains its position, and then upon it he carries a thick grooved trocar, 
directed somewhat upwards into the bladder. The urine having been dis- 
charged, the outer wound is lightly filled with lint, the tube plugged and 
fastened as in puncture through the rectum. 
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For a careful recital of the various methods of proceeding in puncturing the bladder 
through the perineum, see 


PoLueEr, Ueber den Harnblasenstich im Damme. Erlang., 1813. 8vo. 
Upon the various modes of using the Sound, see 
DeEsavtt, above cited, vol. iii. p. 320. 


1826. Although opinions agree upon the undoubted preference of punc- 
turing the bladder above the pubic symphysis, and through the reetum, to 
that through the perineum, yet do they differ in regard to the first two 
modes of operation. 

In regard to puncture above the pubes, it is considered as easily per- 
formed and slightly painful ; that by it merely the coverings of the belly 
and one part of the bladder are injured, where it usually is not inflamed, 
and where it can be best treated ; that the bladder cannot be missed, that 
the after-treatment is easier, extravasation of urine does not so readily 
occur, and the tubes, if they accidentally fall out, can be easily replaced, 
and may be changed and cleaned with little trouble ; and that the patient 
can go about whilst they remain in. On the other hand, the slipping off 
of the bladder from the tubes after the discharge of the urine, by its fall- 
ing together, and by the pressure on it, if it descend very low, inflamma- 
tion and suppuration of the hind wall of the bladder, and thrusting the 
tube into the rectwm, are to be dreaded ; also if the urine be not completel 
discharged, that a part of it always remains in the bottom of the bladder. 

For the preference of puncturing through the rectum, it is alleged that 
the walls of the bladder and rectum are in closer contact, that the trocar 
has no thick parts to penetrate, and therefore the operation is not painful ; 
that the swelling of the bladder is more perceptible, and failure in intro- 
ducing the trocar less possible. ‘On the contrary, it is thought that in this 
operation the bladder may be missed, a blood vessel, or the seminal vesicles, 
or the peritoneum wounded ; that its effects are always greater, the escape 
of the tubes, infiltration of the urine, collection of pus and consequent 
urinary fistula, are to be feared. 

1827. The objections to the puncture above the pubes are of little value, 
as in performing it with a curved trocar, and by the introduction of a 
blunt tube, no injury to the hind wall of the bladder can ensue, and the 
escape of the urine can be furthered by the proper position of the patient. 
This mode of operation, therefore, serves generally, but is especially 
preferable over that through the rectum in those cases where the bladder 
is inflamed or otherwise diseased, in hardening of the prostate, in diseases 
of the rectum, specially in hemorrhoidal swellings, and if the discharge 
of the urine through the operation-wound must. be long sustained, or 
throughout life. ; 

As to the objections made to puncturing through the rectum, it may be 
replied, that the injury of the seminal vesicles may be easily avoided by 
passing the finger in deeply, and thrusting the trocar directly into the 
middle of the swelling ; that wounding the peritoneum is not easily pos- 
sible, because in the elevation of the bladder, the space between the pros- 
tate and that membrane is increased ; and the slipping out of the tubes, in 
many cases, cannot produce any inconvenience, as the urine either flows 
out through the opening, or the bladder again fills. The preference, how- 
ever, of the puncture above the pubes always continues the greatest. As 
peculiar indications for puncturing through the reetwm may be held, a very 
deep-seated bladder, effusion of blood into it, and an sid bs net dread 
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of the patient about an operation, in which case it can be done through 


the rectum, without his knowledge. 

Poe (a), in cases where the operation above the pubes cannot be performed, pre- 
fers that through the perineum to the puncture through the rectum, especially if it be 
foreseen that the retention of urine may be continued a long time after the operation. 
In the puncture through the perineum, there are also some special objects attainable, as 
the emptying calcareous concretions in permanent disposition to form stone, and the re- 
moval of the danger of ischury in consequence of large stones, which cannot be removed. 

[But few Surgeons in England, I believe, at the present time, ever perform either 
of the operations for puncturing the bladder, as above described, except in the single 
case of enlarged prostate, in which the operation above the pubes should be per- 
formed; and indeed, as regards that disease, the necessity for any artificial as- 
sistance, beyond that of introducing a catheter, is so rare, that it is scarcely thought 
of. In all cases the operation of opening the membranous part of the urethra, and 
introducing a catheter into the bladder, which is, and has been for many years past, 
commonly practised in this country, is the most satisfactory and the most effectual. 
If there be stricture, it is the Surgeon’s fault if the stricture and the retention be not 
cured at one and the same time; and, to a certainty, it prevents the possibility of 
mischief from extravasation, as the urine speedily flows by the wound, and is never 
pent up. There is neither difficulty nor danger in this operation. With common 
attention, the wrethra may, in most cases, be found, and a catheter at once passed into 
the bladder. If it cannot be found, as occasionally happens with young operators, who 
cut right through the urethra before they are aware of it, if the cut be continued more 
deeply, the bladder must be opened, if the wound be carried up in the axis of the 
pelvis; and if it be not opened, it is not matter of great consequence, provided there 
be a free external opening, as in the course of a few hours the urine will find its way 
into the wound, and be readily discharged ; and in cases of stricture, if the stricture be 
so far forward that it be not involved in the wound in the perinewm, made by the 
knife, or by sloughing, if urine be extravasated, it generally relaxes so much, that it 
can be cured by the ordinary treatment with bougies, or sounds, during the reparation 
of the wound in the perineum.—J. F. 8. ] 


IV.—OF THE CHSAREAN OPERATION. 
(Sectio Cesarea, Gastrohysterotomia, Laparo-Metrotomia, Lat. ; Kaiserschnitt, Germ. ; 
Opération Césarienne, Fr.) } 

Rousset, Traité nouveau de l’Hysterotomokia, Paris, 1581. Translated also into 
Latin by Bavuinus. Basil, 1582. 

Rueav, Traité de l’Opération Césarienne. Paris, 1704. 

Simon, Recherches sur ’Opération Césarienne; in Mém. de l’Acad. de Chirurg., 
vol. i. p. 623; vol. ii. p. 308. 

Kaxtscumipt, De Partu Cesareo. Jen., 1750. 

Srern, G. W., Praktische Anleitung zur Kaisergeburt. Cassel, 1775. 

WEIssENBORN, Observations dus de Partu Cesareo. Erford., 1792. 

FREYMANN, De Partu Cesareo. Marb., 1797. 

Hutt, Joun, M.D., A Defence ofthe Cesarean Operation, &c. Manchester, 1798. 8vo. 

Gariiarpot, C., Sur 1’Opération Césarienne. Strasb., 1799. 

Srern, G. W., Geburtshiilfliche Abhandlungen. Part I. Marb., 1803. 

Anstaux, N., Dissert. sur ’Opération Césarienne et la Section de la Symphyse des 
Pubis. Paris, 1803. 

Nerrmann, J. F., Speciem sistens Sectionis Casares Historiam. Hall, 1805. 

Graerr, C. F., Ueber Minderung der Gefahr beim Kaiserschnitte nebst der Geschichte 
eines Falles, in welchem Mutter und Kind erhalten wurden ; in Journal fiir Chirurgie 
und Augenheilk., vol. ix. p. 1. 

MicArzis, G. A., Vierter Kaiserschnitt der Frau ApaMETz, mit gliicklichem 
Erfolge fiir Mutter und Kind; in Neue Zeitschr. fiir Geburtskunde, vol. v. p. 1. 
Berlin, 1837. if 

Kayser, C., De eventu Sectionis Cesaree. Havnie, 1841, 8vo. 

RicBy, Epw., M.D., A System of Midwifery. London, 1844. 12mo. 


(a) Above cited, p. 47.—MonprEre ; in Révue Médicale, vol. ii. p. 319. 1841. 
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1828. When the pelvis is so narrow that a child cannot be brought 
into the world at all by the natural passages, or not alive, the delivery 
must be effected by some other than the natural way, that is, by the 
artificial opening of the belly and womb. 

1829. The circumstances demanding the Caesarean operation are first, 
when the antero-posterior diameter of the outlet of the pelvis is less than 
two and a half inches, and the child is alive; second, when there is so 
great narrowing of the pelvis, that the dismemberment of the child is 
impossible. 


When it is not quite certain that the child is alive, perforation should be preferred to 
the Cesarean operation ; as it should be also in misformed children. If the mother be 
against the operation, her voice must be attended to. In doubtful cases, for instance, 
when the signs which declare for and against the life of the child are of equal value, 
the choice of the operation is not to be left to her decision, if she resolve upon it 
during the labour. 

[“ The difficulty of deciding upon the operation, according to the indications of the 
Continental practitioners, is,’ observes RicBy, “much more perplexing than ac- 
cording to that which is followed in this country. ‘The question here is, can the 
child, under any circumstances, be made to pass per vias naturales with safety to the 
mother? The impossibility of effecting this object is the sole guide for our decision. 
In using the operation as a means for preserving also the life of the child, we must not 
only feel certain that the child is alive, but that it is also capable of supporting life, 
before we can conscientiously undertake the operation upon such indications. This 
uncertainty as to the life or death of the child greatly increases the difficulty of 
deciding. Under circumstances where there is reason to believe that, although the 
child may be alive, it is, nevertheless, unable to prolong its existence for any time, 
and the pelvis so narrow that it can only be brought through the natural passage 
piecemeal, we are certainly not authorized in putting an adult and otherwise healthy 
mother into such imminent danger of her life, for the sake of a child which is too 
weak to support existence. Circumstances may, nevertheless, occur, where the 
pelvis is so narrow that the child cannot be brought even piecemeal through the natural 
passage; in this case, even if the child be dead, the operation beeomes unavoidable. 
Under the above-mentioned circumstances, it is the duty of the Surgeon to perform the 
operation ; and he can do it with the more confidence, from the knowledge of many 
cases upon record, where it has succeeded, even under very unfavourable circum- 
tances, and where it has been performed very awkwardly ; moreover, it seems highly 
probable, that the unfavourable results of this operation cannot often be attributed to the 
operation itself, but to other circumstances, Not, unfrequently, the uterus has been 
so bruised, irritated and injured, by the violent and repeated attempts to deliver, by 
turning or the forceps, and the patient so exhausted, and brought into such a spasmodic 
and feverish state, by the fruitless pains and vehement efforts, together with the anxiety 
and restlessness which must occur under such circumstances, that it is impossible for 
the operation to prove successful.” (pp. 154, 55.)] 


1830. In a pregnant woman just dead, the Cesarean operation should 
be performed, if pregnancy be so far advanced, that the child is capable 
of living, if the delivery be not possible by the natural passages, and the 
mother actually, not apparently, dead (a); in which case the operation 
must be undertaken as quickly as possible. 


[The importance of the actual death of the mother being put, beyond all doubt, 
previous to undertaking the operation, under these circumstances, cannot be too 
strongly impressed. A medical friend, on whose veracity I can rely, told me of an 
instance in which a practitioner in the country, presuming that a pregnant woman 
labouring under typhus fever was dead, began the performance of the Cesarean 
operation, the pain of which arousing her from her deathlike state, she screamed out, 
and soon died. He lost his practice, and was obliged to leave the place.—J. F. 8.] 


1831. The Cesarean operation, partly on account of the very large 
wound it inflicts, partly on account of the symptoms which follow after, 
is a most exceedingly dangerous operation. The number of patients 

(a) RieaupEAUXx; in Journal des Sgavans, 1749. 
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saved is very few, in comparison with those who have died after it. 
Cases, however, are mentioned, where the operation has been per- 
formed, two, five, six, and seven times, upon the same person (a). A 
more favourable result is to be expected, if the patient’s health be good ; 
if she have not suffered from previous disease, fruitless labour-pains, or 
artificial attempts at delivery, and if the operation be undertaken at the 
right time. 


[MrcHaEtis, who has very carefully inquired into the subject, has considerable 
doubts of the authenticity of many of the cases of repeated Cesarean operation on the 
same woman, which have been related by the writers of the seventeenth and eighteenth 
centuries; for, as he observes, “it must be considered remarkable that no writer, as it 
seems, relates the circumstance at first hand, that is, from the Surgeon himself; for in 
No. 3, (the woman who stated she had been operated on thrice,) No. 7, (the ship’s 
captain who declared himself the sixth son of whom his mother had been delivered by 
this operation, and that she died in her seventh pregnancy, because the Surgeon who had 
previously operated on her was deceased,) No. 8, (the Minorite, the fifth son of another 
in this same way delivered of all her children,) and No. 9, (the woman mentioned by 
Count TREsSAN, who had been delivered by the Cesarean operation seven times,) the 
woman, or the sons who related it, are not of sufficient credit. To this must be added, 
that some of these histories rest alone upon hearsay, or on suspicious witnesses. ‘Thus 
was it, for instance, with Counr TREssan’s case, at a time when, at least in France, 
literary intercourse was very active, that it seems incomprehensible how BaupE- 
LOCQUE, in the Recueil périodique de la Soc. de Med., vol. v. p. 63 to 74, in which he 
gives a collection of sixty-six cases, from the year 1752 to 1799, should never at all 
have thought of this most remarkable case of all ; and it is almost beyond belief, that 
it should remain for Count TressaNn to discover such a case.” (p. 5.) “This inquiry, 
therefore, leads to the single result, that the old cases of often-repeated Cesarean 
operation must at least remain very doubtful. If, however, we be disposed to give 
credit one way or other, yet there is little benefit to knowledge from the want of old 
precise data, as, on the whole, the case of ADaMETZ alone shows the possibility of an 
often repetition of the operation.” (p. 6.), 

The most satisfactory inquiry into the result of the Czesarean operation is that made 
by Kayser (b), who divides the history into two periods; the former terminating with 
Simon’s Essay in 1749, and the latter from 1750 to the publicatien of his own paper. 
Of the two hundred and fifty-eight cases collected in the first period by MicHa£LtIs, 
to some of which reference has been already made, several rest on very slender 
authority. Of the three hundred and thirty-eight cases in the second period, one 
hundred and twenty-eight had a fortunate result, as regarded the life of the mother ; 
whilst two hundred and ten terminated fatally; or a mortality of 62 per cent. It 
appears, however, from the following table, that the fatality of the operation has been 
diminishing since 1750 :— 

From 1750 to 1800 there were 37 successful 80 fatal cases. 
J Cols, 4882 ‘ Pelee At oh G ke ae 
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Or in a decreasing ratio of 68, 63, and 49 per cent. 


Where labour had lasted more than seventy-two hours, the mortality was 72 per 
cent.; in those where it had continued a less time, only 61 per cent. 

According to Kaysrr’s inquiries, it appears, that “in one hundred and twenty-three 
cases the cause of death was stated with more or less accuracy ; and it appears that 
seventy-three women died from inflammation, or its consequences, and twenty-nine 
from the shock to the nervous system. Internal hemorrhage occurred in ten, in whom 
coagula of blood were found in the abdomen ; two died from external hemorrhage, two 


(a) Simon; above cited, p. 636.—Lz MarstRE ; 
in Journ. de Médec., vol. xliv. 1812.—SomMER 5; 
in Russischen Sammlungen fiir Naturwissenschaft 
und Heilkunst, vol. i. pt. iv. Leipz., 1817.— 
Locuer, J. T., M.D.; in Med.-Chir. Trans., vol. 
ix—xi. p. 182. 

(b) Cited at the head of the article. I am very 
sorry that I have been unable to lay hand on this 


Inaugural Essay ; and am, therefore, compelled to 


refer to the very meagre extracts from it in the 


British and Foreign Medical Review, vol. xiv. 
p. 199, 1842, in which the reviewer observes :—“ It 
is true that this task (that of presenting a list as 
complete as possible of all well-anthenticated cases) 
is by no means new, but it has never been executed 
so well as by Kayser.” I hope, however, at a 
future occasion to be more successful.—J.F.S. 
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from pneumonia, one from rupture of the uterus, and consequent hemorrhage, on the 
seventh day after delivery ; one died from osteomalacia, and one from the immediate 
effects of the operation, only twenty-four hours after its completion.” (p. 129.) 

MIcHAELIs’s own case is the most remarkable and best authenticated of any that have 
been published. The woman was delivered four times by the Cesarean operation. 
The account of the first three is given by Frist (a), and of the fourth by Micuaxxis 
himself (0d), 

The woman was born at Wilster, in Holstein, in 1795, and was so ricketty that she 
was only able to walk a little when in her twelfth year. She became pregnant, and on 
the morning of the 18th June, 1826, all other means of delivery being inefficient, the 
Cesarean operation was performed by Dr. Zwancx, of Eddelack. The placenta was 
separated and removed immediately after the child, which appeared to have been 
some time dead, had been extracted, the womb contracting strongly; but this was 
followed by a severe bleeding, which was stopped by dropping cold water from a sponge, 
at a height of some feet. The edges of the external wound fell so completely together 
that there was not need of sutures, and sticking plaster was alone applied. Shortly after 
three weeks it had healed ; before a month she left her bed, and two months from the 
operation mensturated. On the 21st Jan., 1829, she was again in labour, at the Lying-in 
Hospital at Kiel, where the Cesarean operation was performed on her by WIEDE- 
MANN: the child was born alive. The external wound was brought together with 
three stitches and sticking plaster, and a small tent left in the lower angle of the 
wound. On the 2Iist Feb. she got up from her bed for some hours, and was very 
well. In the beginning of March the wound was perfectly healed, except a few 
points of skin and a small sinus, which had not healed when she left the house at the 
latter end of that month. On the 28th March, 1832, she was in Kiel Lying-in Hospital, 
again subjected to the Cesarean operation, which was performed by MicuaE Lis, and 
the child born alive. The womb contracted imperfectly on the removal of the after- 
birth, and there was then first a slight flow of blood from the womb, which was stopped 
in a few minutes by a stream of water from a sponge. Four sutures were put into the 
skin-wound, with a small portion of linen into its lower angle, and sticking plaster 
afterwards applied with a circular roller. The wound was healed, excepting a very 
small part of the scar, by the 16th May ; but on the 25th, a small fistulous passage was 
discovered running into the womb, which had become firmly adherent to the walls of 
the belly. On the 10th June the fistula was healed (c).] 


1832. The favourable time for this operation is that at which nature 
would, under other circumstances, expel the fwtus ; when, for instance, 
mucus, streaked with blood, flows from the generative parts; when the 
mouth of the womb is wide open, the waters have escaped, the head or 
any other part of the child is perceptible, and the labouring woman has 
suffered already aetual, painful, quickly following labour-pains, nearly 
approaching convulsions. (GRAEFE.) 

[“ Although it is so important,” says Riepy, “that we should lose no time, still, 
nevertheless, it does not appear desirable to operate before labour has commenced, 
to any extent; for, unless the os uteri has undergone a certain degree of dilatation, it 
will not afford a sufficiently free exit for liquor amnii, blood, lochia, which, by stag- 


nating in the uterus, after the operation, would soon become irritating and putrid, in 
which case they would be apt to drain through the wound, and create much mischief.” 


(p. 155.)] 

1833. The preparation for the operation consists in emptying the 
rectum with clysters, and the bladder with a catheter. The instru- 
ments required for this operation are a convex-edged and a button- 
ended straight bistoury, a director, bandages, and several needles. The 
position of the patient should be horizontal, upon her back, with the 
upper part of her back somewhat raised, on a narrow table, covered with 
a mattress; she should also be covered with a cloth at those parts not 


(a) Neue Zeitsch. fir Geburtskunde, vol. iii. 
b) Cited at head of article. large 8vo.; with eight plates. Extracts from the 
3 Micnag.is, G. A., M.D., Abhandlungen same in Neue Zeitsch. fir Geburtskunde, vol. iii. 
aus dem Gebiete der Geburtshilfe. Kiel, 1833, p.438. By Fxrsr of Mainz. 
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interfering with the operation, and should be held by assistants. Her 
face should be turned from the operator, or covered with a thin cloth. 

1834. To prevent the protrusion of the intestines through the wound in 
the walls of the belly, moderate pressure with the hands is usually em- 
ployed. AUTERIETH proposes the previous introduction of ligatures before 
the womb is opened, and RierGEn, a girdle of plaster. GRAEFE more pro- 
perly makes well-regulated pressure with three sponges, each a foot long, 
six inches wide, and three inches thick, held by assistants, so that a space 
about eight inches long, and from three to four wide, is left clear. If 
intestines be found between the womb and the wall of the belly, which may 
be ascertained by the yielding elastic condition of the latter, they must be 
first thrust back by gentle pressure, till a convex, unyielding firm hard body 
be felt in every direction. At the very moment when the last part of the 
child escapes, the sponges must be more firmly pressed, by the assistants. 

1835. The seat and direction of the cut has been variously proposed. 

First. The Lateral Cut, on the side where there is the greatest promi- 
nence of the belly, or, directly opposite it (a), by the side of the white line, 
more or less distant from it, in or near the m. rectus abdominis, between 
the navel and the pubic bones, and a little obliquely from above down- 
wards and outwards (6). 

Second. 'The Cut in the white line, beginning from above or below the 
navel, to an inch and a half or two inches above the pubic symphysis (ce). 

Third. The Transverse Cut, upon the side, where the womb is most 
prominent between the m. rectus and the spinal column, and between the 
false ribs and the crest of the hip-bone, above or below the navel (d). 

Fourth. The Oblique or Diagonal Cut, the direction of which is from 
the extremity of the lowest false rib to the horizontal branch of the pubic 
bone of the other side, obliquely across the white line, so that the middle 
of the cut falls immediately upon it (e). 

1836. The choice and direction of the cut, with its accompanying ad- 
vantages, are not in general determinate, but must be guided by the par- 
ticular circumstances of the case, especially by the position and direction of 
the womb, the pretty well known seat of the placenta, the position of the 
child, the size of the space between the navel and the pubic symphysis, and 
the like. As the placenta is most usually on the right side, though it may 
be also on the left, preference has been given to the cut on the left side. 
rather than to that on the white line. In this cut the outer and inner walls 
are parallel, all fluids escape more readily from the wound; the wall of the 
belly is at this part thinnest ; in opening it no blood vessel is wounded, and 
the healing of the wound in the /inea alba is as quick as in any other part 
of the wall of the belly. In the diagonal cut the womb, after the operation, 
contracts so that the wound in it does not gape. The same also happens 
with the oblique cut ; in it, however, the wall of the belly is cut through at 
its thickest part, and vessels are wounded. That part is to be specially con- 
sidered as the best where the womb and the child can be most distinctly felt. 

1837. The operation consists of the following steps :—/ir'st, the opening 


(a) Mittor, Observation sur l’Opération dite (c) GuERIn, Histoire de deux Opérations Césa- 
Cesarienne, faite avec succés. Paris, 1796. Obser- riennes. Paris, 1750.—Baupetoceur, L’Art des 
vations sur les Causes et les Accidens de plusieurs Accouchemens, vol.ii. Paris, 1807.—Dr.eurye, 
Accouchemens laborieux. Paris, 1750. 8vo. Se- Observations sur l’Operation Césarienne & la ligne 
cond Edition. blanche. Paris, 1788. 

(b) Rousset, above cited, —Levret, Observa- (d) Lauversat, Nouvelle Méthode de pratiquer 


tions sur les Causes et les Accidens de plusieurs "Operation Césarienne. Paris, 1788. 
Accouchemens laborieux. Nouv, Edit. Paris, 1780. (e) Srery, Geburtshiilfliche Abhandlungen, 
8vo.—StTeEIN, Abhandlung yon der Kaisergeburt. vol. i. p. 125. 
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of the belly-wall; second, the opening of the womb; third, the draw- 
ing forth of the child and of the after-birth ; fourth, the closing of the 
wound, 

1838. The skin and abdominal muscles are to be cut through to the 
peritoneum in one of the directions given, (par. 1835,) with a convex bis- 
toury. Any vessel wounded must be tied; a small Opening is then made 
into the peritoneum to admit the forefinger of the left hand, and upon it 
the button-ended bistoury is introduced and divides.the peritoneum the 
whole length of the outer wound. A cut is then made in the white line, as 
no vessel can be there wounded, bearing in mind the thinness of the ex- 
panded wall of the belly, with one stroke through the coverings and peri- 
toneum. A length of five inches for the cut in the wall of the belly is 
sufficient, and of four and a half inches for that in the womb is generally 
to be considered sufficient. The womb now presenting itself in the 
wound, of a bluish-red colour, its cavity is to be cut into with the convex 
bistoury to a small extent, and the wound enlarged in the direction of 
the outer wound, as quickly as possible with the button-ended bistoury 
introduced on the forefinger. The child, grasped according to its posi- 
tion, by the head or feet, is to be drawn out, but not too hastily, and the 
navel-string tied and divided. If the opening of the womb fall upon the 
middle of the placenta the cut must be quickly enlarged, the placenta cut 
through, the child pulled out, and the placenta separated. If the cut light 
upon the edge of the placenta, it must be separated. If the separated pla- 
centa present itself in the wound of the womb, it must be separated by a 
gentle pull upon the navel-string and by a not very quick twist. Ifthis be 
not sufficient, it must be separated by introducing the hand into the womb. 


WiGAND’s (a) proposal of pushing the navel-string with a curved rod through the 
mouth of the wound into the vagina is objectionable. 

If the womb do not, by its own contraction, descend into the pelvis, it must be cau- 
tiously thrust down (6). 

Various kinds of knives for the Cesarean operation have been recommended by 
STEIN (c), by FLAMMAND, with a removable sheath (d), by ZELLER (e), and MEsnarp’s 
knife and scissors (f ). 


1838. After the blood, which has escaped into the cavity of the womb, 
has been sopped up with fine sponge dipped in warm water, the mem- 
branes, which by stopping up the mouth of the womb prevent the flowing 
away of the blood, are to be removed, the blood poured into the belly 
gently pressed out, and any of the intestines which have protruded having 
been replaced, the edges of the wound are brought together by the as- 
sistants, and closed with the sutures (gy), which are introduced with 
needles of sufficient breadth, in such way, however, that the lower angle of 
the wound, in which a strip of oiled linen is to be placed, may remain 
open for the escape of fluid. To support the closed wounds, some pieces 
of sticking plaster, from four to five inches and a half in width and 
length, are to be put on, and once and a half surround the belly, their 
middle placed on the back, and the ends brought forwards crossing in front 
upon the wound and fixed obliquely below. The open part of the wound 
below is to be covered with wadding spread with ointment, and over it 
sticking plaster, and the whole belly supported with a linen girdle, having 


(a) Drei Geburtshiilfliche Abhandlungen, p. 96. Hamburg, 1812. 
(6) Geburtshiilfliche Abhandlungen, (e) ScHNETTER’s Verzeichniss der chirurg. In- 
(ec) Anleitung zur Geburtshiilfe, pl. vi. figs.3, 4. strumente. 
Fifth Edition. (f) KromBuorz’s Akologie, pl. v. fig. 30, 


(d) Dissert. de l’Opération Césarienne. Paris, pl. vi. fig 1844, 
1811. (g) Graerg, above cited, p. 25. 
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strings in front. The patient is then so placed in bed that the lower angle 
of the wound may, as far as possible, be the most depending part. 


[In a case operated on by GopErroy of Mayence (a), after the womb had contracted 
the edges of the wound did not come together, but a considerable space remained be- 
tween them; he therefore passed some sutures of waxed double threads, with a needle, 
through the whole thickness of the womb. The wound in the wall of the belly was also 
brought together by passing the needle through its whole thickness, and also through 
the peritoneum. On the eleventh day, the union of the wound appearing firm, the 
sutures were removed, On the twenty-ninth day no trace of suppuration remained, and 
the patient left her bed. She recovered, and her child had been saved. Objections 
have been made by DesorMEAUX to sewing up the womb, but Goprroy thinks their 
danger is exaggerated. 

«“ The most dangerous circumstance in this (Cesarean) operation is,” observes M1- 
CHAELIS, “ the impossibility of preventing completely the effusion of the secretion from 
the wound into the belly. The choice of the seat of the operation, as nearly as possible 
parallel to the white line, seems to be always the most important point, for there most 
rarely do the two wounds separate from each other. I have already mentioned, in 
another case (6), the remarkable circumstance that the wound in the womb lies trans- 
versely, and sinks to the lowest angle of the wound in the wall of the belly; and in 
other instances I have observed still more remarkable varieties in the wound and its 
fatal consequences. It may be hoped that this more frequent separation would not be 
So injurious, as the secretion of the wound discharges itself through the mouth of the 
womb and the vagina. The form which ‘the wound assumes in consequence of the 
contraction of the womb is, however, unfavourable for this escape; it gapes externally, 
and lies close together within. Thus was it in my ease, in which the whole wound in 
the womb remained long open, and was in general supported by purely mechanical 
means. But when the after-pains very soon subside the womb may so close, in conse- 
quence of general turgescence, before the oncoming of suppuration, that the cure is 
quick and without suppuration. It is therefore important that the after-pains should 
be very early put a stop to, if possible, by the moderate, or even the more active use of 
opium.” (p. 24.)] 

1840. The after-treatment must be the same as that generally laid down 
for large wounds of the belly, the state of the patient in regard to her 
puerperal condition being borne in mind (c). The dressings must be 
replaced when the secretion from the wound has penetrated through, or if 
there be any strangulation of the intestines or omentum. The removal of 
the sutures, if not previously required on account of inflammation, should 
not be before the eighth or tenth day, first indeed, the upper, and after- 
wards the lower ones. The vagina and mouth of the womb should be 
examined every day, and everything removed which can interfere with the 
lochial discharge. When scarring begins, a well-closing belly-band must 
be employed to prevent abdominal rupture, and all exertion avoided. 


[MrcHAELIs observes, in regard to opium:—“ The employment of opium, at first in 
large, and afterwards in small doses, I consider the most important remedy for the pur- 
pose of guarding the nervous system before it become affected by so great an injury as 
the operation, for moderating the pain and for diminishing reaction.” And as to the 
necessity of keeping the bowels freely open, he says, that “ his own experience, and 
his observation of other cases, have disposed him to it; that there is scarcely a fully 
described successful case in which the relief of the bowels has not been frequent, indeed 
where there has not been severe diarrhea. ADAMETZ had the bowels moved on the 
last occasion, from the third to the twentieth day, almost daily six times, and on the 
fourth day nineteen times; that this was excessive I will not deny; the inconvenience, 
however, was trifling, and, indeed, had there not been on the fourth day so great a dis- 
charge she would have been with difficulty saved. It is, however, difficult to effect the 
relief at the proper time with the usual means. I believe, however, that we have in 
ice the safest and, in other respects, the most proper remedy; it at once operates 
quickly as a purgative if some doses of calomel be given with it.” (pp. 25, 6.)] 


1841. The following special proposals to diminish the danger of the 


(a) Gazette Medicale, vel, viii. p. 444. 1840. (b) PrarF; Mittheilungen, vol. ii. p. 119. 
(c) Upon the after-treatment, see GRAEFE. 
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Cesarean operation may be here mentioned :—First. The head of the 
child should be pressed up against the front of the womb and the belly by 
the hand passed through the pelvis up into the womb, and upon it and the 
white line, the cut made as far as necessary in order to hasten the expul- 
sion of the child (a). Second. After the wound is made in the wall of 
the belly, immediately the womb, the vagina, and, if necessary, the mouth 
of the womb should be opened at a single cut, and the child drawn out 
of the womb (6). Third. According to R1rTGEN (c), a semilunar cut 
should be made from the crest of the hip-bone to near the pubic sym- 
physis, through the skin, whilst an assistant, standing at the patient’s left 
breast, thrusts down the womb from the right side, by which the skin over 
the region of the wound is stretched. A cut of similar extent through 
the muscles follows that through the skin, care being taken not to wound 
the peritoneum. The cellular tissue covering the peritoneum is to be 
loosened with the fingers, with the handle of the knife, or with the knife 
itself, and the cavity of the belly undermined. The straight director is 
now introduced into the vagina, and so directed that its point pushes the 
vagina above the middle of the right linea innominata. The operator 
now thrusts the stem of the director through the wall of the vagina, and 
enlarges the opening with a button-ended bistoury towards the bladder. 
The director is removed and the cut continued towards the rectum upon 
the right forefinger. If the cut can be so made that an edge of two or 
three inches of the vagina be formed on the right half of the neck of the 
womb, it must be divided obliquely with the scissors ; the wound is then 
covered and the passage of the child watched. If necessary, the womb 
also may be cut into on the right side. 


RriETGEN (d) considers that the wound in the walls of the belly, made as above 
directed, gives but little width, on account of the oblique direction of the descending 
fibres of the external abdominal muscle, and that for the extraction of the child 
a second cut is necessary to divide those fibres transversely. Cutting into the mouth 
and neck of the womb seems in no case to be dispensed with, and after the first 
cut has been made through the cavity of the vagina, must be immediately proceeded 
with. By thus doing, the division of the hind part of the vagina is unnecessary, and 
the considerable bleeding which accompanies it is thereby prevented, and what there is 
may be easily and completely stanched with a sponge dipped in cold water. The best 
chosen part for the cut into the womb is under that fold of the peritoneum which 
passes upon the round ligament of the womb, and partly lies upon it. AstLEY CoorrEr’s 
hernial knife answers best for opening the womb. 

BAUDELOCQUE’s (e) method agrees almost completely with that of Rrercen. He 
makes in the right-sided obliquity of the womb a cut upon the left side of the belly along 
the outer edge of the m. rectus, from the navel to an inch or two above the symphysis. 
The waters are discharged through the vagina, the legs and thighs bent, and, with the 
finger introduced at the lower part of the wound, the peritoneum is separated through- 
out the whole extent of the iliac pit, and above the iliac artery. One assistant then 
draws back the peritoneum and intestines, and another keeps the womb in its place by his 
hand applied to the belly. The operator introduces his hand into the wound, seeks for the 
iliac artery, and ascertains whether any branches pass from it around the vagina, and if 
there be, they must be tied before he cuts through them. The left hand smeared with 
oil is now carried into the vagina, which is to be lifted into the wound, and then cut into 
as low down as possible below its insertion into the neck of the womb, and the cut 


(a) OstanvER; in Gott. gelehrt. Anzeig., 1813. | rungen daraus ; in Heidelberger klinischen Anna- 
(6) Jére, Versuche und Beitriage, p. 263. Leipz., —_ len, vol. i. p. 263. 
1806. (e) Thése Inaugurale. Paris, 1823; and Nou- 
(c) Die Anzeigen der mechanischen Hilfen bei veau Moyen pour délivrer les femmes contrefaites 
Entbindungen, p. 441. Giessen, 1820. a terme et en travail, substitué 4 1l’Opération 
(d) Geschichte eines mit ungiinstigem Erfolge Cesarienne, suivi de reflexions sur ce sujet, par 
verrichteten Bauchscheidenschnittes und Folge- F,T.Ducn&rrav. Paris, 1824. 8vo. 
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lengthened to four inches and a half. In left-sided obliquity of the womb, the cut is 
to be made on the right side. BaupELocqvE calls this operation Gastroelytrotomy. 

Puysick (a) proposes making the cut horizontal above the pubic bones, and to 
dig here beneath the peritoneum. 

Experience has not yet decided on the value of these several methods, especially upon 
the various difficulties in bringing the child into the world. The advantage of 
uot opening the cavity of the belly is counterbalanced by the tearing away and 
separating the peritoneum, from which dangerous inflammation, effusion, and collection 
of pus would necessarily ensue. 

[From the account which MicHaE.is has given of the woman ADAMET%, it is evident 
that, with good reason, he considers a repetition of the operation as more likely to be 
successful than the first, on account of the adhesions which the womb acquires to the 
wall of the belly. He observes, that “ the growing together of the walls of the belly with 
the womb had the most favourable influence upon the subsequent operations. This 
union had already taken place, at the second operation, at one part; in the third, three 
places had united; in the fourth, the union was complete as far as the cut extended. 
But I consider that even a partial union has an important influence, by preventing the 
wound of the womb separating so far from the wall of the belly, that the secretion from 
the former cannot find a free passage into the latter. It has also the advantage in this 
operation that if it (the adhesion) be above, the intestines cannot protrude there, but 
if it be complete, there can be no protrusion. This would be a very untoward condition, 
if MERREM’S opinion (b) were correct, that ‘in the adhesion the wall of the belly, in the 
latter half of pregnancy, there would be tearing from the little extensible belly-wall, and 
thus the flying open of the whole imperfect scar of the womb would necessarily occur ;’ 
and that ‘in such cases it was not to be supposed that the fetus would be carried its 
full time.’ MerrR©M, on the one hand, draws his conclusions from one single case ; but 
nature, on the other, has other means than theory imagines. ‘These are, that the ad- 
herent wali of the belly, or the scar, possesses the same extensibility as the womb itself. 
The first wound of five inches had, in the second pregnancy, lengthened itself to 
ten inches, and was four inches broad. In the third pregnancy it was twelve long, and 
five inches broad; and in the fourth pregnancy still larger. The contraction of the 
scar after the fourth pregnancy was most surprising, for although the cut itself 
after some days had diminished to half its length, although it at last diminished from 
five inches to one, yet was the wall of the belly, at the part where the womb adhered, 
smooth and free from fold; but where it did not adhere, were two slight transverse 
folds.” (pp. 22, 3.)] 


V.—OF GASTROTOMY. 


‘(Gastrotomia, Laparotomia, Lat.; Bauchschnitt, Germ.) 


1842. If a fetus be developed in the Fallopian tube, in the ovary, 
or in the cavity of the belly, or if by bursting of the womb or vagina it 
escape into the cavity of the belly, and its extraction cannot be effected 
by the natural passages, dangerous symptoms in regard to the mother are 
to be feared whether the child be alive or dead, and there be no signs 
that it can be discharged by the process of ulceration in one way or other 
by the natural powers, then opening the cavity of the belly is required. 
The other diseases which render this operation necessary have been 
already mentioned. 

The symptoms of an extra-uterine pregnancy are never so manifest, that before the 
usual period of delivery the operation can be decided on; although, if it can be 
performed between the second and fifth month, the hope of a successful result is by far 
greater than when it is undertaken at the ordinary termination of pregnancy ; for in 
these cases the abdominal bowels are always considerably altered, the whole constitu- 
tion of the patient is greatly disturbed; it is not certain that the placenta can be 
completely separated ; and in the separation of the membranes, dangerous bleeding 
is always to be dreaded. In what way also is the lochial discharge to be got rid of? 
It must also be remembered that the fetus, in extra-uterine pregnancy, very rarely 


(a) Dewrxrs, Compendious System of Midwifery. (b) Gemeinde Zeitschr. fiir Geburtsk., vol. iii. 
Philadelphia, 1824. p- 338. 
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reaches the full period, that on the contrary it not unfrequently remains enclosed and 
crumpled up in the membranes, which are thickened and hardened; or that in conse- 
quence of the irritation of the fetus, inflammation, adhesion of the neighbouring parts, 
and throwing off the fetus piecemeal, by suppuration, through the openings of the 
abscess or by the rectum, may happen; so that, in most cases, it may be best to assist 
nature in the discharge of the fetus, in the way just mentioned, by means which 
encourage suppuration, and the like. According to Herm (a), most violent pains, and 
the most pitiable and deplorable condition may exist, and in one case did for ten years. 

[It is an important question, whether a womb can be ruptured completely, excepting 
its peritoneal coat, within which the fatus may be still retained, and so found by the 
operation of gastrotomy. BuiunpELu (6) thinks it can, and gives as an example 
Bariow’s (c) case, in which it is stated “the uterus was very thin, scarcely exceeding that 
of the peritoneum, and equally so throughout the whole extent of the incision.” 
(p.159.) Huu (d), however, considered “that the child had escaped through a lace- 
ration of the wterus into the abdomen, enveloped in the secundines, and that BARLOW 
had merely divided the membranes, when he fancied he had divided the uterus.” 
(p. 73.) Bat BLUNDELL says :—“ To me it appears to have been a case of rupture of the 
muscular substance of the uterus, without rupture of the uterine peritoneum.” (p. 552.) 
Under such circumstances the operation performed would be merely gastrotomy, and 
not the Cesarean. |] 

1843. When in a tubular or ovarian pregnancy the membranes enclosing 
the fetus are torn, or by a rent of the womb, the fetus escapes into the 
cavity of the belly, in which latter case the patient, after severe suffering 
and labour-pains, feels suddenly easy, and has a sensation of warmth 
spreading over the belly, the pulse small and quick, and the like, death in 
general soon follows. 

1844. No definite rules can be laid down for the place and direction of 
the cut. At the part where the fetus is most distinctly felt, and towards 
which an assistant should press it with his hands spread flat on both sides, 
a cut of about six inches long should be made through the skin and 
muscles down to the peritoneum, which must be then divided, as in 
the Cesarean operation. If the fatus be uncovered by the membranes, 
it may be removed in any convenient way; if it be enclosed, the mem- 
branes must be cautiously separated, the fatus, and afterwards the mem- 
branes, if not prevented by adhesion (e), and the placenta removed. If 
the fetus be partly in a rent of the womb, it must be taken out cleverly, 
if possible without enlarging the rent. If separation of the placenta be 
impossible, the navel-string, after having been tied, must be left hanging 
out of the wound till the placenta come away. The dressing and after- 
treatment are the same as in the Cesarean operation. 

1845. If an abscess or fistulous opening have already formed, it must be 
cut into or enlarged for the purpose of removing the fetus whole or 


piecemeal ( /’). 


VI.—OF CUTTING THROUGH THE PUBIC SYMPHYSIS. 
(Synchondrotomia, Lat.; Schoosfugenschnitt, Germ. ; Symphyséotomie, Fr.) 

Camper, Epistola de emolumentis Sectionis synchondroseos Ossium Pubis. Groe- 
ning, 1774. 

SIGAULT, Discours sur les avantages de la Section de la Symphyse du Pubis. Paris, 
1778. 

Leroy, A., Recherches historiques et pratiques sur la Section de la Symphyse du 
Pubis. Paris, 1778. 


(a) Erfahrungen iiber Schwangersehaften aus- (c) Medical Records and Researches. London, 
serhalb der Gebirmutter; in vermischten Med.- 1798. 8vo. 
Schriften, p. 363. Berlin, 1836. (d) Defence above eited. 

(b) Leetures on the Theory and Praetice of (e) VEEL; in Wirtemb. Med. Correspon- 
Midwifery; in Lancet, 1837-3, vol. ii. denzbl. 1840. 


(f) Frepver, Dissert. de Laparotomia, novissimoque ejus exemplo. Viteb., 1811. 4to. 
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Leroy, Observations et réflexions sur l’Opération de la Symphyse et les Accouche- 
mens laborieux. Paris, 1780. 

Pret, Pensées sur la Section de la Symphyse des Os Pubis. Paris, 1778. 

von Krapr, K., Anatomische Versuche und Anmerkungen tiber die angebliche Er- 
weiterung der Beckenhohle, u.s. w. Part I. Wien., 1780. Part II., 1781. 

SreBoLp C., ET WEIDMANN, Comparatio inter Sectionem Czsaream, et Dissectionem 
Cartilaginum et Ligamentorum Pubis in partu, ob angustiam Pelvis, impossibili. 
Wirceb., 1779. 

Water, von der Spaltung der Schaambeine in schweren Geburten. Berl., 1782. 

Micners, J. P., Dissert. inquirens Synchondrotomiz utilitatem in Partu difficili. 
Lugd. Batav., 1781. 4to. 

Descrances, Remarques critiques et Observations sur la Section de la Symphyse des 
Os Pubis ; in Journal de Médecine, p. 481. 1780. 

Lavuversat, Nouvelle Méthode de pratiquer l’Opération Césarienne et Parallele de 
cette opération et de la Section de la Symphyse des Os Pubis. Paris, 1788. 

BaupELocquE, An in Partu impossibili Symphysis secanda? Paris, 1776. 

4 Satomon, Verhandeling over de Nettigheit der Schaambenschneede, etc. Amster- 
am, 1813. 

1846. Cutting through the pubic symphysis is required in a narrowing 
of the antero-posterior diameter of the outlet of the pelvis of from two 
and a half to three inches, and in a narrowing of the transverse diameter 
of the brim and outlet of from two to three inches. 


To lay down determinate indications for cutting through the pubic symphysis is 
difficult, as the experiments which have been made upon the enlargement of the pelvic 
dimensions, after division of the symphysis in dead bodies, have presented different results, 
and it has happened with this operation, as with many others, that it has been, on the 
one hand, too much vaunted, as on the other it has been unhesitatingly discarded. ‘The 
indications here given rest on the experiments and practice of ANs1aUx (@), from which 
it appears that the pubic bones, after the division of their symphysis, are capable of a 
separation of three inches, without the sacro-iliac symphysis being torn; that by this 
separation the outlet acquires an additional extent of ten lines, and that by the entrance 
of a part of the child’s head into the space between the separated pubic bones, a still 
further space of five lines is obtained. This proportion may, however, vary in some 
subjects, which, however, can previously be just as little decided, as can any ossification 
of the sacro-iliac synchondrosis, In deciding, however, upon the results of cutting 
through the pubic symphysis in the dead subject, it appears to me an important cireum- 
stance, whether the experiments have been made sooner or later after death. 

According to Vrotick’s (6) experiments, in consequence of the intrusion of the rump- 
bone in the parting asunder of the separated pubic bones, the increase of the pelvic 
space is little, and therefore a large restriction of the cut through the pubic symphysis 
is necessary. 

Further experience is still requisite to determine how far this operation is applicable 
in the artificially produced premature labour (c). 


1847. The operation is to be performed in the following way :—The 
patient having been placed on her back on a narrow couch covered with 
a mattress, the pudenda cleared of hair, and the rectum and bladder, in 
the latter of which the catheter is to remain, emptied, a cut is to be made 
at the part immediately corresponding to the pubic symphysis, beginning 
half an inch above the upper edge of the share-bone, and carried down to 
the clitoris, without wounding it. In the direction of this wound every 
thing is to be cut through, down to the cartilage. An assistant now presses 
the bladder aside with the catheter, and the operator introduces a button- 


(a) Clinique Chirurgicale, p. 79. 


(b)Versuche tiber das Zuriickweichen des heiligen 
Beines sowohl im unverletzten Becken, als nach 
der Schaambeintrennung ; in von SteBoLp’s Jour- 
nal fiir Geburtshiilfe, vol. i. p. 542.—von Wy, 
Ueber die Ausfihrbarkeit und den Nutzen des 
Schaamfugenschnittes; in same vol. i. p. 502.— 
OzrneE; Experiments to determine the applica- 


bility of the Sectio Ossis pubis ; in Med. Commun. 
of the Massachusetts Med. Soc., vol. i. Boston, 
1808.—Covson, C., Essai sur la Synchondrotomie 
pubienne. Paris, 1825. 4to. 

(c) RetstneErR, Die kinstliche Frihgeburt, als 
ein wichtiges Mittel in der Entbindungskunst. 
Augsburg, 1820. 
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ended curved strong bistoury at the lower edge of the pubic symphysis, 
and thrusting it along the hind surface, divides the symphysis from within 
outwards. Any bleeding must be stanched by pressure or ligature. 

If the symphysis be ossified, a little straight button-ended thin saw is to be applied on 
its upper edge, and division made with some short strokes, during which the assistant 
draws the soft parts as much aside as possible. 

1848. ‘The share-bones now in general separate from each other, which 
the assistants holding the thighs, allow to take place but very slowly, and 
the labour proceeds by the natural powers, or is completed by artificial 
aid. Ifthe bones do not part from each other, the thighs must be slowly 
separated, till the space between the divided bones has acquired two, two 
and a half, to three inches extent. 

1849. After delivery, the bones are to be brought together, as closely 
as possible, in doing which special caution must be had that no soft parts 
be between them. The wound is united with sticking plaster, covered with 
lint and a compress, and the pelvis supported by a close-fitting girdle 
applied around it. 

1850. The after-treatment is specially directed by the ensuing symptoms 
of inflammation. If the bladder or urethra be wounded in this operation, 
a catheter must be introduced. If suppuration, fistulous sores, caries, or 
necrosis occur, their treatment must be according to the usual rules. 
Inflammation of the sacro-iliac synchondrosis, consequent on the extension 
and tearing it has suffered, requires antiphlogistic treatment. If collec- 
tions of pus form, they should be opened early. An imperfect union of 
the share-bones, by which lameness or halting is produced, renders the 
continued application of a firmly-enclosing girdle, perfect rest and the use 
of strengthening baths necessary. 


B.—COLLECTION OF NATURAL FLUIDS EXTERNAL TO THEIR 
PROPER CAVITIES AND RECEPTACLES. 


I—OF THE BLOOD SWELLINGS ON THE HEADS OF NEWLY-BORN 
CHILDREN. 


Levret, in Journal de Médecine, vol. xxxvii. p. 410. 1772. 

MIcHAELIs; in Lopers’ Journal fiir die Chirurgie, vol. ii. p. 657. 

NaxrcGeELe, Erfahrungen und Abhandlungen, u. s. w. p. 245. 

Kuen, Bemerkungen iiber die bisher angenommenen Folgen des Sturzes der Kinder 
auf den Boden bei schnellen Geburten, p. 20. Stuttgart, 1817. 

PALLeTTA, J.S., Exercitationes pathologice, cap. x. art. 1, De Abscessu capitis san- 
guine, p. 123. Mediol., 1820. 

ZELLER, C., Presid. NAEGELE, Comment. de Cephaleematomate seu sanguineo cranii 
tumore recens natorum. Heide, 1822. 

Hoerg, C. F., De Tumore Cranii recens-natorum sanguineo et externo et interno, an- 
nexis observationibus de cranii impressionibus et fissures. Berol., 1824, 4to.; with two 
plates; in VON SIEBoLD’s Journal fiir Geburtshiilfe, Frauenzimmer und Kinderkrank- 
heiten, vol. v. p. 219. 

Scua@mann, J. F., Dissert. de Tumore Cranii recens-natorum sanguineo. Jene, 1832, 

Pienz, Mémoire sur les Cephalematomes; in Journ. Hebdom., vol. xii. p. 46. 1833. 

RAvUTENBERG, Dissert. de Cephalematomate seu Tumore Cranii recens-natorum. 
Gotting., 1853. 8vo. 

Bartscu, Dissert. de Cephalematomate recens-natorum. Rostochii, 1833. 

Geppines, E., Observations on Sanguineous Tumours of the Head, which form spon- 
taneously, sometimes denominated “Cephalematoma,” and “ Abscessus Capitis San- 
guineus Neonatorum;” in North American Archives. July, 1835. 
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UncEr, von der blutigen Kopfgeschwulst der Neugebornen; in Beitrige zur 
Klinik. Leipz., 1833. 

Burcuarp, J. A., De Tumore Cranii recens-natorum sanguineo symbole. Vratislav, 
1837. 4to. : 

Feist, F. L., Ueber die Kopfgeschwulst der Neugebornen. Mainz, 1839. 

Cuettius; in Heidelb. Med. Annalen, vol. vi. 

1851. Upon the heads of newly-born children there are not unfre- 
quently observed soft, fluctuating, generally painless, circumscribed swel- 
lings, upon which neither the hair nor the skin is at first affected, and in 
the interior of which, between the pericranium and the skull blood is 
collected. It is usually seated on the parietal bones, more frequently than 
on the right side; it has, however, been observed sometimes on the back 
of the head, and on the forehead. It varies in size from that of a hazel 
nut to that of a hen’s egg, and even more. Sometimes, though rarely, 
however, it spreads over the whole parietal bone, sometimes, though 
rarely, it spreads over both parietal bones at once; several of these 
tumours of different size may also exist on different parts of the skull. 
Immediately after delivery, they are in general little raised and stretched, 
but they grow more quickly or slowly in the first few days, when the 
swelling is less distended and pappy, and fluctuates. ‘The skin covering 
it, which was at first natural, afterwards assumes a shining, grayish, red- 
dish-blue or violet colour, according to its tension and expansion. Some 
practitioners (LevrET, NAEGELE, Horre) have observed, by the appli- 
cation of the hand, whilst the swelling is on the increase, a pulsation, or a 
peculiar hardness (HEY, FELDER) in them, which, however, neither others 
nor myself could perceive. When the base of the swelling is pressed 
with the finger, a firm, somewhat raised edge is felt, so that it seems as 
if a part of the bone were lost. 


NAEGELE’s opinion (0) that the blood swelling occurs only on the parietal bone is in 
opposition to the earlier statements (a) and to the observations of others, (MomBERT, 
ScHNEEMAN, DIEFFENBACH, BuRCHARD,) who have noticed these blood swellings on the 
occipital and frontal bones. 

1852. In its further course, the tumour, if left alone and not immode- 
rately handled, either diminishes gradually of itself, the blood becoming 
absorbed, and the pericranium re-applying itself, or, what is more usually 
the case, if the swelling be of large size, it undergoes a peculiar sort of 
metamorphosis, which consists in a thickening of the pericranium, and its 
conversion into bone. The tumour has a peculiar elasticity and parch- 
ment-like condition, so that when pressed, it is like a thin plate of metal, 
which after being pressed down, rises again, and has a peculiar crackling. 
The swelling gradually becomes harder, and at last as hard as bone, so 
that like an exostosis, it becomes firmly attached to the other bones; and 
then by degrees, in a space of time, between four and twelve months, it 
shrinks, and at last entirely disappears, so that not the slightest trace of it 
can be discovered. 

This important metamorphosis, which the blood swelling undergoes, I first (c) 
described, and pointed out its influence upon ‘the ;treatment. Although Feist has 
ascribed this observation to ScumirT (d), and has been followed by NAEGELE, who has 
confirmed it, and though NaEGELE (e) has made no reference to my name on this sub- 
ject, those, however, who compare my essay of 1828, with those before and since that 
time, will at least not misplace the plagiarism. 


os Frist, above cited, p. 5-7. (d) Salzburgh Med.-Chir. Zeitung., vol. i. p. 328. 

b) Erfahrungen und Abhandlungen, p. 247, 1819. 

note.— ZELLER, above cited, p. 1. (e) VeLPEAu, Traite complet de l’Art des Ac- 
(c) Heidelb. klinisch. Annalen, vol. iy. 1828. couchemens, vol. ii. p. 596. Paris, 1834. 2nd Edit. 
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I first mentioned («) that Scumrrr had pointed out this metamorphosis ; and nothing 


“more could be said of ScHMiT?’s observation. For according to Gor is, during the 


treatment of a blood-swelling with caustic, when the tumour becomes as hard as bone, 
and immovable, and is not dispersed by the maintenance of suppuration and the use 
of resolvent applications, it must be left alone, and gradually subsides. But Scumirr 
has asserted the directly contrary and decidedly inapplicable explanation of this process, 
“that the portion of bone lying beneath the swelling, which is at first pressed by the 
weight of the blood is, after the absorption of the blood, again raised up by an oscillation 
depending on its own elasticity, to which the increased thinning of the bone, perhaps in- 
duced by its maceration in the blood, or the more influential act of absorption, seems to 
give some probability.” It may be further remarked, that this observation of Scumirr has 
been noticed by no subsequent writer, and is not even hinted at in ZELLER’S Dissertation. 

1853. Any other termination of this disease, when left to itself, cannot 
well happen. It is indeed stated, that if the blood can find no escape, it 
putrifies, is converted into a bluish, brownish, or soot-coloured substance, 
which is either thinly or thickly fluid, and has either a stale or putrid 
smell; and as the thickening of the perieranium is prevented by the 
external discharge of the ichor, the surface of the bone is attacked, its 
whole thickness destroyed, actual perforation of the skul] takes place, and 
death follows. The blood-swelling may also sometimes run on to suppu- 
ration (6). From my own observation, however, as well as that of 
others, I hold it decided that this result, although it may actually take 
place, is not to be ascribed directly to the blood-swelling itself, since, as 
DIEFFENBACH has correctly remarked, the excess of blood, and the great 
nutritive condition of children, strongly withstands this mischievous effect 
of the pressure of the outpoured blood. Some other influences must, 
therefore, be added, as improper treatment with destructive remedies, 
either after opening the swelling, or disease in the child, by which absorp- 
tion is set up, and the destruction of the bone produced. 

The cases in which actual perforation of the skull has been observed, confirm the 
above stated opinion, inasmuch as in al] there was an opening of the tumour. Thus in 
the case related by NAEGELE (¢), in which, after opening the swelling, the treatment 
was unavailing ; Kraus’s (d) case, BURCHARD’s cases (e), show also this perforation ; 
but a precise statement of all the previous conditions is wanting, and in one ease it is 
even stated that there was previous catching cold of the child, and disease of the mother, 
and the treatment was the midwife’s. 

1854. The causes and modes of origin of blood-swellings are as nume- 
rous as the various opinions which have been put forward in reference to 
them, so that many have considered their generic relations as completely 
in the dark. Experience shows that they occur especially after easy and, 
more particularly, after quick labours ; they have even been met with 
after breech deliveries, and also after difficult delivery and delivery with 
the forceps. That the blood-swelling is always accompanied with a 
diseased condition of the bone, and destruction of its outer table, so t 
the blood oozes out of the rotten bone as out of a sponge, is con- 
tradicted by experience. The roughness of the bone, as well as the 
destruction of the outer table, which is observed, not in all cases, 
after opening the swelling, but particucularly when the opening’ is 
made late, is the consequence, not the cause, and depends on absorp- 
tion. The opinion that the blood, by extensive bursting, is poured out 
under the pericranium, is not proved by observation ; and in opposition 


M 
to this, as well as to the notion of an original disease of the bone, it 


(a) Handbuch, 1829. Third Edition. (c) Erfahr. und Abhandl., p. 252, 
— (6) Buscu; Handbuch der Entbindungskunst, (d) Gemeinsame deutsche Zeitschr. fiir Geburts- 
p. 442. kunde, vol. vi. p. 286. 


(e) Above cited, 
wl. If. 26 
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especially applies that when such are the actual causes the cure of the 
disease cannot so easily follow. The assumption of a mere mechanical in- 
fluence has therefore been attempted to be denied, in that this swelling arises 
more frequently and immediately after difficult delivery, but of which 
experience proves the direct contrary. Notwithstanding this objection, 
the origin of these swellings from mechanical influence is, however, the 
most probable, and is specially confirmed by their, in general, easy and 
quick cure. We do not, therefore, trouble ourselves about a considerable 
degree of pressure, but specially about an unequal pressure, and enduring 
but for a short time, against a projecting or angular part, by which the 
vessels between the skull and pericranium are either torn or so injured, 
that they afterwards pour out the blood by transudation, in consequence of 
which, the origin of the swelling is first apparent a few days after birth. 


The various opinions brought forward upon the nature of the blood-swellings of the 
head, may be referred to the three following causes :—/irst, primitive disease of the 
bone; second, diseased condition of the vessels; and third, mechanical violence. 
MicHaEtts holds the first, that in all these swellings, the external table of the bone is 
wanting, and the diploé bared; that the affection of the bone is primary, and the pour- 
ing out of the blood secondary. Paxierra also speaks in a similar way. This 
opinion, however, is contradicted by many cases, in which, on opening these 
swellings, the bone has been found smooth, and the change which it, at a later 
period, somewhat suffers, is considered as the consequence of absorption, depending 
on the pressure of the blood. This entirely groundless opinion has, however, been 
recently again put forward by LANGENBECK (q@), so that the disease appears, in so far 
a vitium prime formationis as the tabula externa ossium calvarie at one part (1) 
is deficient, so that the vene diploétice are covered only by the pericranium, galea 
aponeurotica, and skin. As the vene diploétice have very thin walls, so the blood 
either escapes from them by rhexis or by transudation, and distends the pericranium 
into a fluctuating swelling to that point, where the external table is not deficient. The 
raised edge of bone surrounding the swelling thus points out the place where the two 
bones lie upon each other, at the boundary of the hollow. If the external table be 
not wanting, it must, according to LANGENRECK, be very porous, and many vessels 
penetrate it which serve as emissaria Santorini, and are the sources of the blood found 
in it and beneath the pericranium. 

A diseased condition of the blood vessels has been, in different ways, assumed as the 
cause of these swellings. According to NAEGELE, perhaps the varicosity of the blood 
vessels penetrating the skull, which commence with the growth of the bones of the 
skull, and are torn previously to, or during birth, may cause the outpouring of the 
blood, the increase of which after birth may depend on respiration and the new 
circulation. STEIN assumes an unnatural structure of the vessels; voN SIEBOLD, a 
similar condition to nevus maternus (teleangiectasy ?); Branpau and HueTeEr, an 
original weakness of the vessels, as he has found these swellings only in weakly 
children; ScHNEEMAN, a loose connexion of the periosteum with the bone in but little 
well-grown children, and the rush of blood in the ensuing respiration; and Lane 
attributed the cause to the encircling of the neck with the navel-string in weakly chil- 
dren. von Ammon (6) imagines, that according to the pathological observation of 
Hare, OstaANpDER, BurcHarp, and others, the vascular system of the bones, the 
dura mater, as well as the pericranium, are changed by disease. He himself has 
sometimes found the veins enlarged upon, and in the bones of the head. The disease, 
indeed, scarcely depends upon a deficient developement, but is tv be considered as con- 
sequent on a pathological formative process. 

OsIANDER (c) asserts, that a small artery, mostly a vasculum emissarium tears, either 
by the blood collecting or from pressure, if the head be squeezed against the one side of 
the pelvis, or by the forceps if unequally applied, and that the swelling therefore 
takes place, especially on the parietal bones, where the emissaria Santorini are found. 
Wewpt, KLEIN, Capuron, and Carus attribute it to the pressure on the head during 
its passage through the pelvis; BeckER (d), on the skull-bones being thrust in ; 

(a) von Ammon’s Monatsschrift fiir Medicin, (c) Handbuch der Entbindungskunde, vol. ii. 
AVES Die Chinas und Chirurgie, vol. i. p. 76. p. 208. 


) Die Chirurgische Pathologie in Abbildungen, (d) Hure.tanp’s Journal, vol. lvii. pt. iii. pe 
vol. i. p. 20. 80. 1823. 
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NEUMANN (a), on the great overlapping of the parietal bones during delivery ; 
Woxurga (6), on a distension of the soft parts of the head, accompanied with greater 
or less pressure, and depending rather on one, than on the coincidence of several 
causes, in which the vessels, in consequence of the peculiar condition of the infant 
organism, permit a trickling through of the blood. BarrscH assumes a me- 
chanical violence, which presses on a projecting part of the bone, (as, for in- 
stance, the crest of the hip-bone,) for a short time, and unequally, or a violent 
though short enduring irritation with which the vessels are affected, and which, 
together with the influx of the blood from the commencing respiration, they 
cannot withstand, and transude the blood through the weakened walls of the vessels, 
Pav Duzots (c) seeks for the cause in the peculiar structure of the bones of the head. 
In their still imperfect ossification, they present fibres lying near each other, which 
from the elevation of the parietal bone, diverge, as from a common focus, towards the 
periphery. Between these bony fibres there remain small fine clefts, which have not 
either the length or whole thickness of the bone. They exhibit a correspondently 
Spongy structure, appear to be penetrated with a large quantity of blood, so that after 
the removal of the pericranium and dura mater, the blood may be squeezed out of these 
pores and interspaces. The blood appears therefore during life to be enclosed in 
the interspaces of the bony fibres by the dura mater and pericranium, and to stand 
in close relation with them. If now one or other of these membranes be deficient at 
one small part, an outpouring of blood takes place, and this may happen from any 
violence operating on the head of the Jatus in its passage through a narrow pelvis, 
in its passage over hard, unyielding walls, or by the application of the forceps. 
In the same way, on account of an original disposition, the natural connexion of 
the pericranium at a certain point may be so weak, that the impulse even of the cir- 
culation may raise it up. In a similar manner, even a disease of the bone, as it 
increases the influx of blood, can produce outpouring of blood by its destroying the 
natural connexion of the pericranium. Buscu (d) observed on the hind-head of a 
child, probably many days dead, and delivered by the violent use of the forceps, a 
bluish, blood-sac, on opening which, there appeared a communication with the sinus. 
The opinion founded on this circumstance as to the origin of blood-swellings of the 
head is less to be received, as the case was not that blood-swelling of the head which 
we are now considering. Fxrnr (e) describes a similar case of an outpouring of blood 
in the hind-head of a child several days after birth, which, as dissection proved, 
was connected by an opening in the diseased bone with the sinus of the brain ; on which 
account, the child died after a cut had been made into it. 


1855. The result of the examination of the cavities of these blood- 
swellings after their previous opening during life, or on examination after 
death, varies according to the different period of the course of the disease. 
In the beginning, the blood is found more pale-red, and fluid ; afterwards, 
a thicker, clotted, and blackish blood, even a tough jelly, (PaLuerra,) 
sticking to the bone, is collected between the skull and the pericranium. 
The external surface of the bone is sometimes rather wasted but smooth, 
sometimes rough and eaten away, and, under the already mentioned 
circumstances, the destruction of the bone is more considerable, and pene- 
trating even to the dura mater. At the commencement of the swelling, 
the pericranium is firmly attached to the bone, but afterwards, when 
ossification begins from the pericranium, a delicate bony layer is observed 
on its internal surface, and, as it were, attached to it (Krauss); and if 
this ossificating process extend further, a cartilaginous layer with some 
points of bone, or a firm bony plate appears, which imperceptibly passes 
into the outer surface of the bone at the base of the swelling, and from 
which the perteranium can be separated as easily as from every other part of 
the bone. ‘The cavity beneath this bony plate is filled with a erumous, 
bloody, gelatinous mass. (BurcHARD.) The upper surface of the skull 


a) Rust’s Magazin, vol. xxi. p. 371. Schiidel-Blutgeschwiilste neugeborener Kinder ; 
6) Oestreich. Med. Jahrbiicher, vol. iv. p. 421. in Heidelberger klinischen Annalen, vol. ii. p. 245. 
(c) Above cited, (e) New England Journal of Medicine, vol. ix, 


(d) Ein Beitrag zur Aufklarung des Wesens der p. 112. 
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bones is rough, porous, and intimately connected with the gelatinous mass ; 
in some cases even perforated. (BurcHARD.) If when the dura mater have 
gradually wasted, that part of the bone be examined, in children who 
have afterwards died, where it has been eaten away, upon removing the 
skin not the slightest alteration is found, the perteranium is in its natural 
condition, and may be just as well separated as at other parts; on the 
bone itself there is observed only to the extent which the earlier blood- 
swelling had occupied, a greater thickening which especially affects 
the outer table, and on sawing through the bonea greater development of 
diploé ; otherwise there is no change of texture in the bone. These slight 
variations even are probably entirely lost (a). 

Burcwarp, from the existence of this bony layer beneath the pericranium, has 
led himself into a mistake, by supposing it the raised and expanded outer table of 
the bone; and hence has arisen the opinion of a blood-swelling, in which the blood 
is collected between the two plates of bone. The falsity of this opinion is proved 
by what I have above stated as to the course of the ossifying process in blood-swell- 
ings. It is further completely irreconcilable with the anatomical character of the skull- 
bones of a newly-born child, in which nothing can be said of a dip/loé, in its peculiar 
sense, perhaps even only at certain parts of an external and internal plate. 

1856. The distinguishing characters of blood-swellings from other 
tumours on the heads of newly-born children, for instance, the common 
head swelling, (caput succedaneum,) the congenital hernia cerebri, the 
so-called water-bags, and the blood-saes, which are connected with one of 
the sinuses (Busu, Furr) are, their circumscribed, elastic, fluctuating 
nature; their usual seat on the parietal bones, and the impossibility 
of diminishing them by pressure, in which no symptoms of pressure 
on the brain arise. It must, however, be observed in reference to 
congenital hernia cerebri, that when, as usual, it happens in the sutures 
and fontanels, its existence is proved by anatomical examination at other 
than at the seat of the sutures (0). The pulsation which is also given as 
a characteristic sign in hernia cerebri, is not always distinctly perceptible, 
and even in blood-swellings may be observed ; the pulsation, however, in 
hernia cerebri is always more decidedly manifest than in blood-swellings. 
In hernia cerebri an actual opening in the bone can be felt; in the head 
blood-swelling, when the tumour is not very tense, the bone may be felt 
by pressing strongly upon it, inasmuch as in these swellings the hard edge 
at its base is not formed by loss of substance of the bone, but by the 
swelling of the soft parts, as in common boils. In the blood-saes con- 
nected with a sinus, the diagnosis is founded on the perceptible edge of the 
pieces of bone, and the possibility of diminishing the swelling by pressure. 
A blood-swelling cannot be confused with edema capitis; from the so- 
ealled partial external hydrocephalus, in which the water is collected under 
the galea aponeurotica or the pericranium itself, is a distinction scarcely 
possible ; the existence of such kind of watery head is rightly doubted. 
External violence which produces bumps, always more or less injures 
the skin, which is tinged with blood and discoloured. The diagnosis 
of the blood-swelling may be very difficult when the ossifying process has 
already proceeded far, and the tumour has not been previously seen. 
OsIANDER (c) manifestly fell into this mistake, against which only the 
observation of its peculiar elasticity, and careful inquiry of its earlier 
condition can guard us. \ . 


(a) My observations in Heidelb. klinisch, An- (b) Hérnine, Zwei Fille v i i 

I ) ; : f ING, i on Hirnbruch 3 in 

nalen, vol. vi. p. 541. 1830, 5; CaspeEr’s Wochenschrift. 1835. No. 23. ; 
(c) Handbueh der Entbindungskunst, vol. ii. par. 205. Tubing., 1821. 
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OsIANDER believes the common blood-swellings cannot be confused with the congeni- 
tal diseased bone swellings, which certainly belong to those very great rarities, in which 
the bone is swollen in the diploé (?), in which swelling however the upper table is 
never wanting, but only spongy and raised. With such swellings of the bone nothing 
ean be done; and cutting into them would certainly always be followed by death. 
That OsranveEr here has mistaken blood-swellings which had already gone on to ossi- 
fication, and has given of them, as has BuRCHARD, a false description, there can be no 
doubt. In a case, where two swellings on the right parietal bone, the one more than 
the other presented the above-mentioned conditions, and in which several practitioners 
asserted a suspicious degeneration of the bone, I made known the true nature of the dis- 
ease and advised its being opened; and its fortunate result verified my opinion, coagu- 
lated blood escaping after the opening. In another case which I showed NAEGELE, he 
admitted that he should not have known it for a blood-swelling (a). 

1857. The prognosis, if the disease be properly treated, is generally not 
unfavourable, if it be unconnected with syphilis or atrophy. All blood- 
swellings on the heads of newly-born children either disperse in the space 
of fourteen or twenty-one days by absorption of the blood poured out 
beneath the pericranium, or they subside after a longer time, after the 
swelling has become as hard as bone, very gradually. From the fear of 
the bone becoming affected from the continuance of the blood under 
the pericranium, from the opening of the tumour being omitted or 
delayed, which is not supported by experience, and from not knowing 
what happens to these swellings if left alone, persons have been led to 
the proposal of the most different reasons for their treatment. At least 
I have seen, up to the present time, in many cases where the pericra- 
nium has been ossified, very large swellings subside without a single 
accident, in the course of a year. 

1858. ‘The treatment of blood-swellings aims either at their dispersion 
by increasing the activity of the absorbents and thus removing the blood, 
or emptying the blood by opening the swelling. 

1859. The dispersion of these tumours is usually attempted by vinous, 
aromatic applications, by applying a solution of hydrochlorate of ammonia, 
lead wash diluted, arquebusade, decoction of oak bark, and the like. It 
appears, however, that with the application of these remedies, the neces- 
sarily accompanying slight compression perhaps contributes more to the 
dispersion than the mere operation of the remedies. I know instances in 
which the dispersion of these swellings followed simply from compression 
with a pad and a close-fitting hood ; and it must also not be forgotten that 
many of these swellings, especially if they be small, entirely subside with- 
out any treatment. HernscuEL and ScunreEMAnn have recommended as 
the most efficient remedy, compression by means ofa hood, lined opposite 
the seat of the swelling with several folds of tinfoil. In no case should 
very irritating or cold applications, or much compression be employed ; 
by which in manifold respects injurious influence might be excited. I 
doubt whether there be a single case of blood-swelling of the head of 
newly-born children, where the tumour was left to itself, which ever had 
any bad result; or in which the opening would have been considered 
necessary: and as I formerly asserted on this point, that if ina space of 
from ten to fourteen days, the swelling under the above-named treatment 
had not diminished, but remained equally large, and was of unusually 
large size, it was most advisable to open it, so can I now from repeated 
experience assert that this practice is to be considered safe and free from 
danger. It must, however, apply only to those cases which occur very 
(a) My observations; in Heidelberg. klinisch, Annalen, vol. iv. 


> 


454 BLOOD-SWELLINGS ON THE HEADS OF INFANTS. 


rarely; so that the opening is only the exception, and not as most writers 
on this disease have laid down, to be taken as the rule. If the process of 
ossification have already begun, nothing must be done except leaving the 
swelling entirely to itself, because after opening, the upper wall cannot, 
on account of its firm nature, apply itself, and a tedious suppuration en- 
sues, as I have in one case witnessed. 


An early opening is equally objectionable, because in consequence of it there is often 
a considerable escape of pale-red blood, whilst in a later made cut black blood is dis- 
charged in no great quantity. te : 

The application of lunar caustic upon the swelling, and the keeping up suppuration 
after the separation of the slough for the purpose of favouring the dispersion of the tu- 
mour, as recommended by GoELIs (a), is on many grounds objectionable (6). 


1860. Opening the swelling is best done with a lancet to such extent 
as to allow the blood to flow out freely. Some threads of fine lint 
must be placed between the edges of the wound, and fixed with sticking 
plaster ; and over all a compress and close-fitting hood. For the first 
few days ordinarily a somewhat bloody, afterwards a yellowish serous, and 
at last a somewhat purulent fluid is discharged; but on renewing the 
dressings after a few days the integuments have generally become in some 
degree united to the skull, and the cure soon follows. If, after the 
opening of the swelling, the surface of the bone appear rough, the dressing 
in this simple way must be employed. 


Opening the swelling by a crucial cut or throughout its whole length, is unnecessary 
and improper; the introduction of a seton (PALLETTA) is objectionable. The simple 
puncture of the swelling with the lancet, and closing the opening, may, if at the same 
time dispersing remedies and a compress be used, effect a cure. Should the fluid col- 
lect again, the united edges of the wound may be easily separated with a probe, and the 
fluid having been discharged, the cure follows. When DrerrenBacu observed, after 
small incisions, a secretion of ichor for several weeks, without the skin adhering in the 
least, and after a free opening that a speedy cure ensued, and when von AMMON sup- 
poses that the blood-swellings more frequently heal artificially than by the natural 
powers, the cut for assisting the discharge of the blood, the production of an adhesive 
inflammation, or of a fresh natural activity, must be carried deep down to the pericra- 
nium, even into the diploé, and not merely through the whole extent of the swelling, 
but into the sound parts of the neighbouring coverings of the head, inasmuch as small 
cuts, which are rather punctures than cuts, produce venous bleeding from the varicose 
vessels, difficult to be stanched, and which can only be stopped by a proper long and 
deep cut. My own experience and that of others so completely contradicts this, that 
these bad consequences must certainly be ascribed more to some other circumstances in 
the treatment, the time of the operation, and the like, rather than to the kind of opening. 
Further, as regards von Ammon’s opinion, it may be observed that what I have already 
sought to employ against BurcHarpD, applies to it also. 

HoERE (c) describes a case of a simultaneous collection of blood between the pericra- 
nium and the skull, and the dura mater and the skull, with which there was at the same 
spot a penetrating cleft of the bone. The internal swelling was as large as a pigeon’s 
egg, and had formed a pit in the brain of corresponding depth. The outer table of the 
skull was unchanged, but the inner was eaten away, and at one place entirely wanting ; 
at one spot also production of bone seemed to have again begun. If HoERE suppose 
that the internal swelling had arisen first, and that by the changes of the bone the fis- 
sure had been dependent on the birth, when the blood collected beneath the pericranium 
had sunk down during birth, for which the destruction of the inner table spoke; yet is 
this a merely voluntary assumption, and incorrectly has been founded upon it a division 
of blood-swellings of the skull into internal and external, a division which BurcHARD 
assumed, and added the collection of blood between the plates of the skull as a third 
form of these swellings, against the admission of which I have already given reasons. 


(a) Salzb. Med.-Chir. Zeitung, 1822. No. 81, vol. ii. Wien, 1818.—Scumitr; in Salzb. Med.- 
p. 47.—Praktische Abhandlungen iiber die vor- Chir. Zeit., 1819. No. 21, p. 327. 
ziglichsten Krankheiten des kindlichen Alters, (b) ZewweEr, above cited. 
(c) Above cited. 
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Il.—OF HAMATOCELE. 
(Hematocele, Lat.; Blutbruch, Germ.; Hématocéle, Fr.) 


Porr Perctvat, The Chirurgical Works of, vol. ii. p. 382. London, 1783. 

Fou.ert, Journal de Médecine continué, vol. xiii. p. 422. 

Cooper, Sir AstiEy, Observations on the Structure and Diseases of the Testicle. 
p- 209. London, 1830. 4to. 

Bropik, B. C., A Clinical Lecture on Hydrocele and Hematocele in London Medi- 
cal Gazette, vol. ix. p. 926. 1852. 


Courtine, Taomas B., A Practical Treatise on the Diseases of the Testicle and of the 
Spermatic Cord and Scrotum. p. 236. London, 1843. 8vo. 


1861. Hematocele is a large outpouring of blood into the various cov- 
erings of the testicle. ‘The extravasation may be seated in the cellular 
tissue of the serotwm, in the vaginal tunic, or in the testicle itself. 

[This division of heematocele is similar to that made by Porr; but among most 
modern British Surgeons the term is restricted to a collection of blood within the va- 
ginal tunic alone. HersperT Mayo (a), however, observes :—“ This term is given to two 
affections, one effusion of blood, the other of sanguinolent serum into the tunica vaginalis. 
The latter, I believe, may alternate with hydrocele, the secretion being from an acci- 
dental cause dark and turbid at one time, clear and serous at another. It may likewise 
arise from blood being mixed with the serum of the hydrocele, in consequence of a 
bruise on the testes, or from a vessel having been punctured in tapping a pre-existing 
hydrocele.”’] 

1862. The yielding nature of the cellular tissue in the serotum, the 
size of its cells, and the absence of fat render the production of this out- 
pouring of the blood easy, and permits a very considerable enlargement. 
The usual cause is external violence, a blow on the scrotum and the like ; 
also a wound in which the bleeding vessel cannot be tied may give rise 
to it. That severe compression of the abdominal walls whilst the breath 
is held should cause hematocele is unlikely. According to the size of 
the injured vessel is the hematocele more quickly or slowly formed. The 
colour of the swollen scrotum is more or less violet or dark, and the 
swelling, although tense, is usually not painful. Similar ourpourings of 
blood, in women, occur in the labza. 

[This form of the disease, PoTT says, “ consists in a rupture of and effusion of blood 
from a branch of the spermatic vein in its passage from the groin to the testicle. In 
which case, the extravasation is made into the tunica communis, or cellular membrane 
investing the spermatic vessels.” (p. 385.) Upon this point Broprr justly observes :— 


“ The tissue here (the cellular tissue of the scrotum) is exceedingly loose as in the eye- 
lids, and slight injury will rupture vessels and produce ecchymosis; but the name of 


heematocele is here improperly applied.” (p. 927.)] 

1863. This outpouring of blood, although it may be considerable, ge- 
nerally disperses by antiphlogistic treatment, cold applications, the testicle 
being at the same time supported witha bag truss, and rest being enjoined. 
If this do not happen, and the swelling become more considerable, the col- 
lected blood must be discharged by several deep cuts, the bleeding vessels 
sought for and tied; or if this be not possible, the bleeding must be 
stanched by inserting lint moistened in some astringent wash, and by ap- 
plying a close fitting bag truss. 

(a) Outlines of Human Pathology, p. 561. London, 1836. svo, 
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1864. The hematocele which arises from a collection of blood in the 
vaginal tunic of the testicle is either consequent on a wound of a vessel of 
that tunic in puncturing a hydrocele, or of the tearing of swollen vessels 
which, in the quick drawing off the water, are suddenly deprived of their 
accustomed pressure, or it may arise from a bruising of the scrotum. In 
the former case the swelling in general arises soon after the puncture, in 
the second it is more tedious. ‘The diagnosis is in other respects easy. 
In the third case the swelling has a resemblance to hydrocele; it, how- 
ever, generally arises more quickly, and is not transparent. If the blood 
be partially coagulated, the swelling may, on account of its finer and irre- 
gular character, be mistaken for a sarcocele. Not unfrequently a heema- 
tocele of distinct portions occurs without violence, but from transudation 
of blood, especially in gravel, and cannot be distinguished from a hydrocele ; 
or there may be a bloody exudation with varicosity of the vessels in old 
and very large hydroceles, in degeneration of the vaginal tunic and so on, 
which is only discovered in the operation for hydrocele. Sometimes in 
old persons mortification and death quickly follow (a). 


[Bropiz says :—“ Heematocele most frequently occurs in combination with hydrocele, 
the blood being mixed with the fluid contained in the tunica vaginalis, and partially 
dissolved in it. If the quantity of blood be small, which is most frequently the case, 
the solution is complete; but when otherwise, coagula are formed, which remain undis- 
solved.” (p. 927.) Upon this point I must observe that I do not recollect to have seen 
a single instance in which hematocele followed the operation for hydrocele, though I 
am well aware that the disease is occasionally so produced, in consequence of the 
trocar wounding the testicle, if the, vaginal tunic be thick and rather more than ordi- 
nary effort be used for its introduction; but I have never seen such a case, though I 
have seen many of hematocele produced by a blow.—4v. F. s. 

BropieE mentions a remarkable “ case, where the extravasation was so great that the 
tunica vaginalis was ruptured, and the blood escaped in large quantity into the cellular 
membrane of the scrotum.” (p. 927.) 

AsTLEY CooPER mentions the case of “a gentleman who had a large pyriform 
swelling in the left tunica vaginalis, which had never been painful, and which had an 
obscure fluctuation, but was not transparent. He made an incision into it, and dis- 
charged near a pint of fluid blood. This swelling had not succeeded a blow, but was 
imputed to excessive exertions which this gentleman had been in the habit of making.” 


(p. 214.) ] 

1865. Outpouring of blood into the vaginal tunic is rarely dispersed. 
Cold resolving applications and the treatment above advised ( par. 1863) 
may be attempted, but if of no advantage, the vaginal tunic must be 
opened, the blood discharged, any wounded vessel tied, and in a decided 
hydrocele the necessary treatment may lead to a radical cure (1). 


[(1) Upon this point CHELius is in error, so far as I have had opportunity of ob- 
serving these cases, as the blood is generally absorbed without difficulty in the course 
of two or three weeks. The coutrary is the exception.—s. F. s. 

Of the length of time which a hematocele may exist without causing trouble ASTLEY 
Cooper relates a remarkable instance, in which a hematocele “as large as the double 
fist had existed seventeen years, had not been attended with any pain, and its size and 
weight were the only inconveniences it produced. Its cause the patient attributed to a 
blow, in hunting, from the pummel of the saddle, which gave him great pain fora 
short time. The testes and epidymis could be felt at the lower part of the swelling, 
and above it to the ring, a solid substance united with a fluid could be perceived. It 
was not in the least transparent, and he had never suffered pain in it. The swelling 
was opened, a coffee-coloured fluid, blood and solid substance of a brownish-yellow 
colour was discharged, the tunica vaginalis was excessively thickened, looking like 
the densest parchment.” In the course of the same day, after riding home in a coach, 
“ he was seized with a profuse hemorrhage from the tunica vaginalis, and fainted. 


(a) Exercitationes Pathologice, p. 201. 
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Much constitutional excitement followed, clots of blood and profuse purulent discharge 
ensued, and after six weeks he got well.” (p. 210-12.) 

More commonly, however, if the outpoured blood be not absorbed in a few weeks, it 
becomes an irritant, suppuration is set up within the vaginal tunic to get rid of it; the 
scrotum on that side becomes of a dusky-red colour, and more or less tender, and, if left 
alone, will sometimes point, and then clots of blood with bloody pus are discharged, and 
continue till the whole sac is emptied, when healthy suppuration follows, and the cavity 
of the tunic is obliterated, I have seen two or three instances of this kind. When its 
existence is suspected it is best to make a free cut from top to bottom of the vaginal 
tunic so as to empty its contents at once, healthy suppuration soon comes on, and the 
patient is cured.—J. F. S.] 


1866. As to the outpouring of blood into the substance of the testicle, 
it is probable that it may be confused with some organic changes of that 
organ ; and if, in consequence of a violent bruising, blood be extravasated 
within the tunica albuginea, and the above-recommended treatment, 
castration must be considered necessary. 


[As the formation of hydrocele has been already shown (par. 1199, note) to take place 
occasionally in the spermatic cord, so does hematocele, as was noticed by Port, who 
says :—“ The last species of this disease (heematocele) arises from a bursting of a branch 
of the spermatic vein, between the groin and the scrotum, in what is generally known by 
the name of the spermatic process. This, which is generally produced by great or sud- 
den exertions of strength, feats of agility, &c., may happen to persons in the best health. 
* * * The effusion or extravasation is made into the cellular membrane which invests 
and envelopes the spermatic vessels, and has something the appearance of a true hernia.” 
(pp. 391, 92.) If diseutient remedies be unavailing, Porr recommends the swelling 
should be cut into, and either the bleeding stanched with styptics, or, if the vessel be 
large, that it should be tied singly, and if that be insufficient, that even the testicle should 
be removed, and the whole end tied. 

CuRLING says :—“An encysted hydrocele of the spermatic cord may beconverted into 
a hematocele. In the Pathological Museum of St. Bartholomew’s Hospital there is a 
preparation of encysted hematocele of the spermatic cord. The cyst is empty, but it 
is described to have contained blood, and its walls are deeply stained with the colour 
of partially decomposed blood. Its lining membrane is wrinkled and coarsely granular, 
and the tissues around it are thickened, tawny, and adherent together. I lately ex- 
amined a preparation in the Hunterian Collection, which I have no doubt is a specimen 
of old encysted hematocele of the spermatic cord. There is a good sized cyst, lined by 
a membrane, polished, and a little wrinkled, filled with a soft tawny-looking granular 
matter, resembling the altered coagulum of blood which I have observed in ordinary 
heematocele after long maceration in spirit. The tissues around the cyst are thickened 
and indurated, just like those around an old hematocele of the testicle.” (pp. 249, 50.)] 


III.—OF OUTPOURING OF BLOOD INTO THE CAVITIES OF JOINTS. 


1867. A collection of blood in the cavity of a joint occurs rarely, and 
is only the consequence of a violent bruise or wrench of a joint, or of a 
wound, if the blood cannot escape through the outer opening. The quick 
occurrence of the swelling after one of the above-mentioned causes, dis- 
tinguishes it from other swellings. 

[Hey (a) mentions an instance of blood getting within the capsular ligament of the 
knee-joint in consequence of a wound, but no harm followed, and it was absorbed without 
having caused any inconvenience. | 

1768. The treatment consists in the use of cold applications, general 
and local antiphlogistic remedies, by which dispersion is effected. In 
other respects the rules laid down (par. 557 and onwards) must be borne 
in mind, 

(a) Practical Observations on Surgery, p. 354. 


ee 
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_Tuirp Secrion.—COLLECTIONS OF DISEASED PRODUCTS. 


I—OF DROPSY OF THE MUCOUS SACS. 


(Hydrops bursarum mucosarum, Lat.; Wassersucht der Schleimbeutel, Germ.; Hy- 
dropisie des Bourses muqueuses, Fr.) 


Kocu, C. M., Untersuchung des natiirlichen Baues und der Krankheiten der Schleim- 
beutel. Niirnberg, 1795. 8vo. 


Monro, ALEXANDER, M.D. (secundus.) A Description of all the Bursee Mucose of 
the Human Body, &. Edinburgh, 1788. fol. 

Bropte, Sir Bensamin, Pathological and Surgical Observations on the Diseases of 
the Joints. London, 1834. 8vo. Third Edition. 

Scurecer, B. G., De Bursis mucosis subcutaneis; cum ix.tab. Erlang., 1825. fol. 

Mayo, Hersert, Outlines of Human Pathology, p. 110. London, 1836. 8vo. 


1869. Dropsy of a mucous sac produces a swelling, fluctuating, pecu- 
liarly elastic, in general not, but sometimes very painful; most generally 
occurring on the hip- knee- ankle- wrist- elbow- and shoulder-joints, and 
having the skin over it of its natural colour. At first it is circumscribed, 
and does not extend over the whole joint; its extent, however, may be 
very considerable. 

[Mayo says :—* The bursa situated between the latissimus dorsi and the inferior angle 
of the scapula, is liable to become distended with a very considerable quantity of fluid.” 
(p. 111.) He also observes, that “ pressure will cause the developement of subcu- 
taneous burs@ in the cellular tissue, where they previously had no existence.” (ib.) This 
is the comman opinion, but it must be taken with some caution, as the number of mucous 
bags just beneath the skin is much greater than commonly supposed, so that one of them 
originally existing, may only have become dropsical, and then first only have attracted 
notice. There seems, however, little doubt that they are actually produced sometimes, 
when a part is subject to great pressure.—J. F. 8.] 

1870. This disease may be produced by external violence, by spraining 
the joint, or by pressure ; or by cold, rheumatic, gouty or scrofulous disease, 
and after the frequent use of mercury. The cause of the unnatural col- 
lection appears to be always an inflammatory condition of the inner mem- 
brane of the mucous sac, which corresponds in its physiological and patho- 
logical nature to synovial membrane. This inflammation is at first often 
very great, and appears to be related to the cause on which it depends. 
The fluid is mostly thin, sometimes more consistent, jelly-like, and often 
contains a great number of cartilaginous concrements, of whitish colour, 
smooth surface, and different size, often felt distinctly on examination of 
the joint, and made up of coagulated albumen. The membrane of the 
mucous sac is often very much thickened, and nearly cartilaginous. If 
the swelling be highly inflamed, it may run on to suppuration, the pus may 
be poured out beneath the skin, and considerable destruction and fistulous 
passages may ensue. ‘This is very frequently the case upon the front of 
the knee-joint. 

Undoubtedly here belongs a peculiar kind of encysted swelling, described by Cru- 
VELHIER (a), which is most frequent on the front of the wrist, less so upon its back, and 


more rarely at the ankle-joint, but always occurring in the neighbourhood of synovial 
capsules and tendons, most commonly divided into two halves connected with, but beneath 


(a) Essaies sur l’Anatomie Pathologique en général, vol. i. p.306. Paris, 1816. 
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each other, by an opening in the tracks of two neighbouring ligaments, and containing 
besides a quantity of serous or synovial fluid, a larger or smaller number, even up toa 
hundred, of oblong, smooth bodies, composed of numerous layers, from the size of an 
oat, to that of a bean, 

The mucous sheaths of tendons are similar to mucous sacs, and the swellings deve- 
loped in them, which contain a thin or more consistent fluid, (ganglia, Lat.; Ueberbeine 
Germ. ; yanglions, Fr.,) must, at least the greater number of them, be classed with 
dropsy of the mucous sacs. 

[Partial enlargements of the sheaths of tendons by the collection of a fluid like 
synovia within them, forming what are commonly called ganglions, sometimes occur in 
very uncommon situations; I have in one or two instances seen a ganglion as big as a 
pigeou’s egg, and very hard, from its fulness, in the inner hamstring, just above the knee- 
joint.. I have at present under my care, a young man, who after a little more than ordi- 
nary exertion, had a swelling come almost suddenly just where the tendon of the m. sar- 
torius turns round the upper part of the shin-bone, and extending up into the ham, so as 
to have somewhat the appearance, at first sight, of a popliteal aneurysm, and nearly as 
large as a goose egg, tense and free from pain. In the course of a fortnight it subsided 
under the use of cold evaporating lotions.—J. F. S.] 


1871. Among the dropsies of the mucous sacs, those are most frequent 
which are seated on the knee-cap ; they are painless, without any altera- 
tion of colour in the skin, soft, elastic, compressible, of a spongy feel, 
mostly oval, and always distinctly defined, or they are bean-shaped, puffy, 
hanging down from the knee, or more elevated in breadth. How- 
ever variously their extent may exceed that of the knee-cap, yet is 
their base, however, always alone confined to it, and has no other attach- 
ment; and although the mass itself be movable in every direction, yet the 
base can never be moved from this one spot. The fluid it contains is 
serum, in which are frequently similar little bodies, to those found in the 
mucous bags (1). ScHREGER (a) calls this swelling, which is usually 
known by the name of Knee-fungus (Fungus genu, Lat.; Knieschwamm, 

verm.) or as dropsy of the mucous sac on the head of the shin-bone, an 
encysted dropsical swelling on the knee-cap, (Hygroma cysticum patellare, 
Lat.; Wasserbalggeschwulst auf der Kniescheibe, Germ.,) in which the 
serous fluid is contained in a space naturally existing upon the upper sur- 
face of the knee-cap, (bursa subcutanea patellaris,) but not in the mucous 
bag on the head of the shin-bone (6), or in the fine plates of the cellular 
substance (¢), or in a newly-formed sac like a true encysted swelling (d). 
This swelling upon the knee-cap is to be classed with that seated on the 
olechranon, in the bursa anconea, appears mostly in old people, and in 
which the above-mentioned little bodies are observed in quantities. These 
two swellings, especially that on the knee-cap are often accompanied at 
first with violent inflammation. 

The mucous sacs are capable of a degeneration in which an homogeneous, tough, 
moderately fibrous mass, connected with their walls, is formed, and gradually enlarges 
to an enormous size. I have noticed swellings of this kind on the knee-cap and at the 
elbow-joint, and have removed them successfully. All other treatment is useless, 

[(1) This enlargement of the mucous bag upon the knee-cap is so very frequent 
among women servants, that it has acquired, and usually goes by the name of “ House- 
maid’s knee.” It is also extremely common to observe the same kind of enlarged bag 
upon the back of the olechranon, but without the person’s elbow having been subject to 
any frequent pressure.—J, F. 8.] 

1872. The treatment must be guided by the circumstances of the 
swelling, and according to the causes with which it is related. Their 


(a) Chirurgische Versuche, vol. ii. p. 245.— (c) Russent, James, A Treatise on the Morbid 
Above cited, p. 38, pl. ii., iii. ’ Affections of the Knee Joint. Edin,, 1802. 8vo. 
(6) Cooper, SAMUEL, on the Diseases of Joints, (d) von WatrueER ; in his Journal fiir Chirurgie 


p. 74. London, 1807. ; und Augenheilkunde, vol iv. p. 390. 
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dispersion is always the object, and if this cannot be effected, the discharge 
of the collected fluid and the growing together of the cavity of the mucous 
sac. 

1873. If the swelling be inflamed and painful, cold applications of 
lead wash, leeches, and rubbing in mercurial ointment must be employed ; 
afterwards when the inflammation has ceased, or the fluid still remains, 
blisters kept up for some time, or rubbing in volatile ointments. If the 
inflammation of the mucous sac be very severe, arising from mechanical 
influence on a previously painless swelling of the sac, and if the swelling 
be very great, then usually ail dispersive remedies are useless, and it must 
be cut into to prevent the spreading of the suppuration. Serous fluid 
and floccy pus escape, and the treatment is to be the same as after opening 
abscesses. If the swelling be, as usual, painless, volatile rubbings, long 
continued blisterings, warm douche baths, dispersing plasters, and the like 
are employed, together with which those remedies are made use of which 
counteract the general ill condition of the constitution ; among which I 
have found vinum seminum colchici of the greatest service, especially in 
gouty and rheumatic complaints (a). 

1874. If by this treatment the dispersion be not effected, and the still 
increasing tumour cause inconvenience, it must be emptied by a puncture 
or a cut, and by the introduction of tents, by irritating the inner surface 
of the swelling with the blunt end of a probe, by injections especially of 
solution of iodine, by the insertion of a seton, or by a subcutaneous cut 
to produce such a degree of inflammation as will put a stop to all secre- 
tion (0). It must not, however, be forgotten that inflammation and sup- 
puration of a large mucous sac may produce dangerous symptoms. If 
the walls of the sac be very much thickened, this mode of treatment can 
be of no service, and it may be necessary, if the situation of the swelling 
permit, to remove the sac either entirely or so that its hinder walls alone 
remain, and be thrown off by suppuration. 

The treatment of encysted dropsical swellings on the knee-cap agrees precisely with 
what has been just laid down, except that HrrsTrr’s prescription (c), consisting of 
litharge Zvj., Armenian bole 3j., mastic and myrrh of each Siv., and vinegar a pint, 
boiled together for a quarter of an hour, aud applied to the swelling on a folded cloth, 
four or six times a day, and keeping the patient quiet, with a moderately tightly applied 
bandage, will in most cases produce either the cure at once, or after the swelling has 
been punctured. 

In the encysted swellings, (par. 1870,) described by CRUVELHTER (d), it is not, accord- 
ing to DupuyTREN, sufficient merely to open them with one puncture, but two should 
be made, and a seton introduced. It may, however, be sufficient in most cases, to open 
the swelling on both sides, and to use irritating injections, as the irritation of the seton 
may produce very violent inflammation and fatal symptoms. 

According to LENorR (e), three mucous sacs are found on the sole of the foot, one 
under the heel-bone, an inch in length, the second on the under surface of the joint of 
the great toe, between the skin and sesamoid bones, and the third on the little toe at 
the same part, with a lengthening on the outer edge of the foot. The dropsy of these 
mucous sacs or their inflammation, with the serous exudation, may be easily taken for 
abscesses. If opened, they readily become fistulous, produce ill-conditioned pus, and 
are covered with a thickened epidermis. In inflammation, a corresponding antiphlogistic 
treatment, poultices, cuts, cauterization, or excision must be employed. 


(a) Grier, J. M., Medicinisch - Chirurgische HENNEMANN, Ueber eine neue Reihe subcutaner 


Beobachtungen. London, 1807. .  Operationen. Rostock und Schwerin, 1843. 
(b) Upon cutting into these swellings beneath (c) Institutiones Chirurgice, vol. i. p. 344.— 
the skin and into ganglia especially, see BarrHo- ScoRre@er, above cited. 
LEMy, CHAuMAT, MARECHAL; in Gazette Médi- (d) Above cited, p. 323. 
cale de Paris, vol. vii. p. 773. 1839.—MAL@AIGNE 3 (e) Recherches sur les Bourses muqueuses sous- 


in Bullet. de Thérapeut. 1840, p. 29.—THIERRY ; cutanées de la Plante du Pied, et sur leur inflam- 
in Gaz. Med. de Paris, vol. ix. p. 537, 1841.— mation; in Presse Medicale, vol. i p. 48. 1837. 
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[I recollect seeing a case of the elder TRAvERs’s in St. Thomas’s Hospital, in which 
suppuration of the mucous sac upon the knee-cap came on very rapidly, and extended 
around the front and sides of the joint. The patient suffered severe symptoms of con- 
stitutional excitement, and I must confess I thought the suppuration was within the 
joint itself ; he however thought otherwise, and directed the swelling to be freely opened ; 
a large quantity of pus escaped, and the symptoms of irritation soon subsided. Union 
of the skin with the parts beneath did not, however, take place very quickly, and when 
all was quiet, the introduction of a probe, which ran along freely immediately beneath 
the skin, showed that TRAvERs’s opinion was correct. She recovered perfectly, and with 
full use of the joint in a comparatively short time. 

Irritation of the inside of these dropsical sacs by poking with a probe, setons or injec- 
tions, are on no account to be resorted to, as the very probable consequence will be 
severe inflammation, terminating in gangrene of the sac and neighbouring parts, and high 
constitutional disturbance. 

Occasionally it happens after the mucous sac on the knee-cap has suppurated, and 
either burst or been opened, that it takes on a fistulous character, and two or three or 
more little wounds ulcerate through the skin, which are very plaguing to the patient, 
and very troublesome to heal. Under these circumstances it will be found very advan- 
tageous to stuff in a little red precipitate powder, ‘and apply ointment of the same with a 
bandage, keeping the patient at rest at the same time.—J. F. S.] 


II.—_OF DROPSY OF THE JOINTS. 


(Hydrops Articulorum, Hydrathrosis, Lat. ; Gelenkwassersucht, Germ. ; 
Hydrarthrose, Fr.) 


1875. Dropsy of a joint is a collection of serous fluid within the capsular 
ligament, by which it is distended into a swelling, soft, bounded by theat- 
tachments of the ligament yielding to the pressure of the finger, but without 
retaining any impress, distinctly fluctuating, little or not at all painful, and 
upon which the skin is unchanged. The swelling does not entirely cor- 
respond with the whole extent of the joint, but is greatest where the cap- 
sular ligament is most yielding and little covered. Thus, for instance, a 
swelling at the wrist-joint is especially distinct on its fore and hind sur- 
face, but is scarcely perceptible on its sides; at the ankle-joint it is most 
remarkable on the front; at the shoulder it confines itself to the front, 
and projects most distinctly between the deltoid and great pectoral muscle. 
At the knee-joint, where the disease most commonly occurs, the swelling 
appears in front and at the sides, when very large projects most on the in- 
side, is divided into two parts by the knee-cap and tendon attached to it, 
and extends upwards beneath the muscles of the thigh. The knee-cap is 
thrust forward, is very movable, and after being pressed down, again rises 
when the pressure is removed. When the leg is bent, the swelling on the 
sides is larger and more tense; when the leg is extended, the fluctuation is 
more distinct. ‘The movements of the limb are little interfered with in 
dropsy of the joint. 

1876. The disease in general is slowly developed. Its causes may be 
external violence, bruisings, sprains, catching cold, rheumatic or arth- 
- ritic attacks, cartilage-like bodies in the joint, and metastasis, whereby a 
slow inflammatory condition and disproportion between the secretion 
and absorption of synovia is produced. The collected fluid does not 
differ from common synovia, except that in long continuance of the 
disease it becomes more consistent, viscid, and of a tawny colour. 

In most cases where the parts of the joint are organically altered, swelled up, 
thickened, ulcerated, or affected with caries, collections of mucus, or pus, are 


formed in its cavity. This condition, which has been by some described as com- 
plicated dropsy of the joint, requires only particular attention, if the disease which had 
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produced it diminish, in which case, if the absorption of the collected fluid have not 
taken place under the above-mentioned treatment, (par. 213 and onwards,) it may 
require to be discharged, which I have several times done successfully at the knee- 
joint. 

; [Broptx (a) observes :—“ Cases occasionally (but not often) occur, in which a joint is 
swollen from a preternatural quantity of fluid collected in its cavity without pain or 
inflammation. ‘This may be supposed to arise, either from a diminished action of the 
absorbents, or an increased action of the secreting vessels. The disease may be com- 
pared to the dropsy of the peritoneum or pleura; or more properly, to the hydrocele; 
and it has been not improperly designated by the terms Hydrarthrus and Hydrops 
Articult.” (p. 7.)] 

1877. The prognosis in dropsy of a joint is usually not favourable, 
unless when it have arisen quickly, and have not been of long con- 
tinuance, in which case its dispersion may be often easily effected. 
But if the disease have existed any length of time, and be very con- 
siderable, and if the ligaments have thickened, the hope of a dispersion 
is very slight, and puncturing the joint for the purpose of discharging 
the collected fluid, is an operation which may lead to the most dangerous 
consequences. Dropsy of a joint is also easily liable to a relapse, and 
when long continued, can produce organic changes of the joint, which 
build up new structures. 

1878. The treatment of incipient dropsy of a joint is the same as that 
directed for inflammation of the synovial membrane. If the disease have 
existed some time, it must be the object to encourage the absorption of 
the collected fluid; frequent rubbing, rubbing in volatile ointments, 
mercurial ointment with camphor, repeated blisters frequently and at 
different parts applied, and long persisted in, fumigations, warm and 
cold douche baths, wrapping up in oiled silk, the moxa, the actual 
cautery, electricity, and moderate compression. ‘The internal treatment 
must correspond to the cause of the disease. GIMELLE (6) has recom- 
mended large doses of tartarized antimonial wine as especially efficient. 

1879. If the absorption of the collected fluid be not brought about ° 
by this treatment, if, on the other hand, the quantity increase, so that 
great pain and inability of using the limb be produced, or if there be 
also a foreign body in the cavity of the joint, the collected fluid must 
be so discharged as to prevent the entrance of the air. With this 
object the fluid is to be pressed against that part of the joint where the 
coverings are thinnest, on the knee for instance, on the inside. With 
the fingers of the one hand the skin is to be drawn aside, and a thin 
trocar, a lancet, or a bistoury, thrust into the joint, without, however, 
wounding the joint surfaces. After the discharge of the fluid, and the 
removal of the canula, if the trocar be used, in doing which the wound 
is to be closed with the thumb of the right hand, and the coverings held 
back with the fingers of the left, the skin which has been drawn aside is 
allowed to return to its place, so that the parallelism between the outer 
and inner wound is got rid of, and the wound well closed with sticking 
plaster. 

Opening the swelling with a lancet, or bistoury, is preferable to that with the 
trocar, if the fluid be very thick, or if there be any little bodies at the same time 
present in the joint, of which the removal is also requisite. 

[I can hardly think the operation of puncturing a dropsical joint is, under any cir- 
cumstances, justifiable, as the inflammatory symptoms which follow a wound of the 
synovial membrane, even when healthy, are generally so great, and the consequences 


(a) On the Diseases of Joints. (b) Gazette Médicale de Paris, vol. viii. p. 445, Paris, 
1840. 
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So serious, and sometimes fatal, that the patient’s life ought not to be endangered by 
such treatment. And should this practice even succeed, it is only useful for a time, 
as the fluid will recollect. As to the use of injections, after emptying the joint of its 
contents, as advised by VeLrzau, aud presently to be mentioned, I think it cannot be 
too much deprecated, and I doubt whether any English Surgeon would risk his 
reputation, and the safety of his patient, by a practice which must be attended with 
almost certain mischief.—J. F. S.] 

1880. After the operation the patient must be kept quiet for ten or 
twelve days, and the part bathed with cold lead wash. If pain and 
inflammation arise, the rules recommended for wounds of joints must 
be followed. If these symptoms do not occur, or when they have been 
put aside, all those remedies must be employed, after the healing of the 
wound, which are capable of restoring the due relations between the 
secretion and absorption of the synovial fluid. 

1881. The simple puncture of the dropsy of a joint rarely ever indeed 
produces a radical cure, as the fluid re-collects more or less quickly, and 
besides severe symptoms and suppurative inflammation may ensue. 

To effect a radical cure, Bonner (a) has employed successfully in 
dropsy of the knee-joint, injections of iodine; and the same has been 
also practised by Venrrau (6). After the leg has been stretched 
out, an assistant places his hand on one side of the joint, for the 
purpose of pressing the fluid towards the other, at which the puncture 
is to be made. The outer or inner side of the joint above the knee- 
cap may be chosen. The skin is then to be raised ina fold, the base 
of which is punctured with a trocar, which must be thrust in at least 
three-quarters of an inch, and so deep as that its point shall touch the front 
surface of the thigh-bone. A viscid transparent fluid escapes through the 
eanula, of which only from five to seven drams is to be drawn away, 
that is, about a similar quantity to the quantity of fluid presently to be 
injected. The canula is always to be directed upwards, so that it remain 
full of fluid, and therefore in the injection the air is more certainly ex- 
cluded. Various solutions of iodine may be used as injections ; Bonnet, 
however, especially prefers a solution of halfa dram of iodine and one dram 
of iodide of potash, in four drams of water (1). The quantity of fluid 
injected must not exceed that drawn off, and therefore, in dropsy of 
the knee-joint, never more than from four to five drams of fluid should 
be thrown in. After the injection has been made, and the canula 
carefully withdrawn, the puncture must be covered with sticking 
plaster, the limb laid in a tray, and kept perfectly still. The con- 
sequence of the injection is an acute inflammation, the running on of 
which to suppuration must be carefully prevented. In very great and 
painful swellings of the joint, from the excessive collection of fluid, it 
may be necessary to discharge part of the fluid by puncture, so as to 
lessen the symptoms. 

[(1) If there be no mistake in the proportions given for this injection, which unfor- 
tunately I have not the opportunity of verifying, it must be highly caustic, and such as 


no English Surgeon, I think, would dare to throw into a joint, though a French Surgeon 
might.—J. F. 8. ] 

(a) Mémoires sur les Injections iodées dans les = Maladies Chroniques des Articulation par des In. 
Hydropisies et les Abeés des Articulations; in _ jections irritantes. Strasbourg, 1842. 


Bulletin général de Thérapeutique, p. 340. Nov., (b) Gazette Médicale de Paris, vol. x. p. 651, 
Dec. 1842.—Manrrin, (Thése,) Du Traitement des 1842, Oct. 


Ee, 


[ 464 ] 


III.—OF LYMPH SWELLINGS. 
These have been considered in par. 15-18, par. 59-62. 


IV.—OF WATER IN THE HEAD, AND CLEFT SPINE. 


(Hydrocephalus, Lat.; Wasserkopf, Germ.; Hydrocephale, Fr.;—Hydrorachitis, seu 
Spina bifida, Lat.; Riickgrathswassersucht oder Gespaltene Riickgraéthe, Germ. ; 
Hydrorachis, Fr.) 

1882. The term water in the head, or watery head, is usually applied 
to a collection of serous fluid beneath the coverings of the skull, between 
the skull and the brain, or in the cavities of the brain itself. According 
to these circumstance, it is distinguished into external watery head, (ydro- 
cephalus externus,) internal watery head, (4. internus,) and dropsy of 
the ventricles (Hydrops ventriculorum cerebri.) 

1883. In external watery head the fluid may be either in the cellular 
tissue beneath the skin, beneath the galea aponeurotica, or beneath the 
pericranium. In the first case, the swelling spreads more or less over the 
whole head, often over the eyebrows, retains the impress of the fingers, 
and is specially characterized as edema. In the second and third cases, 
be the swelling more or less spread, yet it never reaches to the eyelids. It 
is incorrect to apply the term hydrocephalus to this disease. It requires 
merely the ordinary treatment of adema, the use of dispersive applications 
in connexion with rubbing and moderate compression, and if these be 
insufficient, the discharge of the fluid by cutting into the swelling. 

Whether a partial collection of water under the galea aponeurotica actually exist, in 
which the swelling depending on it may be confused with other diseased conditions, has 
been already doubted. 

1884. The collection of water within the cavity of the skull appears 
alone to deserve the name hydrocephalus. The collection of water 
between the membranes of the brain and the skull, is most properly dis- 
tinguished as hydrocephalus externus, and that in the ventricles of the 
brain as hydrocephalus internus, or hydrops ventriculorum. Both con- 
ditions may agree together in being congenital vices of formation, the con- 
sequence of the staying of the fedus at an earlier stage of development. 
Hydrocephalus, however, is frequently first developed at a longer or 
shorter period after birth, and mostly without any very decided cause. 
The watery head now to be considered may be distinguished as hydro- 
cephalus chronicus, from hydrocephalus acutus, which quickly ensues, in 
consequence of inflammation. 

The primary existence of external hydrocephalus is indeed denied by many, and it is 
asserted that the water only reaches the surface of the brain by a tearing of the 
cavities (a) ; it is, however, possible, that the water may be originally secreted as well on 
the outer as on the inner surface of the brain (6); for according to MAGENDIE’s (c) 
observation, there is naturally a watery fluid between the arachnoid coat and the vascu- 
lar coat of the spinal marrow, which communicates with the ventricles of the brain by 
an opening in the bottom of the fourth ventricle. The same applies to the fluid between 
the membrana arachnoidea and pia mater upon the surface of the brain, External 
hydrocephalus is at all events a rare circumstance ; it is not easily distinguishable from 


internal hydrocephalus, and resembles it in its symptoms, and the treatment it re- 
quires. 


(a) Monro, Observations on the Eye, the Ear, and the Brain, p. 38. 


(6) MecKxeL.; Handbuch der pathologischen (c) Journal de Physiologie, vol. vii. p. 1. 
Anatomie, vol. i. p. 263. 1827, Jan. 
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1885. In the congenital internal hydrocephalus, which is developed at 
no very determinate period of pregnancy, as also in that occurring after- 
wards, the walls of the brain are considerably distended by the collection of 
water in the ventricles, are thinned, and the convolutions unfolded; the 
partition of the ventricles (septum lucidum) is destroyed, and their internal 
lining generally thickened ; yet, however, with this great thinning and as 
it were membranous extension of the brain, its gray and medullary sub- 
stances are still distinguishable. In proportion as the collection of water 
becomes greater, the still yielding and not yet firmly connected skull-bones 
spread out, and the head acquires an enormous size. It is uncommonly 
broad, especially in the region of the ossifying points, because the bones, 
specially those on the sides, are thrust asunder by the water. The face has 
no longer an oval, but a triangular form, the forehead projects considerably 
over the orbits, and there is a remarkable disproportion between the size of 
the face and skull. The skull-bones form slowly, and are connected only 
by a number of intermediate bones. The membranes enclosing the water 
are not unfrequently torn during labour, the water discharged, and the 
coverings of the destroyed brain, for the most part, fall together. 

1886. If in great distension of the skull some parts be more yielding 
than others, or the water sink from the fourth ventricle, between the 
pia mater and tunica arachnoidea, into the canal of the spine, by which. 
the cartilaginous plates forming, previous to its perfect ossification, 
the hind portions of the vertebre are outspread, there are produced 
elastic fluctuating swellings covered with a thin, sometimes transparent, 
skin, of various size, and forming the disease called Cleft Spine (Spina 
bifida.) These may be diminished by compression, upon which ensue 
coma, convulsions, palsy, and the like, Several such swellings may 
occur at the same time, so that the fluid may be driven from one to 
another. ‘Their base is sometimes broad, sometimes has a neck, and 
on examination with the finger the edge of the opening in the bone, 
by which the fluid escaped, is felt distinctly, its shape round and regular 
on the skull, and oblong on the spinal column, where it is formed by 
a double row of spinous processes. These swellings may be seated at 
any one part of the skull, where the bones are separated by the sutures, 
especially on the forehead, on the sides, and on the back of the head; 
sometimes several exist together. These swellings are noticed in the 
spine, most commonly in the lumbar region, more rarely in the back and 
neck. Very rarely do several exist at the same time in the spine. 

If a close connexion and co-existence be assumed between internal hydrocephalus, 
watery bags on the head and cleft spine, (hydrorachitis, spina bifida,) which opinion is 
confirmed on numerous grounds, it cannot, however, be denied that a primary 
collection of water in the membranes enveloping the spinal marrow, may exist without 
water in the head. Although the seat of the water be not always the same, it is, how- 
ever, probable that it most commonly collects between the vascular and arachnoid coats. 
(par. 1884.) Gat noticed an example in a child eighteen days old with a cleft 
of the second, third and fourth lumbar vertebre, and a collection of water within 
the arachnoid coat; and in the whole length of the spinal marrow, two lateral, smooth, 
slightly distended canals, which were perfectly closed, and entirely unconnected 
with the collection of water (a). 


()) A very good case of the watery sac here described, is given by CuEsman, 
of Sheffield (6), in a child three years and a half old:—*« Over the left frontal protube- 


(a) Compare Acre; in schwed. Abhandl. Annali Universali di Medicina, vol.xv. 1820. 
vol. x. p: 291.—Der.recnu, Précis Elémentaire, Lugolio. 
vol. iii. p. 166. — Trompzr, B.; in OmopeEr’s (6) Proy. Med. and Surg, Journ., vol. vii. 1844, 
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rance was a tumour of the size of a large orange, membranous, but having in its centre 
a small portion of thin bone. This membrane arose froma projecting portion of bone, 
almost circular, whose diameter was three inches and a half, and contained about half 
a pound of serum; when this was suppurated, it appeared as if there was a shell 
of bone below, which was not complete, as the fluid run from this cell into the cavity 
of the skull. The roof the orbit was nearly convex. On puncturing the right side of 
the anterior fontanelle, about five pints of serum were drawn off. The body was of a 
rickety appearance and much emaciated, and there was a spina bifida of the size 
of a hen’s egg in the lumbar region. The child had possessed all its faculties until 
a day or two previous to its death, but generally lay on a sofa with its head raised. Until 
five months of age the head had been normal, but then increased.” (p. 564.)] 


1887. The mischiefs produced by hydrocephalus and spina bifida in 
the functions of the brain and spinal marrow, are not always the same. 
Most commonly children born with water in the head die soon after birth, 
either in consequence of the disease itself, or the damage which the head 
suffers during delivery ; in rare cases, however, they reach a more or less 
advanced age, and the head acquire an enormous size. Notwithstanding 
the diminished size of the brain, its functions are not always propor- 
tionally lost. Although the functions of the intestinal canal be in general 
natural, the nourishment of the body otherwise is affected, so that it 
is extremely thin and backward in its development. In those cases 
in which hydrocephalus is accompanied with watery bags, the above- 
mentioned mischiefs are usually slighter, and scarcely observable. In 
spina bifida, indeed, the condition of the spinal marrow is, for the most 
part, altered; it is thinner, is dissolved into a watery substance, studded 
with watery bladders, and at the seat of the cleft entirely deficient ; it 
is, however, rarely altered further than at the seat of the cleft, and not 
always in the same degree. Symptoms of hydrocephalus usually accom- 
pany spina bifida, great wasting, weakness of the lower limbs, involuntary 
discharge of the urine and stools, spasms, convulsions, and so on. The 
larger the swelling, and the nearer it is to the head, the more violent 
generally are the symptoms. Mostly children so affected die soon; they, 
however, in rare cases, live a shorter or longer time. With hydrocephalus 
and with spina bifida other misformations are frequently connected, for 
instance, hare lip, cleft palate, club foot, and the like, whence it decidedly 
follows that they must be considered as the consequence of an arrested 
development (@). : 

F1sHEr’s (6) observations on the origin of spina bifida are very interesting; he found 
in two cases a union of two or more sacral ganglions, the passage of their respective 
nerves through the sheath in one bundle, and the union of the end of the spinal marrow 
with the walls of the sac. 1 have fully verified this statement, in a case in which death 
followed some time after puncture. FrsHer hereon founded the following opinions :— 
first, that the union of the sacral ganglions depended on primary irregularity, from 
which arose the anomalous division of the corresponding nerves between the ganglions 
and the spinal marrow ; second, the growing together of the spinal marrow with 
the sheath prevented the ascent of the marrow in its natural position, and to it is to be 
ascribed the irregular way in which the nerves are inserted into the spinal marrow; 
third, the union of the ganglions may, in a degree, be ascribed to the development of a 
process, by which the neighbouring ganglions, in many cases, themselves of natural form, 
unite with each other; and the general existence of this deformity at the lower part of 
the spinal column depends on the relative position of the sacral ganglions which lie 
in the sacral canal, whilst those of the other spinal nerves are in the intervertebral holes ; 
fourth, the incomplete form of the hinder wall of the vertebral column is rather to be 


(a) Murray, J. A., Progres. de Spine bifide congenitis circa thoracem et abdomen. Erlangen, 

ex mala ossium conformatione initio. Goeting., 1810. 

1779. , (b) London and Edin. Philosoph. Magazine and 
MECKEL, aboye cited,—FLEIscHMann, De vitiis Journal of Science, vol. x. p. 316, p. $86. 1837. 
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ascribed to the influence of the irregular development of the corresponding parts 
of the nervous system, than to a peculiar tardiness in the process of ossification. 

[Hewett (a) observes, in regard to spina bifida :—“The connexion which generally 
exists between the chord or the nerves and the walls of the sac, is a point of the utmost 
importance. Some cases are related by various authors, in which neither the chord nor 
the nerves had any connexion with the sac; these parts followed their usual course down 
the spinal canal; but in by far the greater number of cases that have been placed upon 
record, the nerves presented some kind of connexion with the sac. Of twent y prepara- 
tions of spina bifida, occupying the lumbo-sacral region, which I have examined in 
various collections, I have found but one in which the nerves were not connected with 
the sac.” (p. 461.)] 


1888. As to the treatment of these two complaints, it has been advised 
to employ mercury internally and externally, repeated purgations, long- 
continued blisters, issues, setons, and a due pressure of the whole skull 
with bandages or sticking plaster (6). The unsuccessful result, after 
drawing off the water by puncture, or after spontaneous bursting, had 
discouraged this practice till more recent observations had shown, that 
by small stabs with a needle or a fine trocar, the fluid might be repeatedly 
emptied. In a few cases only, however, was a cure thereby produced, 
as with the often repeated puncture and simultaneous use of moderate 
pressure, at last fatal inflammation ensued. Besides, in the critical ex- 
amination of these cases, it is proper to bear in mind that the operation 
is only performed when the distension of the skull is very considerable. 
An earlier employment of the puncture, by which the fluid can be 
gradually emptied, and the head at the same time properly compressed 
with a bandage, may perhaps allow the hope of a favourable result ; 
but especially when the water in the head has not been congenital (1). 
The place for the puncture may be chosen at any part between the sepa- 
rated bones where there is no sinus. Astriey Coorrr has recommended 
a palliative treatment, which has had good results, by means of a bandage 
which completely keeps back the swelling in spina bifida, and which must 
be continued for some time (2). 


[| (1) Dr. James Copenanp (c) has very carefully analyzed and compared the cases in 
which the operation of puncturing the brain for chronic hydrocephalus has been practised, 
and his opinion upon the subject is entitled to serious attention. He says :—“ From 
much experience I conclude that inflammatory irritation of the brain and its membranes 
does follow the operation in some instances; that the state of these parts and of the 
system favours its occurrence; and that the encephalic structures are ina very different 
condition in this disease, both mechanically and vitally, but especially as’ to proneness 
to inflammatory action and softening, from what they are in health. Whilst, therefore, 
I so far agree with those who argue for the operation as to advise it to be tried after 
the measures I have detailed have failed, yet I would not recommend its performance 
early in the disease ; first, because medical treatment has then sometimes effected a cure, 
especially when the head has not been very greatly enlarged; and secondly, because, 
when the fluid is in the ventricles, as it generally is in cases commencing after birth, 
a greater depth of brain must be penetrated to reach it at an early than ata later 
period. When punctures are resorted to medical treatment must not be abandoned, or 
even relaxed; for we should still endeavour to remove the disposition to effusion, as 
well as to promote absorption; and as a certain degree of pressure is requisite to the 
healthy performance of the cerebral functions, strips of plaster should be applied around 
and over the whole scalp, in order to prevent the collapse consequent upon the opera- 
tion. I believe that the punctures ought not to be frequent, nor much fluid withdrawn 
at one time; that gentle pressure should be made around the cranium during the dis- 


(a) Cases of Spina bifida, with Remarks; in in his Select Dissertations, p. 380. London, 1822. 


London Medical Gazette, vol. xxxiv. 1844. —Barnarp ; in London Med. Repository, vol. xx. 
. (b) Biane, Giusert, M.D., On the effect of p. 314. 1823. 
mechanical compression of the head as a preven- (c) Dictionary of Practical Medicine,—Art., Chronic 


tive and cure in certain cases of Hydrocephalus ; Dropsy in the Head, vol. i. Lond., 1844. 8vo. 
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charge ; that the discharge ought to be stopped, and the puncture accurately closed, so 
as to prevent the entrance of air, as soon as the pulse begins to sink ; and that restora- 
tives should be exhibited in order to prevent convulsions or other nervous symptoms. 
The operation seems to be best performed by a small trocar or grooved needle, but it is 
difficult to withdraw any fluid with the latter, as the surrounding pressure fills up the 
groove. The application of a cupping glass may, however, produce a discharge. A 
pointed thin trocar, with a two-edged lancet-shaped extremity, not a thick triangular 
instrument, is preferable upon the whole.” (p. 683.) 

(2) This is not quite correct. ABERNETHY first suggested the trial of slight pres- 
sure on the swelling of spina bifida, even from the first, so as to excite absorption 
and to prevent the distension of the unsupported dura mater. He also first punctured a 
case of this sort, which was hopeless, and repeated it every fourth day for six weeks, 
during which time the wounds healed regularly, and the child’s health remained undis- 
turbed. But at last the plaster slipped off, the wound ulcerated, suppuration ensued, 
and the child died. AsTLEY CooPER first practised pressure, and afterwards puncture 
with a fine needle and pressure. In two of his cases the patients were alive and healthy, 
the one twenty-eight and the other twenty-nine years after this treatment. 

Hewett lays down two good general rules in regard to puncturing spina bifida, 
according to AstLEY CoopEr’s method. “ First. The tumour ought never to be punc- 
tured along the mesial line, especially in the sacral region; for it is generally at this 
part that the cord and its nerves are connected with the sac. The puncture is to be 
made at one side of the sac, and at its lowest part, so as to diminish the risk of wounding 
any of the nervous branches. Second. The instrument ought to be a grooved needle 

ora small trocar; for if a lancet be used, there will be great risk of wounding some 
important part contained in the cavity of the tumour.” (p. 463.) 


Compare, on the Surgical treatment of Hydrocephalus and Spina bifida— 

ABERNETHY, JoHN, An Account of Spina bifida; with remarks on a method of treat- 
ment. London, 1810. 

Cooper, AsTLEY; in Med.-Chir. Trans., vol. ii. p. 324. 1813. 


Earr, Henry, Case of Hernia of the Dura Mater connected with Hydrocephalus 
internus; in Med.-Chir. Trans., vol. vii. p. 427. 1816. 


SneRwoop, H., in Medical Repository of New York, vol. i. p.1. 1812. 
Orro; in his Seltenen Beobachtungen. Breslau, pt. i. p. 66. 1816. 
Hayes, Puiny; in New England Journal, vol. i. p. 237. 

NeweEnvorFF, De Spine bifidee Curatione radicali. Lips., 1820. 


Trompet, B., above cited. 
FRECKLETON, in Edinburgh Med, and Surg. J ournal, vol. xvii. p. 240. 1821. 


Lizars, in same, p. 243. 

Vacca BERLINGHIERI, above quoted, p. 251. 

Propart, F. L.; in Lancet, vol. xi. p. 800. 

SKINNER, in American Journal of Medical Sciences, vol. xix. p. 139. 1837. In 
this case seventy punctures were made, and above four pints of fluid were discharged. 

Conquest; in Cyclopedia of Practical Medicine, vol. ii. p. 478, is stated to have 
punctured hydrocephalus successfully in four cases out of nine. The largest quantity 
of fluid drawn at any one time was twenty ounces and a-half; the greatest number of 
operations in the same child five, at intervals of from two to six weeks, The largest 
total quantity of water removed was fifty-seven ounces. 

OprenHEm, F. V. (a), has collected all the hitherto known cases of puncture, and 
one which he himself treated, and has determined the applicability of this operation. 

1889. The nearly always unfavourable result of repeated punctures in 

spina bifida has recently led to various modes of treatment with a view 
to effect, by the removal of the sac, at the same time, a. closure of the 
opening of communication with the spinal canal, as DuBoure (6), Ta- 
vicnot (c) Brynarp (d), have shown, with successful result. 


(a) Ueber die Punktion des chronischen in- (b) Journ. de Med. et de Chirurg. de Toulouse. 
neren Wasserkopfes; in Rusi’s Magazin, vol. 1839, Sept. 
xxiv. p. 34.—Lex, A.; in New York Medical and (c) Gazette Médicale de Paris, vol. ix. p. 481, 


Physical Journal, 1828.—Maxspzn; in Lancet, Pp. 700. 1841. 
1830-31, vol. i. p. 648. (a) Ibid., p. 573. 
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According to Dusourg, the tip of the swelling is to be taken hold of, 
raised a little up, and a part of its base cut through with a straight knife, 
in such way as to form two flaps, which are brought down upon the spinal 
column, and without at first cutting into a middle string, which is gene- 
rally felt, and is formed by the sheath of the spinal marrow. Immediately 
after the rest of the base is cut off, and now but little skin remains. The 
pressure of an assistant’s finger should prevent the escape of the fluid and 
the entrance of the air. The edges of the wound are then to be united 
with two, three, or four hare-lip pins and the twisted suture. This ope- 
ration is required when the swelling and the opening are of small size 
and the child’s health otherwise good. 

Tavienor seizes the swelling at its base with an instrument similar to 
a pair of forceps, before which he cuts off the projecting mass, and then 
unites the edges of the wound as in the former mode. 

Brynarp surrounds the base of the tumour with a spring, into which 
a ligature is introduced, and ties it up. The tightening of the ligature is 
gradually increased till the inner walls of the sac, brought into close con- 
tact, unite, after which it is cut off and the remaining suppurating part 
brought together with sticking plaster. If the tied swelling be very 
tense, a portion of fluid may be allowed to escape by puncture. 

1890. Of these several modes of treatment that of BeyNARD seems pre- 
ferable, as by it the too quick emptying of the fluid, and entrance of the 
air are prevented, the union of the applied surfaces more certainly effected, 
and the cutting off performed when union is produced. Dusoura’s me- 
thod is, in reference to these points, to be considered the most severe and 
dangerous. 


V.—OF THE COLLECTION OF SEROUS AND PURULENT FLUIDS IN 
THE CAVITIES OF THE CHEST. 


Branves, De Thoracis Paracentesi. Gdtting., 1791. 
‘Gumprecut, De pulmonum abscessu aperiendo. Giutting., 1796. 

AnpovuarD, De l’Empyéme. Paris, 1808. 

PriLeTAN, Mémoire sur les Epanchemens dans la Poitrine et l’Opération de ’Em- 
pyeme; in Clinique Chirurgicale, vol. iii. p. 237. 

Lancy, Mémoire sur les effets de Operation de ’Empyéme ; in Mém. de Chirurg. 
Milit., vol. iii. p. 442. 

Duncan, ANDREW, Contributions to Morbid Anatomy, No. IV. Empyema and 
Pneumato-thorax ; in Edinb. Med. and Surg. Journ. vol. xvii. p. 322. 1821. 

DetrrcH, Mémoire sur ’Empyéme ou Pleurésie suppurée; in Memorial des H6pi- 
taux du Midi. 1829, June. 

Monk, B., Beitrage zu einer kiinftigen Monographie des Empyems. Kitzingin, 1839. 

SEDILLOT, De l’Opération de ’Empyéme. Thése soutenue, &c. Paris, 1841. 

Krause, A., Das Empyem und seine Heilung auf medicinisch und operativem Wege 
nach eigener Beobachtung. Danzig, 1843. 

TowNnsEnD, R., M.D., Article Empyema ; in Cyclopedia of Practical Medicine, vol. ii. 
p. 28. London, 1833. Large 8vo. 

1891. If in the cavity of the chest serous fluid (hydrops pectoris, hydro- 
thorax) or pus (empyema) collect, symptoms of compression of the lungs 
and heart are produced, similar to those already mentioned when treating 
of extravasation of blood and collection of air in the cavity of the chest. 
(par. 486 and onwards.) 

1892. If the collection be only in one cavity of the chest, the patient can 
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only lie on the diseased side, and the breathing is exceedingly difficult if 
he lie on the sound side; if the collection be on both sides he can only 
lie on his back with the upper part of the body raised. The ailing side 
is more distended, the ribs separated from each other, and their move- 
ments prevented. In consequence of the compression of the lung, and 
the immobility of the chest on one side, the healthy half of the chest 
must move more actively. Although the intercostal muscles and the 
external muscles of the breast be not inflamed, yet an cedematous swelling 
occurs at certain spots, at least these muscles feel thicker. This swelling 
often spreads itself further over the diseased side of the body. If there 
be much fluid collected, pulsation is communicated to it from the heart, 
so that it can be perceived to a great extent, though often very slightly, 
and sometimes not at all. The heart itself may, by the pressure of the 
fluid, be thrust to the other side, and even upwards. The diaphragm 
may also in like manner be driven downwards, often to such extent that a 
swelling is observed below the short ribs and in the upper region of the 
belly ; the patient has therefore specially in the sitting posture, a sensa- 
tion of weight and pressure on the diaphragm. A fluctuation in the 
chest is often observed, on examining the body, either with the ear alone 
or with the stethoscope, and especially absence of the respiratory murmur 
on that part, except at the root of the lung. <A bleating noise, @go- 
phony, is observed when the collection is not very great, but it is lost when 
that side of the chest is distended by the collection. It is most distinct at 
the lower end of the blade-bone opposite the nipple. On percussion the 
chest does not yield the usual hollow, but a dull sound. The symptoms 
of hectic fever, dry or moist cough, small pulse, puffiness of the coun- 
tenance, cedeiatous swelling of the upper limbs, and the like, in a great or 
less degree, accompany these symptoms. 

In measuring (mensuration) an unyielding band is to be applied in an exactly hori- 
zontal direction from the spinous processes of the vertebre to the middle of the breast- 
bone upon the sound and on the diseased side. Piorry (a) has proposed to perfect this 
horizontal measure with a vertical one, for which purpose, whilst the patient sits or 


stands, the one end of a band is to be placed on the top of the collar-bone, near the 
shoulder, and the other on the last sternal rib near its tip. 

TarRRAL has proposed feeling the fluctuation. The patient must lie on the diseased 
side, one finger is then to be strongly pressed into the intercostal space, whilst another 
finger gives a short blow on the corresponding interspace, and at such distance that the 
direction towards the impressing finger shall be as much as possible perpendicular. 

If the flat of the hand be laid upon the walls of the chest, a vibratory motion is felt 
on speaking, which, according to RayNaup, will not be perceived if there be effusion 
The mobility of the healthy, and the immobility of the diseased side in breathing, can 
also be observed by the feel. 

Percussion affords us the most certain sign of effusion into the cavity of the chest, 
and discovers to us most of the changes in reference to its origin and course, its altera- 
tions and diminution. If effusion do not fill the cavity of the chest, it changes its place 
according to the varying position of the patient, and, in consequence of its gravity, falls 
to the most depending part of the chest. In the sitting posture it occupies the space 
between the hind part of the diaphragm, the spine, and the ribs. As this space is very 
narrow, a small quantity of the fluid can afford a dull sound to a pretty large extent. At 
the part corresponding to the surface of the fluid a clear pulmonary sound is observed. If 
the patient lie on his back, percussion gives a clear sound in front, but a dull one be- 
hind, and this also happens if the patient lie on his belly, or upon one or other side; 
the sound is always dull at that part to which the fluid sinks. If the whole cavity be 
filled with fluid, it cannot alter its situation, and the dull sound is observed at every 
part. In circumscribed effusion also, where bounded by adhesions, the dull sound 
remains at the one spot, whatever posture the patient may assume. If the sound become 
duller or more sonorous where previously it was not so, it may be presumed that the 

(a) Traite du Diagnostic, &c., vol. i. p.570. Paris, 1831. 
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fluid has increased or diminished. If percussion at one spot constantly give sonorous 
sound, around which, according to the different posture of the patient, a sonorous and 
dull sound can be produced, it may be concluded that there is an adhesion of the lung 
at'this spot. Percussion is able to decide with accuracy the pressure which the sur- 
rounding parts suffer by the fluid. Sometimes, after the fluid has diminished, a dull 
sound is observed opposite the lower part of the cavity of the chest, which depends on 
the false membrane that has formed there, or has been separated from the parts 
above. It is not ever easy to distinguish between an effusion into the pleura, from one 
into the pericardium. An effusion into the pleura cannot extend towards the front of 
the heart without arising behind nearly to the spine of the blade-bone; if, therefore, 
there be dull sound in the region of the heart without a rising of the fluid up to the 
point stated, it must be concluded that there is effusion into the pericardium. 

Auscultation affords different results according to the variety of the circumstances. 
In slight effusion the respiratory murmur may be distinguished, but it is weaker, and 
seems at a distance from the walls of the chest; if the effusion increase, the respiratory 
murmur ceases completely. In collections of fluid at the depending part of the chest, 
where the upper part is free, the respiratory murmur may be felt below, and is per- 
ceived above. If the patient’s position be so altered that the lower becomes the upper 
part, the respiratory murmur is heard on the former, where it was not heard, and it is 
no longer perceived where it previously had been. This stethoscopic sign is of 
the greatest importance. LarENNEC considers egophony as the pathognomic sign of 
pleuritic effusion ; but this sign is of no actual value, and by egophony alone the ope- 
ration of paracentesis must not be decided. Ifzgophony point this out, it can only be 
shown at one part of the chest in a certain extent, and in a sharp change in the patient’s 
voice; in other respects it consists in a strong resonance of the voice, which is trem- 
bling and broken, but is not so distinctly transmitted to the ear as pectoriloquy. igo- 
phony, like the respiratory murmur, ceases in great collection, and in changes of its seat, 
according to the different posture which the patient may be placed in. The height of 
the effusion bounds the space above where it can be heard, above which the voice has 
its natural sound. This line of demarcation determines the addition to, and diminu- 
tion of, the effusion. Coughing presents an analogous change in the voice: sometimes 
the voice is perceived at a distance with a peculiar change, to which has been given the 
name vox senilis, (€gophonie a distance) ; but this sound may exist without effusion, it 
can therefore afford only a conjecture. 


1893. Notwithstanding all these aids which can be brought to the close 
determination of the state of the cavity of the chest, it is not ever easy to 
distinguish pleuritic effusion with certainty. Inspection and mensuration 
have no actual value. In healthy persons, the one side of the chest, 
especially the right, is frequently more strongly developed than the other. 
Every circumstance by which the activity of the lung is restricted, favours 
the diminution of the size of the chest ; the other cavity of the chest, in 
proportion as the lung becomes more active than the other, acquires 
greater size. According to Sroxes’s observation, the increase of the 
chest on the left side, as a sign of empyema, is of more value; upon the 
right side it is only of consequence when it exceeds half an inch. In 
other respects, the quantity of effusion cannot be determined by inspection 
and mensuration, as with a trifling distension of the ribs there may be 
considerable thrusting back of the diaphragm and mediastinum. 'The 
audible dashing of the fluid, when the patient is held and shaken by the 
shoulders, is only perceptible when the cavity of the chest at the same time 
contains air; it therefore often affords no sign except being very distress- 
ing to the patient, and the audible dashing must be distinguished from that 
resembling it, which can be produced by fluid in the stomach. I have, in 
one instance, fully distinguished the two kinds of dashing from each other. 
The sensible fluctuation is, according to TARRALL, perceptible only ina 
small number of cases, in very thin persons, and if the pleura be distended 
by a large quantity of fluid. The immobility of the chest may depend on 
many other circumstances. The vibratory movement does not, according 
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to Raynavp, always exist, and all the diseases which prevent the entrance 
of the air into the lungs do not admit its occurrence. Percussion and 
auscultation usually give the most decided signs, though even they in many 
instances are uncertain. Thus a duller sound is observed in pneumonia ; 
but it does not arise in this case so suddenly, or, so to speak, at once, as in 
effusion; on the contrary, it is gradually developed ; at first weak and 
scarcely perceptible, it gradually becomes stronger in proportion as the 
inflammation more and more prevents the entrance of the air into the lung; 
but in the highest degree of hepatization of the lung, the dull sound is as 
distinct and complete as in effusion. The dull sound is generally circum- 
scribed, rarely corresponding to the whole extent of the lung, as on the 
contrary it is not seldom that effusion occupies the whole of one cavity of 
the chest. In effusion the dull sound suddenly ceases above the level 
of the effusion, and gives place to a hollow sound: this is not the case in 
pneumonia, some cases of pneumonia lobularis perhaps excepted. Hepa- 
tization alone produces so dull a sound as can be mistaken for extrava- 
sation ; but about a hepatized part of the lung there are always others, 
which are inflamed in a lesser degree, and which form a gradual transition 
from the diseased to the sound part. Percussion, therefore, carefully used, 
may give a dull sound, which gradually diminishes till that spot which 
corresponds to the healthy part of the lung be reached, where it is entirely 
lost. A further distinction between extravasation and pneumonia is, that 
in the former the seat of the dull sound varies according to the different 
posture of the patient, whilst in puewmonia it remains the same in every 
position. In extravasation the dull sound always first begins at the most 
depending part of the chest, whilst in pneumonia it is often first perceived 
at the upper part, as it often is situated at a higher part. 


Hirtz (a), presuming that the physical phenomena vary according to the relation of 
the lungs to the outpoured fluid, determines these relations upon three conditions ; first, 
when the effusion is small, some ounces up to a pound ; second, if it be moderately great, 
from one to three pounds; and third, when it is considerable, three pounds and upwards, 
If the effusion be moderate, it varies, according as it is recent or of some time standing. 
In the former case the effusion spreads around the lung, which, as it were, is bathed 
in fluid; the pulmonary and costal pleura are separated from each other by a layer of 
fluid, the thickness of which is everywhere nearly alike. In from ten to fourteen days 
the fluid, however, sinks down, and thrusts the lung upwards, if it be not hepatized or 
adherent. A recent outpouring may be distinguished by the following signs :—breath- 
ing, voice, cough short, broken, faint bleating, and a dull sound to a great extent; in 
considerable effusion, the latter, but never the former symptom is observed. When 
the outpouring has existed for some time, the dull sound is perceived only to a trifling 
height, as the fluid sinks down; on the contrary, egophony is deficient at the lower 
part, as for its production not merely is the fluid necessary, but that also a portion of the 
lungs should be surrounded by it. “Above the collection a clearer sound is heard, and 
the respiratory murmur on auscultation. We are, therefore, led to suppose that the fluid 
has been absorbed, whereas, however, it has only changed its place, and sunk to the bot- 
tom. It may, therefore, be concluded, if with diminution of the dull sound, and a 
return of the respiratory murmur at the upper part of the lung, egophony be wanting 
at the lower part, that the fluid has changed its place, and has not diminished. The 
phenomenon of the descent of the dull percussion-sounds, without diminution of the fluid, 
depends often less on the removal, than especially on the diminution of the size of the 
lung, in consequence of the pressure upon it (bd). 


(a) Archives générales de Méd., vol. i. 1837. Diseases of the Chest. Dublin, 1837. 8vo.— 
(5) LaEnnxc, Traité de  Auscultation médiate Scuun, Ueber den Einfluss der Percussion und 
et des Maladies des Poumons et de Coeur, vol. i. Auscultation auf Chirurg. Praxis; in Oester, 
Pp: 72, vol. ii. p. 230. Paris, 1826. Second Edition. Jahrbiichern, vol. xxxvi. p 372.—von Rorreck, J., 


—Piorry, Traité de Diagnostic et de Semeéiologie, Ueber einige Brustkrankheiten, mit besonderer 
3 vols, Paris, 1837. 8vo.—Sroxrs, Wr11., M.D., _ Riicksicht auf ihre Diagnose aus physikalischen 
A Treatise on the Diagnosis and Treatment of the _Zeichen. Freiburg, 1839, 
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1894. The collection of these fluids may arise in various ways ; by an 
abscess in the lung opening into the chest, in consequence of an inflamma- 
tion of the lung and pleura, after penetrating wounds, extensive fracture 
of the ribs, and the like, from a perverse secretion, from an insidious 
inflammation of the plewra from organic disease of the lungs, as well also 
from the slow occurrence of hydrothorax. . 

Abscesses on the exterior of the chest between the pectoral muscles and the pleura 

'rarely penetrate the cavity of the chest, because the pleura in general becomes much 
thickened. 
__ [Sometimes the empyematous matter is discharged either by bursting into the lung 
itself, or through the walls of the chest. Under these circumstances, the effusion is 
circumscribed by adhesions, forming a distinct abscess, and separate from the general 
cavity of the pleura. According to LAENNEC, the matter of empyema is discharged more 
frequently by bursting into the bronchi than by ulceration through the walls of the 
chest. ‘TowNSEND (a), however, thinks that their frequency is nearly equal. Some- 
times the abscess bursts both outwardly and inwardly, and thus a fistulous passage is 
formed for the escape of the pus. Instances of this kind are mentioned by Lz Dran (6) 
and by ANDRAL (c).] 

1895. When from these collections in the cavities of the chest, the func- 
tions of the lungs and heart: are destroyed to such extent as to endanger 
life, when the accumulation cannot be got rid of either by the powers of 
nature, or by suitable internal treatment, opening the cavity of the chest 
(Paracentesis thoracis, Operatio empyematis) is required. This opera- 
tion can, however, only have a favourable result when the purulent or 
watery accumulation is unaccompanied with other incurable disease of 
the chest, or with symptoms of general dropsy and the patient have not 
been already greatly enfeebled by long continuance of the disease, or by 
colliquative symptoms, and is not very much advanced in age. The 
accumulation of pus in consequence of external injuries is the most 
hopeful for a favourable result to the operation, which, however, must 
always be considered a very serious one as regards the consequences that 
may arise from it ; although, on the other hand, it must be remembered, 
that the efficiency of the operation is considerably undervalued on account 
of its too late and rare performance. In the above-mentioned cases, it is 
the only means of preserving life. 

Opinions vary as to the period at which accumulations after inflammation take place 
in the cavities of the chest, as some are in favour of the early performance of the opera- 
tion (PHiLip, Skoprs, LAENNEC, GENDRIN, and others); it can, however, only be 
considered permissible under the above-mentioned conditions. (KRausE.) It has been 
already mentioned ( par. 495) that and under what conditions, opening the cavity of the 
chest is necessary in extravasation of blood and collection of air. 

1896. Opening the cavity of the chest is performed either by a cut or 
by a puncture with the trocar. 

Opening the chest has been practised from the earliest times in very different ways; 
Jirst, by boring through the ribs (Hippocrates, Part, SEVERINUS,) or through the 
breastbone (GALEN, RoGeEr, of Parma, PuRMANN, VAN DER WYL, and others) ; second 
by division of the soft parts, z. with the actual cautery (KuNIPHON of Cnidos, Paux of 
fEgina, AVICENNA, LANFRANCHI, RavaTon, and others,) 8. with caustic, and thrusting 
a knife through the slough (THEVENIN, Ruyscu, BRoMFIELD, VON WINTER, and others) ; 
y. by puncture with the knife, after making a cut through the skin and laying bare the 
pleura, (Hippocrates, CeLsus, SOLINGEN, DELPEcH, and others,) or with the trocar, 
(HetsTER, Moranp, Boyer, and others,) with blunt instruments, as a sound (Dion1s, 
Verpuc, BELLOsTE,) or with the finger (FREcK) ; 3. without previously cutting through 
the skin, by thrusting ina knife, (RHAzEs, DIEMERBROECK, PURMANN, ) or the trocar 


(a) Above cited in Cyc. Prac. Med. 
(b) Observations de Chirurgie, vol. i. p. 255. (¢) Clinique Médicale, vol. ii, p- 489. 
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(Drourn, Nuck, Patryn, HersTer, Saarp, LEBLANC, RuLLIER, CHARLES BELL, 
LAENNEC, WaTTMANN, ScuuH, Krauss, and others); ¢. by dividing the skin and muscles 
by layers with a funnel-shaped cut and the division of the pleura to a great extent 
(especially BENJAMIN BELL, Larrey, ZANG, Kern, and others. ) 


1897. Opening the chest with a cut is performed in the following way. 
The patient should be laid near the edge of the bed, bending over towards 
the sound side, and his arm brought forwards, so that the light may fall 
upon the part for operation. A cut of a full inch is to be made through 
the skin, in the middle between the breast-bone and the spine, on the 
right side between the fifth and sixth or sixth and seventh ribs, reckoning 
from above, but never lower, as otherwise the diaphragm may be easily 
wounded ; upon the left side, between the fifth and sixth, to the seventh and 
eighth ribs. The muscles are then divided cautiously down to the pleura, 
by repeated cuts lengthways, and properly away from the lower edge of 
the upper rib, without completely exposing the upper edge of the lower 
rib, so that the cut is conical, and exposes about an inch of the pleura. 
If the finger be then introduced into the bottom of the wound, when the 
patient holds his breath or inclinesa little to the diseased side, and distinct 
fluctuation be felt, the plewra may be carefully penetrated with the bistoury, 
and the opening enlarged with the button-ended bistoury. If no fluctua- 
tion be perceptible, the plewra, which is frequently thickened, must be 
divided by cutting cautiously. For the discharge of the fluid the patient 
must be inclined towards the diseased side. Deep inspiration, coughing, 
and the use of pumps or injections, to assist the discharge, are dangerous. 


The place for opening the chest, when there is no protrusion of the pleura and accu- 
mulation beneath the external coverings, (locus necessitatis,) has been very variously 
recommended. Many (Sasatrer, PELLETAN, Boyer, and others) advise it on the left 
side between the third and fourth rib, counting from below, and on the right between 
the fourth and fifth ribs. Others (CHopart, DEsAULT) on the left side, between the 
second and third, and on the right, between the third and fourth ribs. According to 
BeE.1, the lowest and most fitting place for the puncture is the interspace between the 
sixth and seventh rib, reckoning from above. According to Bran, the cut should be 
made at the junction of the two front with the hinder third of the space between the 
breast-bone and the spinous processes. CRUVELHIER holds that the fluid should not on 
any account be completely emptied, and therefore the opening may be made where you 

lease. 

: If in a very fat person the ribs cannot be counted, the place for the cut may be deter- 
mined at from four to five fingers’ breadth above the last false rib. Opening the chest 
at its most depending part, at a little distance from the spine is objectionable; because, 
by the patient’s posture, a higher part may be brought lower down, because on the right 
side the diaphragm thrust up by the liver may be easily wounded, and adhesions at the 
lower part of the lung are extremely common. For these reasons, the interspace be- 
tween the fifth and sixth ribs, upon either side, is to be preferred as the best place for 
paracentesis, if on percussion it yield a dull sound, and there be no ‘perceptible respira- 
tory murmur (a). Drawing up the skin before making the cut, so that it may drop down 
on the inner wound, may prevent the entrance of the air, but it also interferes with the 
free escape of the pus. Ifa part be cut on, where the lung is adherent, it must be at- 
tempted, if the adhesion be not firm, to separate it with the finger, or to divide it dex- 
terously with a blunt-ended probe; butif this be not possible, the wound must be en- 
larged towards the breast-bone, in hopes of finding a part not adherent, or the operation 
must be performed at some other part. If after opening the chest no accumulation be 
found in it, but that there is an abscess in the lung itself, which is shown by the finger 
feeling fluctuation, a pointed bistoury must be introduced on the finger, and the abscess 
opened (1). 

If there be need to open the cavity of the chest on both sides, the operation must be 
performed on the other side, if not pressingly required at once, from fourteen to eighteen 
days after, and the opening in the plewra made as small as the object of the operation 
will permit (2), 

(a) Laxznnec, above cited, vol. ii. p. 219. 
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CarTWRIGHT (a) proposes, in order to prevent the admission of air in opening the ca- 
vity of the chest, to introduce a double thread, shaped like the Greek (), after having 
made a small cut, and to apply sticking plaster over it. 

[ (1) [cannot think the recommendation here given of thrusting a bistoury into a pre- 
sumed abscess of the lung, admissible under any circumstances. I have great doubt 
whether fluctuation could be certainly ascertained, and even if it were, I do not think 
opening it would be more justifiable, as it would be impossible to be sure of the thick- 
ness of the wall of the abscess; whilst, in either case, the patient would be endangered 
by the bleeding which would follow wounding the lung; on which account, therefore, 
I think it would be highly imprudent to risk so serious a consequence. 

(2) I should also be exceedingly loath to open the chest on the opposite side, as here 
recommended by Cuetius,—J. F. 8.] 7 

1898. The dressing consists in the introduction of an oiled fold of half 
unravelled linen, between the edges of the wounded pleura, without drop- 
ping it into the cavity of the chest, its ends being fastened with sticking 
plaster, and over it laid a plaster full of holes, soft lint and a compress 
properly confined with a bandage over the chest and one shoulder. The 
patient should be laid so as to favour the discharge of the pus as much as 
possible. 

If the accumnlation be large, the dressing should be applied without discharging all 
of it. PELLETAN (6) advises, in every case, the application of the above-described 
dressing, so that the cavity of the pleura is opened, and the fluid can gradually escape, 
and the air should not enter so that the lungs might expand. 

1899. The after-treatment requires, according to the condition of the 
patient, and the symptoms which may arise, a cooling, antiphlogistic, or a 
restorative treatment. The patient must be kept quiet, and not talk; and 
the surrounding air should be properly dry and warm. ‘The dressing 
should be renewed as rarely as possible, at the utmost never more fre- 
quently than every twelve or fourteen hours. Injections employed for the 
purpose of encouraging the discharge are indeed usually objectionable. I 
have, however, in cases where subsequently the discharge was very bad 
and stinking, used injections of mucilaginous decoctions, with a slight ad- 
dition of muriatic acid, and slightly astringent decoctions with advantage. 
The wound must be kept open by this dressing as long as there is any 
secretion. ‘Tubes of elastic gum and the like, for this purpose, are objec- 
tionable; repeated experience, however, has shown that the mere intro- 
duction of the fold of half unravelled linen is insufficient to keep the wound 
properly open. A fistulous aperture often continues for a long while, 
which only closes when the patient’s health is fully restored. 

To prevent the hectic fever which, after the operation for empyema, results from the 
absorption of pus and its putrescence by the admission of air, RECAMIER (c) injects warm 
- water, 28-30° Réaumor, (95-994° Faur.,) immediately after the discharge of the fluid 
from the chest, and in corresponding quantity to the discharge. The aperture should 
then be closed with sticking plaster, and the patient laid with his pelvis high, so that 
the water may completely fill the cavity of the chest. In proportion as the lungs 
expand, which is ascertained by auscultation, less water should be injected. 

1900. In puncturing the chest with the trocar, between the fifth and 
sixth ribs, if that part yield a dull sound on percussion, and no respiratory 
murmur be perceived, the point of the left forefinger is to be placed upon 
the upper edge of the lower rib, and the trocar, held in the right hand, 
thrust above the finger-nail through the intercostal space, with sufficient 
but not too sudden pressure, till the opposition offered cease, and shows it 
has entered the cavity of the chest. The canula is then taken hold of with 
the fingers of the left hand, and thrust deeper into the chest, whilst 


(a) London Medical Gazette, vol. viii. p. 105. 1831. 
(b) Above cited, p. 295. (c) Bullet de Thérap., vol. xii. 1837, 
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with the right hand the trocar itself is withdrawn, immediately upon 
which the fluid streams out. From time to time the opening of the canula 
should be closed with the finger, so that the patient may inspire rather more 
deeply, and it may be seen when the discharge is completed; the canula 
should then be removed, and the finger placed upon the opening, which 
is to be covered up with sticking plaster. Whilst the discharge is going 
on, to prevent the entrance of the air into the chest, and to assist the escape 
of the matter, various modes of proceeding and practice have been recom- 
mended, as well also as different reasons proposed for the quantity of 
matter to be drawn off. 


For the purpose of preventing the entrance of the air, valvular canulas and stop-cocks, 
with syringes and cupping instruments attached to them, have been employed. BouviEr’s 
canula with a ball valve; Reyparp’s canula with. a bladder; RecAmteEr’s trocar, the 
front aperture of which, by drawing back a stilette, is covered with a spring pad; 
Scuun’s trocar, its canula furnished with a stop-cock, and a trough screwed on it, in 
which the fluid as it escapes from the canula is collected, and may be raised higher than 
the opening of the canula, being guarded with a leather valve. Krause (a) objects to 
Scuun’s trocar that its canula is too narrow to allow the escape of pus or thicker fluid, 
that the play of the leather valve is frequently out of order, so that the fluid sticks to 
its edge; if the narrow canula be stopped up, the apparatus must be unscrewed, and a 
probe introduced. The following method has been recommended by Baum: the operator 
holds above the plate of the canula, fixed by an assistant, a piece of goldbeater’s skin so’ 
stretched with both hands that there remains only a small aperture, through which the 
fluid escapes directly. He must very carefully watch the discharge, so as to immediately 
close the opening air-tight by dropping down the goldbeater’s skin as soon as the stream 
begins to stop. Guérin, Sransky, and von Watrmann fasten a sucking pump to the 
canula. Compare on the contrary von WinTER (0). LAxENNEC has proposed, in weakl y 
patients, in whom the complete discharge of the fluid may cause dangerous fainting, and 
in cases where no cure can be hoped for, and the operation is undertaken only for relief, 
that merely a part of the fluid should be discharged. According to Scuuu, in those cases 
where the effusion is ten or twelve days’ old, the lungs and constitution healthy, and a 
radical cure may be expected, as much as possible should be at once discharged, and that 
then it should be allowed to flow by the trough without much talking and effort. If, 
on the contrary, the pleurisy and its products be already a month old, and the patient 
cachectic; if there be hemorrhagic exudation, accompanied with tubercles on the lungs, 
and no cure be expected, a small discharge will be sufficient, even when the fluid readily 
empties itself with perfect freedom. Inattention to this circumstance produces a 
peritonitis, quick reproduction of the exudation, and pneumonia. Krause (c), on the 
other hand, remarks, that we may be deceived in regard to the existence of tubercles, as 
SKkopA himself experienced in several instances; and that, therefore, even in the most 
doubtful cases, the patient’s complete recovery should never be given up, and that it is 
often not possible to retain the remaining fluid by the ordinary dressings. 


1901. The symptoms which occur after puncturing the chest with the 
trocar, are, besides fainting, for which analeptics should be given, a violent 
cough, which depends on the entrance of the air and of blood into the lungs, 
for which opiates must be given, pleuritis, especially if the puncture be made 
whilst there is still inflammatory excitement, pneumonia, inflammation of 
the diaphragm, and speedy reaccumulation of the fluid. A corresponding 
antiphlogistic treatment must be employed for the inflammatory symptoms 
and absorption of the recurring exudation, by those remedies which 
strengthen the powers and excite the secretions, such as diuretics. KrAusE 
especially recommends milk at regular periods, and in gradually increasing 
quantity, and iodide of iron. If the symptoms of accumulating fluid be 
urgent, the puncture must be repeated. | 

1902. The preference of opening the chest by cutting, or by the trocar, 


(a) Above cited, p. 167. (6) Jahrbiicher des arztlichen Vereines zu Minchen, Jahrg. iv. p. 10. 
; (c) Above cited, p. 174. 
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must be decided by the following circumstances. In primary extravasation 
of blood, and in accumulations of pus, the opening of the chest by cutting 
into it should be considered preferable ; as in extravasation of blood its 
discharge by the trocar cannot indeed be effected, and in the suppurative 
accumulation, a continued discharge must be kept up, under which cir- 
cumstance the union of the pleural surfaces is not produced by adhesion 
but only by firm exudation and granulations. On the other hand, puncture 
with the trocar is more proper in acute empyema and watery accumula- 
tion, in very weak patients, and when the operation is undertaken rather 
with a view to the relief of the patient. 


In accumulations of pus Scuun has proposed, after removing the trocar-canula, to 
introduce a gum elastic tube, and fasten it securely ; Krause, however, objects to this 
as producing greater pain. If, together with the puncture, a cut be not made, the 
wound, according to Krauss, should be covered with a poultice; it closes, in course 
of a few days, but, with the continued use of the poultice, sometimes opens again, and 
discharges pus constantly. If this be not done, a cut should be forthwith resorted to. 


1903. The mode and condition by which, after the discharge of bloody, 
serous, or purulent extravasation from the cavity of the chest, the cure is 
effected, and the satisfactory or unsatisfactory result of the operation 
ensues, is shown by the following circumstances confirmed by pathological 
anatomy, 

In every large accumulation of fluid in the cavity of the chest the 
lung is compressed, the pulmonary vessels no longer permit the fluid to be 
properly poured forth, which, under natural circumstances, fill it, they 
are gradually obliterated, the proper structure of the lungs wastes, and 
it hangs quite shrivelled up, as on a stalk. If under these circum- 
stances fluid be discharged from the cavity of the chest, the lung is never 
again expanded and developed, the space which had contained the fluid 
remains empty, and nature must effect the cure in some other way than 
by the development of the lung. Hence it must be concluded that the 
result of the operation is the more uncertain, the longer the accumulation 
of fluid in the cavity of the chest has existed. If, after the discharge of 
the fluid, air enter the cavity of the pleura, which cannot by any precau- 
tion be prevented, the walls of the cavity may inflame, and if the inflam- 
mation become violent, it may cause death. If the patient get over this 
period, a profuse suppuration takes place over the whole surface of the 
pleura, which runs through its stages with greater or less quickness, 
according to the constitution and age of the patient. A cure can only 
happen when, by this development of granulations, by the successive ex- 
pansion of the lung, and by the dropping together of the chest, by which 
the curve of the ribs is diminished and their form rendered more cylin- 
drical, the plewra unites with the surface of the lung. On these grounds 
is explained why, in great and long continued accumulations, &c., in the 
cavity of the chest, and in old persons no cure in general takes place, 
though in younger persons, in whom the walls of the chest are yet yield 
ing, and if the accumulation have not existed long, the cure very com- 
monly, and often very quickly follows. The same changes affect the 
chest in the cure after puncturing with the trocar as those which occur 
where absorption of the empyema has taken place without the operation. 
KRAUSE points out a change of the chest in which the shoulder is drawn 
upwards and the spine is inclined towards the diseased side, which may 
depend on the high position of the fistula in the chest (a). 


(a) See PELLETAN and Larrey, above cited. 
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LAENNEc (a) proposes, for the purpose of encouraging the expansion of the lung, to 
apply a cupping glass and syringe upon the wound. 

The return of resonance over the whole surface of the chest and of the respiratory 
murmur proves the subsidence of the effusion, but the continuance of the dull sound 
does not prove its continuance ; for very frequently pseudo-membranes form after pleu- 
ritic effusion, which overspread the lung to various extent, and in some instances com- 
pletely envelope it. As these pseudo-membranes produce a dull sound the continuance 
of the effusion may be presumed, although it have already ceased. When these pseudo- 
membranes have long existed, and the patient is attacked with bronchitis or rheumatic 
pain on the ailing side, it may be mistaken for an attack of pleurisy. But with pseudo- 
membranes the dull sound does not change its place according to the posture of the 
patient, and its height is not so well defined as in effusion. It rises to the same height 
on the fore and hind part of the chest, and this distinction is often so great that the 
whole hind part of the chest gives the dull sound, whilst the fore part is perfectly 
sonorous. The dull sound may also exist at the upper or middle part of the chest, 
whilst the lower remains sonorous. A partial, circumscribed outpouring may, in that 
case, present the same peculiarity; but then, according to Louts, a partial elevation of 
the chest has been noticed, as on the contrary, when the dull sound is caused by pseudo- 
membrane consequent on effusion which has compressed the lung, not unfrequently a 
slight sinking in of the diseased side is perceived by mensuration. When the rasping 
sound is also heard the presence of pseudo-membrane is beyond doubt (b), 

[The operation for empyema has been of late years not unfrequently performed in 
London, and an account has been given by the late and much regretted Dr. Tuomas 
Davies (c) of the result of twenty-three cases, all of which, excepting six, were under 
his own care. Of these, eleven were operated on for empyema, eight recovered, two 
died, and one was under treatment; nine for pneumothorax, all of whom died; and 
three for hydrothorar, who also died. Davies observes, upon these cases :—“ First 
The result of the operation in the cases of empyema is very satisfactory, eight of the 
patients out of ten have recovered. Of these, five were under six years of age, one was 
between eighteen and nineteen, and two were above twenty-five. Second. All the 
cases of pneumothorax were complicated with tubercular diseases of the lungs, a cireum- 
stance which, of itself, precluded a favourable result. All the patients were beyond 
twenty years of age. Third. All the cases of hydrothorax were the consequences of 
disease of the heart. Although none of the patients recovered, they were all relieved 
by the operation for a considerable time.” (p. 43.)] 


VI—OF DROPSY OF THE PERICARDIUM. 


(Hydrops Pericardii, Lat.; Wassersucht des Herzbeutels, Germ. ; 
Hydropéricarde, Fr.) 

1904. Dropsy of the pericardium generally accompanies water in the: 
chest, and but rarely exists alone. The following symptoms accompany 
it; the sensation of weight and pressure in the region of the heart, and 
a feeling as if the heart were swimming in water, great shortness of 
breathing, and anxiety, which increases on the slightest movements of the 
body, but especially in the horizontal posture, frequently going on to 
faintness and danger of suffocation ; the beat of the heart is felt to a great 
extent, and at different parts; also accompanied with violent palpitation, 
or more frequently a fluttering tumultuous movement of the heart, as if 
there were something lying within it. The dashing of water is often dis- 
tinctly felt, or even seen between the third and fifth ribs. The pulse is 
small, quick, hardish, often irregular and intermittent ; cough occurs only 
spasmodically, and is dry; the speech is difficult, and the voice hoarse. 
When the disease has existed long, the countenance is puffy, the extremi- 
ties usually cold, and the patient feels a peculiar pain in the stomach and 
over the whole belly. Death follows either from suffocation or from 
apoplexy. 


(a) Above cited, vol. ii. p. 220. (6) Hirrz, Prank. 
(c) Cyclopedia of Practical Medicine, above cited. 
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According to LAENNEC, slight effusions, as, under a pound, cause no decided symptoms . 
but those exceeding two or three pounds, are shown by percussion, auscultation, and in- 
spection. 

In some cases of considerable pericardial dropsy, the breast-bone exhibits a remark- 
able elevation. Purorry believes that a careful measurement would show greater disten- 
sion of the left side from above downwards, or from the one side to the other. In one 
case (a) the liver was so thrust down, that its lower edge projected two inches below the 
edge of the false ribs. If but little fluid be collected, it makes little pressure towards 
the sides of the pericardium; therefore percussion discovers a dull sound, rather from 
above downwards, than from side to side. This dull sound varies according to the dif- 
ferent posture of the patient, on his back, whilst sitting, or in lying on his side; the 
change of place of the dull sound in the side posture is of less value than when on the 
back, or sitting, because it depends on displacement of the heart. In large collections 
of water, the stroke of the heart is, according to BourLiaup, deeper, less to be felt, and 
the accompanying murmur more obscure, less perceptible at a distance than in the 
natural state ; and if to these symptoms be added a duller sound, the existence of dropsy 
of the pericardium is exceedingly probable, even if it be not quite certain. 

According to Prorry, in large collections of water a perfectly dull sound is found in 
a pyramidal space; the base of which is the region of the heart, and the point at the 
upper part of the breast-bone. 

GENpRIN thinks that there is stabbing pain on the left side of the chest towards the 
shoulder, arm, and back, opposite the base of the heart; or it may be confined to the 
region of the stomach on the outer edge of the ensiform cartilage, and is rarely want- 
ing; the point of the heart is displaced inwards and upwards to the top of the third 
rib, and on account of the oblique position of the large vessels thus caused, at the 
place of their opening, a rubbing noise is observed at the base of the heart, in the arch 
of the aorta, and in the arteria innominata, which noise diminishes in proportion as the 
fluid is absorbed. 

Hypertrophy and expansion of the heart may be distinguished by their slow origin, by 
the various condition of the beating of the heart, and by the dull sound, by the various 
condition of the pericardium, and the dull sound in a round space. (P1GNz.) 


1905. ‘The quantity of water in the pericardium is various, and some- 
times amounts to many pounds; it is usually like albumen, yellowish, 
whitish, reddish, and, when arising merely from a perverse secretion, is 
unaccompanied with any diseased change of the heart, or of the pericar- 
dium (b). Frequently is the pericardium united to the neighbouring 
parts, and thickened; the surface of the heart is inflamed, excoriated, 
sometimes covered with layers of purulent matter; sometimes the water is 
found in sacs attached to the heart or to the pericardium. At the same 
time, other organic diseases of the heart, of the large vessels, and lungs 
are found, which in many cases are the cause, and in other the conse- 
quence, of the pericardial dropsy, and therefore the fluid is of a different 
nature. Chronic inflammation of the heart or its sac, wounds and the like 
may give rise to it: and predisposition thereto frequently originates in 
pregnancy and childbed, 
~ [In very rare cases, inflammation of the pericardium runs on to suppuration: there is 
an example of this kind which has been in the Museum at St. Thomas’s many years, 
The swelling protruded at the pit of the stomach, and, being supposed an abscess of the 
liver, was punctured, and the pus discharged. After death, the disease was found in the 
pericardium. I do not know any further particulars of the case.—J. F. S.] 

1906. When, in dropsy of the pericardium, the diagnosis be decided, 
and it be also ascertained that there is not any accompanying organic dis- 
ease of the heart, if the usual remedies be unavailing, the emptying of the 
water, or even of the blood in wounds (par. 505), has been proposed, an 
operation which, in reference to its practice and consequence, must be 
considered extremely dangerous. 


(a) BourLLaup; in Dict. de Med. et de Chirurg. Prat., vol. x. p. 158. 
(6) LaENNeECc; above cited, vol. ii. p. 669. 
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This operation, first proposed by SEnac, is rarely practised, and of all the cases per- 
formed there are but two which had a favourable result. Karawagsew (a) has per- 
formed it twice on account of exudation of blood into the pericardium, arising from 
scurvy ; one was fatal and the other successful, and in the latter case three and a half 
pounds of bloody fluid were discharged. Scuux (6) has also operated successfully. 


1907. The seat and manner of making the opening have been variously 
given. A cut made on the left side, two fingers, and in a large extravasa- 
tion, at from four to five fingers’ breadth from the breast-bone, between the 
fourth and fifth, or fifth and sixth true rib, or at any other place, if the 
heart have haply changed its position, and there be distinct corresponding 
fluctuation, carefully through the skin and muscles, down to the pleura, 
which must be opened with the greatest carefulness, and the opening en- 
larged with the button-ended bistoury. The exposed pericardium is cau- 
tiously opened with the bistoury, and the fluid allowed to escape gradually. 
SENAC fixes the place for the opening between the third and eighth rib, 
and five or six inches from the breast-bone; CAMPER between the fourth 
and fifth ; Romerro and Larrey between the fifth and sixth ; and DesauuT 
between the sixth and seventh rib. More recently, Larrey has proposed 
that in the space between the base of the sword-like cartilage and the 
united cartilages of the seventh and eighth ribs, an oblique cut should be 
made along the lower edge of the cartilage of the seventh rib, to the ex- 
tremity of the eighth, by which some fibres of the m. rectus and obliquus 
externus abdominis are cut through, and then should penetrate deeper, 
through the cellular tissue, till that part of the pericardium is reached 
which projects between the first two digitations of the diaphragm, and into 
which the knife is to be carefully thrust from above and to the left side. 
HaceEr’s proposal must also be mentioned, to draw out the exposed peri- 
cardium with a thread, into the wound of the pleura, after the discharge 
to bind up the opening, and to fasten the thread externally, so that the 
pericardium may unite with the wound. SkIELDERUP (ec) advises per- 
forating the breast-bone between the fifth and sixth ribs, where the carti- 
lage of the fifth rib joins the breast-bone, with a common trephine; and 
when, after the bleeding is stanched, the fluctuating pericardium protrudes 
into the aperture, to open it. This practice has the advantage of the 
pericardium being laid bare at the part where it is directly in contact 
with the breast-bone, the plewra not at once opened, and the water not 
poured into the cavity of the chest. Karawasew penetrates with a 
trocar, as advised by SENAC, but warned against it by DesauxtT, between 
the fifth and sixth rib, three fingers’ breadth from the breast-bone, into 
the pericardium ; Scuux also uses the trocar in the fourth intercostal 
space on the inner side of the internal mammary artery. The dressing 
and after-treatment are the same as after opening the chest (d). 


RIcHERAND (¢) proposes to lay bare the front of the pericardium by removing a 
portion of the cartilage, and of the rib, and so to open it that not only the fluid escapes, 
but such degree of adhesive inflammation is set up, that union of the secreting surfaces, 
and a radical cure ensues. 


(a) Preuss, Vereinzeit. 1840. No. 52. 


(b) Above cited. CEuvres Chirurg., vol. ii., p. 304.—Larrey, Mé- 
(c) De Trepanatione Sterni et Apertura Peri- moires de Chirurgie Militaire, vol. iii. p. 459. 
ceardii; in Acta Nord. Soc. Med. Harniensis, vol. i. Paris, 1812. 8vo. 
p- 130. Haun., 1818. (e) Histoire d’une Resection des Cites et de la 


(d) Senac, De la Structure du Coenr, p. 365. _Plevre, p- 10. Paris, 1818.— Nicop, Dissert. 


Paris, 1749.—van SwierEn, Comment. in Apho- sur le Danger de la Resection des Cétes, &c. “Paris, 
rismos Boerhaavii, vol. iv. p- 138.— DesavuLt, 1818 
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VII.—OF THE ACCUMULATION OF SEROUS AND PURULENT FLUID 
IN THE MEDIASTINA., 


1908. A collection of water in the anterior mediastinum (Hydrops 
Mediastini) occurs only in connexion with dropsy of other kinds. “More 
frequently a collection of pus or blood takes place in the mediastinum, in 
consequence of an external wound which has penetrated the breast-bone, 
or has injured its surface only after inflammation of the mediastinum, 
(Pleuritis Sternalis,) or it follows carious destruction of the breast-bone. 

1909. The signs of such accumulation are more or less uncertain. Tf 
there be symptoms of inflammation of the mediastinum, fever, difficult 
breathing, pain behind the breast-bone, which generally extends down- 
wards towards the pit of the stomach, upwards towards the air-tube, and 
backwards towards the spine; if these symptoms be consequent on 
external injury, the pain subsides with frequent shiverings ; if the patient 
feel a sensation of weight and pressure behind the breast-bone, if there be 
oppression and hectic fever, no doubt can remain of the presence of pus 
behind the breast-bone. If there be carious destruction accompanied with 
a fistulous opening, the introduction of a probe and the more free escape 
of pus in particular positions of the patient, besides the above-described 
symptoms, point out the nature of the disease. 

If, soon after the breast-bone has been injured by external violence, difficult breathing, 
pressure and weight behind the breast-bone, and general symptoms of hidden hemor- 
rhage occur, an extravasation of blood has taken place into the mediastinum. 

1910. When the existence of extravasation into the mediastinum is 
ascertained, its removal is necessary, must not be long delayed, and is 


1911. A cut is to be made about an inch and a half in length along the 
middle line of the breast-bone through the skin, its middle corresponding 
with the part to be perforated. The edges of this wound are then drawn 
asunder by assistants, the periosteum cut through to the extent of the 
trepan-crown, and then removed with a scraper. The perforation is best 
made with a trephine, according to the rules laid down in trepanning 
(par. 441.) The perforated bone must be lifted out with an elevator, and 
any connexions with the internal periosteum divided with the knife. 


But in children, whose breast-bone is still cartilaginous, the perforation can be made 


1912. After the collected fluid has been discharged by proper posture 
and sopping up with a Sponge, a simple dressing must be applied, and a 
piece of linen spread with mild ointment introduced into the wound 
fastened with sticking plaster, and bound on with a scapular and chest 
bandage. The after-treatment depends on the ensuing symptoms of 

VOL, II. 21 


482 DROPSY OF THE BELLY; 


inflammation and suppuration, and is much the same as that directed after 
the operation of empyema. 


Upon Trepanning the Breast-hone, see 

Dr LA Martiniirze, Mémoire sur l'‘Opération du Trepan au sternum ; in Mém. de 
VAcad. de Chirurg., vol. iv. p. 515. 

Cxosstus, De perforatione Ossis Pectoris. Tubing., 1795. 


Fasrice, Diss. de Empyemate Mediastini ejusque curatione, ope Trepani. Altorf., 
1796. 


VIIL—OF DROPSY IN THE BELLY. 
(Hydrops Abdominis, Ascites, Lat.; Bauchwassersucht, Germ. ; Hydropisie, Ascite, Fr.) 

Marrint, F., Ueber die Art der Abzapfung des Wassers bei der Bauchwassersucht ; 
in his chirurgischen Streitschriften, vol. ii. p. 25. : 

Monro, Donatp, M.D., An Essay on the Dropsy and its different species. London, 
1765. 8vo. Third Edition. 

AcKERMANN, De Paracentesi Abdominis. Jenz, 1787. 

Spiritus, Dissert. varie rationes Paracentesis Abdominis instituende. Jens, 1794. 

Euruicn’s Beobachtungen von der Bauchwassersucht; in his chirurgischen 
Beobachtungen, vol. 1. chap. x. 

1913. In dropsy of the belly, the water collects either in the whole 
cavity of the peritoneum, ( General Dropsy,) or in a proper sac, (Encysted 
Dropsy,) which may be attached either to the pertoneum, or to one of its 
folds, or it may be formed on some one particular bowel, most commonly 
to the ovary (Ovarian Dropsy.) In both cases, if the accumulation of 
water be so great as to produce distension and fluctuation of the belly, and 
do not yield to the usual remedies, then its removal by éapping (Para- 
centesis Abdominis, Lat. ; Bauchstich, Germ.) is required. 

1914. This treatment, indeed, is usually only palliative, as the water 
soon re-collects ; but it may so far assist the cure as that, after its removal, 
the remedies which had previously been useless, act efficiently, or if the 
causes of the dropsy be got rid of. This will happen so much sooner if 
the operation be undertaken early, and great re-collection of the water be 

wnot permitted before it be again drawn off. Although considered merely 
as a palliative, yet the operation has the advantage over long-continued 
internal remedies for the purpose of discharging the fluid by the urinary 
organs, or by the alimentary canal. 

In encysted dropsy, the operation rarely assists the radical cure, but 
is more likely to do so if not too long delayed, if there be yet no organic 
changes in the sac, thickening, scirrhous hardening, and the like. When 
with dropsy of the belly there is considerable and painful hardening of the 
bowels, in encysted dropsy, if the collection be very considerable and of 
long standing, if the patient’s powers have been much sunk thereby, the 
operation may produce relief for a time, but soon afterwards the patient 
becomes worse, and usually the fatal termination is hastened. If in 
encysted dropsy, the position of the sac be such that the operation is not 
possible without injuring some important part, it is positively forbidden. 

1915. The spot where tapping is performed, is either the middle of 
a line, supposed to be stretched from the navel to the upper front iliac 
spine, especially on the left side, or the point where a line, drawn from the 
lower edge of the last false rib to the crest of the hip-bone, is crossed by 
another carried horizontally from the navel to the back. As, however, 
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in ascites, the front wall of the belly is in general most considerably 
distended, and the straight muscles become much broader, there is not 
unfrequently danger in making the puncture at the spot mentioned, of 
wounding either a part of the belly where the muscles are thicker, or the 
epigastric artery, or one of its branches. On this account the puncture on 
the white line, two or three inches below the navel, where the walls of the 
belly are generally thinnest, and no injury of any one artery is to be feared, 
is preferable (a). 

[According to AstLEY CoorEeR (5) we, at least in England, are indebted to the elder 
Cine for the adoption, if not the proposal, of tapping in the white line. “His reason 
for this change was, that in the spreading of the abdominal muscles from the pressure 
of the water, the epigastric artery is brought into a situation of risk of being wounded 
by the trocar. This happened to him in tapping a person in St. Thomas’s Hospital: 
florid blood issued through the canula, and the quantity gradually increased as the 
water flowed : as the patient was becoming faint, he withdrew the canula, and closed 
the wound, but the bleeding continued into the abdomen, and the man died ; upon inspec- 
tion the epigastric artery was found wounded,” (p. 381.) ] 

1916. When decided hardening of the bowels is felt, another, and indeed 
the most distinctly fluctuating part is to be chosen: in encysted dropsy 
that, where the fluctuation is the most strong, care, however, being always 
taken to avoid the epigastric artery ; the navel, if its surface be distended 
like a bladder; the serotum, if there be a rupture-sac without gut or 
omentum ; the vagina, when, by the pressure of the water, it is protruded. 
In the latter two cases, care must, however, be taken that a piece of gut 
or omentum have not united with the rupture-sac, and that the protrusion 
of the vagina have not been caused by the bowels, especially by the urinary 
bladder (ce). 

1917. The patient is to be put into a half sitting posture, but, if very 
weak, he must be laid more horizontally on a bed, with the part where the 
operation is to be performed towards its edge (1). A broad belly bandage, 
having a four-cornered hole opposite the part to be punctured, is then 
applied and drawn rather tightly upon the back by assistants. The 
operator holds a trocar of proper thickness, and furnished with a silver 
canula in his right hand, so that_the forefinger stretches along the latter, 
to about an inch and a half of the point of the trocar, which he pushes in: 
with a rotatory motion and rather obliquely through the walls of the 
belly, the thumb of the left hand being placed below the point of punc- 
ture. A diminution of the obstruction shows that the trocar has entered 
sufficiently deep, and then the operator, with the finger of his left hand, 
fixes and holds fast the canula at the edge of the perforated skin, with the 
other hand draws out the trocar and allows the water to escape, the 
assistants generally tightening the belly-bandage in proportion, whilst 
another assistant, with both his hands spread upon the sides of the belly, 
moderately compresses it. If the quantity of water be large, the mouth of 
the canula should be frequently closed with the finger, or otherwise an 
overloading of the blood vessels of the belly and fainting will quickly 
occur. If the flow of water should be checked by the clogging of the 
canula, or if anything lie against its inner end, either a probe must be 
introduced or a thinner canula, closed at its end but with openings on 
its side, or the direction of the canula already introduced must be changed, 
or it must be withdrawn a little. If the operation be performed on an 


(a) Cooper Samvet, Dictionary of Practical (b) Lectures on Surgery, by TyRReEx1, vol. ii, 
Surgery, p. 1081. (ec) Zana, Operationen, vol. iii. p. 295. 


ce tay 
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incurable patient, merely for the purpose of relief, and the accumulation 
of water be very great, only a third, or, at furthest, not more than half, 
should be allowed to escape. When the fluid is so thick that it cannot 
escape through the canula, it is recommended to introduce a longer trocar, 
or to enlarge the wound with a knife, or with a piece of tent introduced 
into the wound (2). | 


A round and tolerably thick trocar is undoubtedly the best instrument for tapping (@). 

[ (1) Before the operation of tapping is performed it is always advisable to pass a 
catheter so as to ensure the emptiness and safety of the bladder ; and this may also be 
useful in correcting any mistake in the diagnosis as to the cause of the swelling, since 
great distension of the bladder, from retention of urine, may so completely simulate 
dropsy as to deceive the most wary; at least, since Joun HunTER was deceived, and 
tapped a distended bladder for dropsy, if Everarp Home tell truly, it well behoves 
others to be cautious. 

In women, also, it is especially necessary that no mistake should occur with regard. 
to the condition of the womb. I knew of an instance in which a pregnant woman 
would most certainly have had a trocar thrust into the womb by a very eminent Sur- 
geon had he not been providentially prevented by the better knowledge of an able prac- 
titioner in midwifery. Such dreadful errors have, however, been perpetrated. 

(2) I do not think a trocar of any kind is the best instrument for tapping. If it 
were certain that the walls of the belly were always thin, and not tough, it might, per- 
haps, be so, though I doubt it. But the wall of the belly is very often, nay, very fre- 
quently thick, from effusion into the cellular tissue between the skin and muscles, and 
often tough also, and therefore the trocar requires to be thrust in with more force than 
is advisable or safe; and it is only surprising that, in the careless way in which tapping 
is too frequently performed, so little mischief results from it, as too frequently the 
danger of wounding an intestine by driving a trocar with a plunge into the belly up to 
the hilt, does not seem to enter the mind of the operator. I much prefer the CLINEs’ 
practice of puncturing the wall of the belly with an abscess-lancet, and then intro- 
ducing a blunt-ended canula through the wound, notwithstanding SamMuEL CoopEr’s 
assertion that “ itis superfluous.” Immediately the lancet, which should be introduced 
with its edges vertical, has entered the cavity, the fluid begins to escape, and a blunt 
canula can be passed without difficulty through the wound. In this way there is no 
opportunity, or at least as little probability as possible, of injuring an intestine; and 
the wound, instead of being a bruised one, as it is from the trocar, is a simple clean cut, 
most favourable for union. 

I do not recollect to have seen any instance in which it was necessary to stop the 
escape of the water from the belly on account of the overloading of the vessels or faint- 
ing. It is very true that in tapping a dropsy faintness does often occur, but this 
depends on the want of support which the diaphragm suffers from the withdrawal of 
the fluid, which had previously thrust it up into the chest and diminished the capacity 
of the lungs; but when, by the escape of the water from the belly, and consequent relief 
of the diaphragm from pressure, the lungs and heart have increased room, are capable 
of receiving, and do receive more blood at the expense of the brain, then faintness 
ensues. To prevent the diaphragm losing its acquired support, and to preclude its 
sudden descent and the consequent fainting, the common practice of a sheet folded, 
passed round the belly, crossed on the back, and the two ends continually but gently 
pulled by assistants, so as to keep the sheet tight and support the remaining contents of 
the belly against the diaphragm, and not merely to hasten the flow of the water, as 
generally supposed, should be always employed. 

If, whilst the water flow off the patient become faint, which is not at all unfrequent, 
the tightness of the draw-sheet should be carefully attended to, and wine or brandy 
given in such quantity as may seem fitting.—J. F. S.] 


1918. When the water is emptied, the operator grasps the canula with 
the fingers of his right hand, closing its mouth at the same time with one 
finger, whilst with the fingers of the other hand the wall of the belly is 
held back, and the canula slowly withdrawn by turning it on its axis. | 


(a) Upon the different forms of: trocar consult MANN, Uebersicht der beriihmtesten und gebriuch- 
Gusovivs, Dissert, qua novem Paracenteseos instru- lichsten Instrumente, p. 132. — KromBHoLZ, 
mentum offertur, Regiomont, 1722; in HALLER’s _Akiologie. 

Collect. Dissert., Chirurg., vol, v. p. 611.— ARNE- 
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The wound is then cleaned, covered with a four-cornered piece of sticking 
plaster, a compress put upon it, and the belly-bandage having been mode- 
rately tightened, is made fast. 


Bleeding may occur after tapping in three ways :—/irst, by wounding a bowel in 
pushing in the trocar, blood then escapes mingled with the water ; second, by rent of the 
blood-vessels from overfilling, after the quick removal of the pressure ; in this case, 
towards the end of the operation, the water is tinged with blood; and, third, by woundin g 
the epigastric artery, or one of its branches, the blood then appears after the removal of 
the canula, or it may be poured into the belly and symptoms of hidden bleeding ensue. 

In the first two cases proper compression of the belly with cold applications should 
be employed; in the third attempts should be made to stanch the bleeding, by the 
introduction of a stiff bougie or a piece of wax taper into the wound, or the wall of the 
belly should be raised into a fold and compressed for some hours ( a). 

The external branch of the external epigastric artery, generally the largest, is some- 
times scarcely observable, whilst on the contrary the vessel itself, with its principal 
branches, passes upwards and inwards, where on tapping, a dangerous bleeding readily 
ensues if one or other of them be very large (6). 

[I once, very soon after becoming Assistant Surgeon to St. Thomas’s Hospital, had 
the misfortune to puncture the epigastric artery in tapping a dropsy of the belly. I had 
tapped this patient on the first occasion in the usual place, on the white line, midway 
between the pubes and navel. Some weeks after my friend GREEN tapped him again, 
and about a month after, a third tapping was performed by me. Fancying that per- 
haps the scar would not readily heal if I tapped in the same place again, I passed the 
lancet into the white line scarcely half an inch below the old scar, and afterwards the 
blunt canula. As the water flowed he became very faint, but not more so than I have 
frequently seen without any ill consequence ; and indeed wounding the epigastric artery 
never crossed my mind, for I felt assured I was far away from it; nor was there any 
blood with the water, or from the wound afterwards, to lead to suspicion. Wine and 
brandy were given, and he was put to bed quickly. He gradually sunk, and died 
within twelve or fourteen hours. On examination, the belly was found full of blood, I 
should think four or five pints; and on carefully dissecting the wound and its neigh- 
bourhood, the epigastric artery was found to have inclined inwards, very soon after its 
origin from the iliac, and ran up behind the white line through a large part of its 
extent, between the pubes and navel, so that it was remarkable the vessel had escaped 
wound in the first two operations. From this untoward case I learnt a lesson I have 
never forgotten, and which I would anxiously impress, to wit, that if tapping be per- 
formed safely at one spot, it should be again and again performed in the same place, if 
the patient required tapping twenty times. I have known another example very similar 
to my case, which happened in the private practice of a medical friend, and with the 
same painful result. 

I also had another case in which there was considerable difficulty in drawing off the 
water at all, as I had tapped with a trocar and open canula, and the intestines fell so 
upon the edge of the tube that I could only give escape to the fluid by introducing a 
long elastic gum catheter through the canula into the belly. In this case, the water was 
much tinged with blood, and, on the removal of the catheter and canula, there was a 
very free discharge of dark-coloured blood from the wound, which alarmed me much, 
and was stayed with difficulty by pressure on the sides of the wound. No ill conse~ 
quences, however, ensued, and some time after I tapped her again without recurrence of 
this annoyance. Whether correctly or not, I presumed, from the dark colour of the 
blood, that I had wounded some large veins.—4J. F. 8. 

WATSON (c) mentions an “ instance which he witnessed: clear serum issued for some 
time through the canula, but at length pure blood, not less than a pint. The patient 
sunk, and no opportunity was given to investigate the cause of the bleeding. In another 
strange but well-authenticated case, the almost incredible quantity, twenty-six pints, of 
blood, flowed out at the orifice made by the trocar, and afterwards separated into clot 
and serum. ‘To the wonder of those who saw the incident, the patient recovered from 
the tapping ; and the source of the hemorrhage is still a matter of conjecture.” (p. 399.) ] 


1919. For the first two days after the operation, the patient should be 
kept quiet, and allowed only a little light food. On the third day the 
(a) Medical Communications, vol. ii. p. 482 


(>) Edinburgh Med. and Surg. Journal, vol. viii. (c) Lectures on the Principles and Practice of 
p- 281. 1822. i Physic, vol. ii. 
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dressings may be replaced, and at the same time rubbing in volatile oint- 
ments, spirituous fluids, or diluted spirit of ammonia. If there be in- 
flammation of the diaphragm, or of the bowels, the patient must be treated 
antiphlogistically, with due attention to the state of the constitution. The 
inflammation sometimes runs on very speedily to gangrene or to suppura- 
tion. Colicky pains, if not inflammatory, require aromatic waters, with 
the addition of some antispasmodic. If the water re-collect, the operation 
must be repeated, when fluctuation is again distinct. 

1920. ‘The following remarks must be made in reference to the different 
parts at which tapping must be, under peculiar circumstances, (par. 1916,) 
performed. In puncturing through the navel, the trocar must be thrust 
through its bladder-like distension and the enlarged navel-ring. Puncture 
through the scrotum must be performed in the same way as will be 
directed for hydrocele. In puncturing through the vagina (a), after hav- 
ing forced the water down still more into the pelvis, by means of a belly- 
band, the patient must be laid upon the edge of the bed, her thighs sepa- 
rated, the trocar and canula introduced into the vagina on the forefinger 
of the left hand, and then thrust ,into the most fluctuating part. In 
encysted dropsy, after the swelling has been made very tense by placing 
a folded towel upon the belly above and below it, the trocar must be in- 
troduced at the most fluctuating part. If the water be contained in several 
sacs, it should be attempted, after introducing the trocar into one of 
them, withdrawing the stilette and drawing off the water, to press the other 
sacs against the inlying canula, and with the trocar again introduced to 
open them; or they should be severally punctured. 

[Among the variety of schemes proposed for the cure of dropsy in the belly, the in- 
genious one of BucHANAN (6) is worth adverting to, though it was not successful. His 
object was to ascertain the effect of a communication between the cavity of the perito- 
neum and that of the bladder, for which purpose he employed a curved trocar, similar 
to that commonly used in retention of urine. He first introduced the canula through 
the urethra, towards the upper and fore part of the bladder, pushing it as far as possible 
up, to keep the coats of the bladder stretched ; and then passing the trocar through it, 
without difficulty punctured the bladder, and, withdrawing it, the water flowed freely. 
The aperture closed within a fortnight, and the operation was again resorted to, but 
with the same result. About a fortnight after, the operation was repeated, but with no 
better success, and was therefore given up.] 

1921. Of all dropsies, that of the ovary is the most common. The 
fluid is of different nature, colour, and consistence, is contained either in 
one or several sacs, the walls of which are of different thickness. In most 
cases, this dropsy is accompanied with other degenerations and diseased 
productions of the ovary, hydatids, steatomatous, and sarcomatous changes, 
bony, stony, and other concretions. 

The diagnosis of dropsy of the ovary is often difficult when the disten- 
sion is very great. The following circumstances may direct the prac- 
titioner: the swelling begins at one particular spot, on one or other side, 
at which there is often weight or painful feeling for a long time, often 
after the stoppage of the menses, often after suppression of discharges from 
the generative organs, With considerable distension, there is also often 
observed an irregular condition of one or other side of the belly, and, at 
some parts, a resisting hardness. The state of the general health is usually less 
disturbed than in ascites. The situation of the vaginal part of the womb is 

(a) Watson, Henry, A Case of Ascites, in which in Medical Communications, vol. i. p.162. Lon- 


the water was drawn off by tapping the Vagina ; don, 1784, 
(5) Glasgow Medical Journal, vol. i. p- 195. 1828, 
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mostly changed, and dragged to one or other side. If the water be col- 
lected in several sacs, or there be also other kinds of degeneration, the 
swelling can be only partially emptied by the puncture, and is then more 
distinctly felt, and may even be displaced. But if, with ovarian dropsy, 
there be also ascites, the kind of disease and the contents of the belly can 
only perhaps be determined after previous tapping. Both ovaries are rarely 
dropsical at once; and the left is more frequently so than the right. 


According to Biastus (a), ovarian dropsy appears under three forms, as hydrops 
hydatidosus, saccutus, or cellulosus. In the first form, a number of hydatids are found 
beneath the serous membrane of the ovary; in the second, the water is collected ina 
distinct sac beneath the serous membrane; in the third, it is contained in numerous 
cells within the substance of the ovary. These cells are originally Graafean vesicles, 
have thick walls, but in which openings are often formed by the pressure of the water, 
so that several cells communicate together, or even tear on the surface next the cavity 
of the belly, and discharge the water into it; or, in rare cases, when the Fallopian tube 
has its open end applied to the ovary, the water escaping by the tearing of the corre- 
sponding cell is discharged through the tube into the womb, and escapes by the vayind ; 
in which case, the patient, from time to time, loses a pale or discoloured bloody 
stinking water, by which the swelling of the ovary is at the same time remarkably 
diminished, and the inconvenience, which it had at first caused, frequently subsides. 
Any immediate external violence is not necessary to cause this. Buastus has collected 
examples of this kind, and has distinguished it as hydrops ovarti profluens. 


1922. As puncturing an encysted dropsy, and especially that of the 
ovary, is only a palliative, various modes of proceeding have been proposed 
for the radical cure. After making the puncture, the canula of the 
trocar should be left in, to diminish the size of the sac, and then by 
enlarging the wound to excite adhesive inflammation, or by introducing a 
flexible tube to keep up the discharge. Oxienrotu (0), after first 
making the usual puncture, thrusts in a round-ended tube through the 
former, leaves it there some days, empties the fluid several times aday, and 
applies moderate pressure on the belly. Le Draw (c) made an opening 
into the sac upon a director introduced through the trocar canula, or im- 
mediately upon it, to the extent of four or five inches, held the wound 
open, and endeavoured by injection or by the introduction of wadding to 
destroy the sac, or bring about its growing together. Lirrre (d) effected 
this by injection. Cuopart and Desautr (e) opened the sac with caustic, 
by which it gradually flaked off. Dzonpr (f) opened the sac with a cut, 
passed in a bougie, and separated the loose sac with forceps. Kine (9), 
West (4), and JEAFFRESON (7), puncture the swelling and enlarge the 
wound, or make a cut on a fold of the wall of the belly, open the peri- 
toneum, carry a ligature through the exposed cyst, empty it with a punc- 
ture, draw the swelling gently forward, put a ligature around its stalk, cut 
off the sac in front of the ligature, and then unite the wound. But when 
there also exists degeneration of the ovary, or complete steatomatous altera- 
tion, in which the former modes of treatment can have no satisfactory result, 
for the purpose of effecting a radical cure, De La Porte and Moranp (hk) 
proposed the extirpation of the diseased ovary; and L’Aumonter (J), 


(a) Commentatio de Hydrope Ovariorum pro- (f) Beitrige zur Vervollkommung der Heil- 
fluente. Halce, 1834. kunde, vol. i. Halle, 1816. 
(6) Ricurer, Anfangsgriinde, vol. v. p. 165- (g) Lancet, 1836-37, vol. i. p. 586. 
170. (A) Lbid., 1837-58, vol. i. p. 307. 
(c) Mémoire de ]’Acad. de Chirurg., vol. ii. (i) Transactions of Provincial Medical Associa- 
. 431. tion, vol. v. p. 239. 1837, 
d) Mem. de l’Acad. des Sciences. 1707, p. 502. (Rk) Mem. de l’Acad. de Chirurgie, vol. ii. p. 452 
‘%) (£uvres Chirurgicales, vol. ii. p. 238 45 


38... p. 455. 
(/) Hist. de la Soc. Roy. de Medecine, vol. v. p. 296. 1782. 
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SmitH (a), Lizars (b), Curysmar (c), and QuirreNBAUM (d), have 
successfully performed it. The practicability of this operation depends 
on the usually thin stemmed attachment of the dropsical and otherwise 
degenerated ovary, which is merely formed by the broad ligament, and 
has usually no considerable adhesions. The wall of the belly must be 
cut into on one side or the other of the white line, according to the seat 
of the swelling, and to a corresponding length, in which the protrusion of 
the intestines must, as in the Czesarean operation, (par. 1844,) be 
prevented. The swelling is now carefully separated from whatever 
attachment it has to the omentum, the peritoneum, and so on, with 
the fingers or with the knife, and drawn out through the wound; the now 
apparent thin stem is pierced near the womb with a needle, and tied by 
means of a double thread, to prevent the ligature slipping off. The 
stem is then cut through before the ligature, which is brought out at the 
bottom of the wound, which is to be united after the rules above given 
for the Cesarean operation. 


(1) Here also must be noticed Recamter’s (e) mode of treatment; the swelling 
is emptied with a flat trocar, the canula thrust into the blind end of the peritoneum till 
it is felt in the vagina, into which it is thrust, and an elastic tube introduced. The 
result was fatal. 

[(2) Brown (/) advises a combined constitutional treatment, with tapping and very 
tight bandaging. He sums up the principal points in the successful treatment of the 
four cases he has given in the following words:—“I shall divide the treatment into 
constitutional, local, and treatment after tapping. First, constitutional; mercurials 
administered internally, as alteratives, and externally by friction over the abdomen, and 
continued till the gums are slightly yet decidedly affected, and this affection must be 
continued for some weeks. I lay particular stress upon this point. At the same time 
diuretics must be given, and after the first week tonics should be combined with them. 
The food should consist of light animal diet, and should be unstimulating, and the 
patient should take daily exercise in the air. Second, local treatment; the careful and 
constant application of tight flannel bandaging, so as to procure considerable pressure 
over the tumour. When it is proved that the abnormal action has been checked by a 
positive decrease of the tumour, and a continuation of such decrease, or by a positive non- 
increase for some weeks, then the cyst should be tapped, and its fluid evacuated. Third, 
after-treatment; accurate padding (napkins folded in a square form and placed one over 
the other, so as to form a firm pad) and tight bandaging over the cyst and belly gene- 
rally, for two or three weeks after tapping, and the medicine and friction continued for 
at least six weeks. I would particularly wish to enforce the importance of the after- 
treatment, as on that depends very much the success or failure of the case.” (p. 181.) 

BonFits (g) and Camus (h) recommend, that after puncturing the cyst and with- 
drawing the water, the canula should be briskly moved in different directions, to bruise 
and even tear the wound in the walls of the cyst, to prevent the adhesion of its edges, 
and allow the continual escape of the fluid into the cavity of the peritoneum, where 
it will be absorbed. Bsrarp, however, thinks that the movements of the instrument 
rather excite adhesive inflammation and obliteration of the sac. 

(3) With regard tothe advantage derived from tapping an ovarian dropsy, SourHam (1) 
observes, from the analysis of twenty cases which he recites, “that paracentesis, 
which is generally considered the most effectual palliative, not only affords a very 
temporary relief, but is by no means unattended with danger. Thus fourteen died 
within nine months after the first operation, four of whom survived it only a few days. 
Of the remaining six, two died in eighteen months, and four lived for periods varying 
from four to nearly nine years. It further appears that paracentesis does not prolong 


(a) Edinburgh Med. and Surg. Journal, vol. 
xviii. p.532, 1822, 

(b) Observations on the Extraction of Diseased 
Ovaria, p.9. Edinburgh, 1825, fol. 

(¢) In Horprer, Ueber Exstirpation krankhafter 
Eierstécke ; in GRaAEFE und WALTHER’S Journal, 
vol. xii. p. 60. 

(d) Quirrensaum, C. F., Solemnia Curistt 
nate precelebranda indicit. Inest Commentatio de 


Ovarii hy pertrophia et Historia Extirpationis Ovarii 
hypertrophici et hydropici prospero cum successu 
factee. Rostochii, 1 35. 4to. 

(e) Revue Médicale, vol. i. p.19. 1839. 

(f) Cases of Ovarian Dropsy, &c.; in Lancet, 
1843-44, vol. i. 

(g) Gazette Médicale, vol, xi. 

ch) Ibid., vol. xiii. 

(i) London Med, Gaz., vol. xxxii. p. 732. 1843. 
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life on an average for more than eighteen months and nineteen days; and that one in 
five dies of the first operation. Another fact to be gathered from the table is, that the 
peritoneum being more prone to inflammatory action in some persons than in others, 
repeated tappings, instead of proving barriers to extirpation, show that (other circum- 
stances favourable) there is much less risk of inflammation following the operation (of 
removing the ovary.)” (pp. 237, 38).] 

The operations now generally performed for the extraction of dropsical or otherwise 
diseased ovary, are distinguished by the names, the small and the large operation. 

The small operation was evidently suggested by Dr. Witt1aAm Hunrer (a), who 
observes :—‘ If it be proposed, indeed, to make such a wound in the belly as will 
admit only two fingers or so, and then to tap the bag and draw it out, so as to bring 
its root or peduncle close to the wound of the belly, that the Surgeon may cut it off 
without introducing his hand, surely in a case otherwise so desperate, it might be 
advisable to do it, could we beforehand know, that the circumstances would admit of 
that treatment.” (p. 45.) 

This operation was performed first and with success by JEAFFRESON (b) of Framling- 
ham, in Suffolk, in 1836, and consisted in “an incision of between ten and twelve lines 
in the course of the linea alba, midway between the navel and the pubes, and having 
thus carefully exposed the sac he evacuated by the trocar, about twelve pints of clear 
serum. During the flow of the serum, a portion of the sac was secured in the gripe of 
a forceps, to prevent its receding; and he afterwards extracted the sac entire from the 
cavity of the abdomen, together with another sac containing two ounces of fluid ; indeed 
the entire ovary, having only to cut through a slight reflection of the peritoneum and 
ovarian ligament, which, with the exception of a small portion of the fimbriated extre- 
mity of the Fallopian tube, are the only natural attachments of the ovary to the uterus. 
But as this part was the medium of vascular supply to the sac, and the vessels on the 
surface of the sac were unusually large, but he thought right to include it in a ligature 
previous to returning it into the cavity of the abdomen; the ends of the ligature were 
cut off close to the knot.” (p. 242.) In Krne’s ease (c) in which the same operation was 
performed, it was necessary, “ towards the termination of the extraction, that the open- 
ing be enlarged to above three inches; and the obstruction which rendered this requisite, 
consisted of a solid tumour of about two and a half inches in diameter.” (p. 589.) 
West's was the third case, and he made a cut of two inches long in the linea alba, an 
inch below the navel. 

The large operation, as practised by MacDowALu of Kentucky, Lizars and Cray, is 
described by the latter (d) as “a large incision of eighteen or twenty inches in length, or 
from the ensiform cartilage to the pubes, the ovarian tumour is fully exposed, its pedicle 
and adhesions separated, its vessels secured, and the whole mass removed entire.” 
WALNE (e,) who follows the same practice, after having madea small opening of an 
inch and a half in length below the navel, for the purpose of ascertaining the existence 
of any adhesions which may prevent the propriety of proceeding with the operation, 
makes a cut of about thirteen inches, leaving a space of three inches from the pit of the 
stomach, and another an inch and a half from the pubes undivided. He advises, also, 
that the skin should be marked with lunar caustic across the linea alba, previous to the 
operation, so as to ensure its proper re-adjustment afterwards. 

The preliminary treatment consists in abstinence from animal food, and a general 
antiphlogistic regimen a few days previous to the operation, and Brrp strongly recom- 
mends attention to the temperature of the room which was kept at 85° Fahr., and gra- 
dually lowered as the patient became convalescent. ] 


1923. In the critical examination of these various modes of treating en- 
eysted dropsy, especially that of the ovariwm, the following circumstances 
must be borne in mind :—that in all cases in which the disease does not 
cause great annoyance, any operation is to be considered unallowable, as fre- 
quently the tumour,when it has reached a certain bulk remains stationary, 
and the patient may live for a long while; but by the puncture there is 
only short relief, as the fluid generally re-collects so much the quicker the 
oftener it is punctured. Sometimes life is much prolonged by repeated 


(a) Remarks on the Cellular Membrane and __ tion of Diseased Ovaria,by the large incision, &c. ; 
some of its Diseases, in the History of an Emphy- in Medical Times, vol. vii. pp. 43, 59, 67, 83, 99, 


sema ; in Med. Obs. and Engq., vol. ii. 1762. 139, 153, 270. 
(b) Above cited. (e) Removal of a Dropsical Ovarium entirely 
(c) Above cited. by the large operation, ‘T'wo pamphlets, 1834. 


(d) Cases of Peritoneal Section for the Extirpa- 
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tapping, but at other times fatal inflammation soon comes on. Only in 
extremely rare instances does the puncture produce a radical cure (a). For- 
tunate results have indeed been published of cutting into, injecting the sac, 
and the like, but in the greater number of cases the result has been unsuc- 
cessful (1). The same also applies to extirpation, which, however, if the 
radical cure be undertaken in degenerated, hypertrophied ovary, when 
the position and attachments of the swelling are well made out (2), 
may be considered as the operation most to be depended on, and its 
frequent performance with success does away with BoyeEr’s (4) doubt 
of the possibility of carrying it into practice. In like manner, in dropsy 
of the ovary without other degeneration, the operation of opening 
the wall of the belly with a small cut, drawing out the cyst when 
emptied, and carefully cutting it off, after putting a ligature around its stem, 
(Kine, West, JEAFFRESON,) appears preferable to all the other methods 
proposed for a radical cure, and is supported by the successful cases pub- 
lished, as well as the fact, that such tumours, often even when of great 
size, contract no adhesions with the peritoneum. On the other hand, 
it has been objected that although this operation at the first glance 
appears safest and easiest, as only a small cut is required, and the 
bowels are subjected to less serious influences, these advantages may be 
outweighed by the difficulty of drawing the large mass through a small 
wound so as to reach and tie itsstem; whilst the large cut puts the patient 
in no greater danger of inflammation than the small one, and has 
the advantage of getting at the stem with certainty, and of drawing out 
the tumour without danger. This objection cannot be assented to, as in 
dropsy of the ovary, unaccompanied with other degeneration and adhesions, 
the smaller cut presents indisputable advantages, and therefore the advice 
is good, always to make first a small cut between the navel and the pubes, 
so as to ascertain if there be any adhesions (ce) (3). 


(1) The puncture of an hydropic ovary through the vagina, cutting into the sac, and 
the various kinds of injection, are always followed, according to CaLLIsEN, with a fatal 
result (d). 

(2) Martini, in one instance, found it impossible to draw out the tumour to its 
base (e). ; 

[(3) As to the preference of the small over the large operation, or the contrary, much 
must depend upon the character and size of the diseased ovary, and which can only be 
decided in the course of the operation. It would seem, however, only reasonable, after 
making the exploratory cut for the purpose of ascertaining whether the tumour be free 
from adhesions, first to attempt its removal by the small cut, and afterwards to enlarge 
it, if necessary. 

The results of the published cases of both the small and large operation have been, 
as far as possible, collected by Pu1tuips, JEAFFRESON, and up to the present time 
(July 1846) by T. Sarrorp Lrg, who has recently received the Jacksonian prize for 
a very able paper “ On Tumours of the Uterus and its Appendages,”’ not yet published, 
but from which he has kindly furnished me with the most perfect account yet ob- 
tained ; which, however, is only perfect comparatively, as one of the persons who is 
believed to have operated on the greatest number of cases in this town at present has 
not made known the results of his experience. 

It appears from Purixrps’s (f) table, that of the forty-five cases in which the 
large cut and the removal of the tumour entire was practised, the number of successful 
cases was only eighteen ; whilst of the twenty-five in which as much of the contents of 
the sac were withdrawn as was possible, and the small cut only used, twelve succeeded. 


(a) Boyer, Traité des Maladies Chirurgicales, MANDoIs; in Journ. de Médec., par SEDILLOT, 


vol. viii. p. 436. vol. xlvii. p. 15". 1813. 
(b) Boyer, Traité des Maladies Chirurgicales, (d) Rusv’s Magazin, vol. xxviii. p. 436. 
vol. viii. p. 438. (e) Key; in Guy’s Hospital Reports, Second 


(¢) Systema Chirurgie, vol. ii. p, 71.—Ver- Series, vol. i, p. 473. 1843.—SouTHam, above cited. 
(f) Med.-Chir, Trans., vol. xxvii. p. 473. 1844. 
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Of the seventy-four cases of the operation for the removal of ovarian tumours which 
had been published up to October, 1844, and have been collected by JEAFFRESON (a), 
it appears, according to his analysis, that “ in thirty-seven cases the tumour was 
removed, and the patients recovered. In twenty-four cases the operation was followed 
by the death of the patient; of these twenty-four fatal cases, the tumour was removed 
in fourteen, could not be removed on account of adhesions in siz, and was found to be 
other than ovarian tumour in four cases. Thus again in seventy-four cases in which the 
operation for extraction of ovarian tumour has been undertaken, it has been completed 
in fifty-one instances, in fourteen, out of which Jifty-one, it has been followed by death, 
and in thirty-seven, by the successful removal of the tumour and the recovery of the 
patient ; whilst out of the seventy-four cases selected, it was found impossible to carry 
out the intentions of the operator in twenty-three; or in other words the diagnosis was 
not sufficiently accurate to enable the Surgeon to foresee the impracticability of carrying 
out his intentions. Of these twenty-three cases, thirteen recovered with life to remain 
in statu quo; and ten died. The ‘cause of failure was impossibility of removing the 
tumour on account of adhesions in fourteen cases. No tumour was found in three cases - 
and the tumour proved to be other than ovarian in six instances, (p. 648.) 

Lx states to me “ the actual number of cases in which the peritoneal cavity has been 
performed is one hundred and eight (commencing with L’Aumonrer’s case.) Of these 
seventy-nine were operated upon by the large incision, twenty-three by the short, and in 
siz cases the length of the incision is unknown. The mortality in these patients is as one 
death to nearly three recoveries—namely, siaty-nine recovered and thirty-nine died. 
The operation was not completed in twenty-four out of the one hundred and eight cases, 
either on account of adhesions or no tumour being found. Of the eighty-jour cases 
where the operation was performed with a fair chance of benefit, fifty-three recovered 
and thirty-one died, making as 1 death to 222 recoveries. Of the seventy-nine patients 
operated on by the long incision forty-five recovered and thirty-four died, making the 
mortality as 1 death to 211 recoveries. Of the twenty-three operated on by the small 
incision nineteen recovered and four died, or 1 death to 53 recoveries. From these 
facts we learn that this operation terminates frequently fatally ; that a correct diagnosis 
is very difficult, and in many instances defective; and that the short incision has been 
used more successfully than the large.” . 

Mucli difference of opinion still exists as to the propriety of subjecting a female to 
such imminent danger, as, without doubt, she must incur, in undergoing the operation 
of the removal of a diseased ovary. In addition to which, much has been said in refer- 
ence to the malignant character of the disease, which if it were really so, would justly 
forbid it being meddled with. Sournam says, that « having carefully examined several 
specimens of dropsical ovaria, he is inclined to believe that they never present a truly 
scirrhous character ; on the contrary, that they generally consist of simple cysts, or par- 
take of what is called cystic sarcoma (6), for the development of which, the peculiar 
structure of the ovary appears highly favourable.” (p. 238.) The proneness of both 
ovaries to be diseased has also been brought as an objection to the operation. But 
SouTHAM says:—“I have carefully examined the records of twenty-nine cases of true 
dropsical ovaria, and found that there were but two in which the opposite ovary pre- 
sented a decidedly abnormal character. Where, however, the disease was malignant, 
both were affected in three cases out of four.” (p. 240.) 

It is also held by some, that the patient has a chance of recovery, without the risk of 
an operation, by the cyst bursting of itself, and the discharged fluid being absorbed 
from the general cavity of the peritoneum. Such bursting of the dropsical ovary does 
now and then occur, but favourable issue is very rare. One case of this kind, in which, 
after several burstings, and the woman recovered, is related by Bonrixs (c). Another 
occurred recently to Camus (d), in an old woman of eighty-five, who had had ovarian 
dropsy for two years and a half. She was then attacked with severe pain in the swelling, 
attended with extreme lassitude, shivering, and slight fever ; on the following day, she had 
severe pain in the belly, with nausea, vomiting, great restlessness, colic, quick small and 
hard pulse, and anxious countenance as in peritonitis. The shape of the belly was com- 
pletely altered ; instead of projecting, it was flattened in the centre, but had gained in 
size what it had lost in prominence. The fluctuation from one side to the other had never 
been so distinct before. A few days after she began to void large quantities of urine, 
and in less than a fortnight the existence of fluid in the belly was no longer apparent. 
Reaccumulation, however, came on, and the belly became larger than before; but at the 


(a) London Med. Gazette, vol. xxxv. 1844. 
(>) Hopexin; in Med.-Chir. Trans, vol. xv. (d) Gazette Médicale, vol. xiii. p. 158. 1845, 
p. 265. 1829, and Ranxrn’s Half-yearly Abstract of the Medical 
(c) Gazette Médicale, vol. xi. p. 746. 1843. Sciences, vol. ii. p. 151. 1846. 
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end of six months the cyst burst, and the water subsided as before. The belly again 
filled, and at the end of four months and a half the cyst burst the third time, with less 
severe symptoms, and the patient recovered. Dr. Locock informs me, that he has at 
present under his care, with Sir Bensamin Bropzg, a female about fifty years of age, 
in whom the ovarian cyst has burst several times. About a year and a half ago, long 
before any tumour was discovered, she had about once in six weeks an attack of violent 
abdominal spasms, of’ the same nature as those which have since clearly been connected 
with the bursting of the cyst. These attacks became gradually more frequent, latterly 
once in three weeks. The first discovery of the tumour was about six or seven months 
ago, a globular elastic tumour of the size of an orange; but previous to this being felt 
above the pubes, a very distinct elastic tumour was perceived by examination by the 
vagina. Suddenly spasms came on as before, and the tumour was gone, which led 
Lococx to think it was not an ovarian cyst, as he had previously called it, but only a 
collection of flatus in the bowel, as great eructations and general abdominal distension 
always followed the attacks. After several repetitions of the rise of the tumour gra- 
dually, the spasms, and the dispersion, it was noticed that the tumour became larger 
and larger each attack. Then Bropie detected, after the dispersion, slight fluctuation 
in the abdominal cavity, which soon disappeared. The next time it filled, being then 
the size of a shaddock, they punctured it with a very fine trocar and drew off a few 
ounces of brown fluid, exactly the same as usually found in ovarian cysts. After this, 
firm pressure was tried, for a week or two, over the tumour, but she could not bear the 
pain it produced. Since this, the same alternate filling, bursting, spasms, and dis- 
appearance have returned at still shorter intervals, and recently her health has begun 
to fail. ‘The extreme rarity of these favourable results, however, can scarcely be allowed 
as argument against the operation. 

Camus, from the inquiries he was led to in reference to his own case, has obtained 
some very interesting conclusions : first, that in the rather great number of cases which 
died immediately, or within a few days after the first bursting, the cyst had, previous to 
its rupture, contained a purulent fluid, more or less altered, and not the usual serum. 
Second, that-others, after one or more burstings, ascites remained, though it was not 
proved that the ascites and the dropsy of the ovary had not existed at the same time. 
Third, that most of the patients, who survived one or two burstings, were cured only for 
a time, and at last sank under the progressive effects of the encysted dropsy. (p. 158.) 

ASTLEY CooPER mentions two instances in which the ovarian cyst was burst by acci- 
dent; in the one, the patient was thrown out of a one-horse chaise, and the disease 
seemed to have been cured, but it returned seven years after, and she was obliged to be 
tapped; the other patient fell out of bed on the corner of a chair, she afterwards passed 
large quantities of urine, but the disease returned. (p. 375.) But besides the very rare 
cure of ovarian dropsy by bursting into the general cavity of the belly, the cyst also 
very rarely bursts into the fallopian tube, and the water is discharged through the 
womb. AsTLEY CoopER mentions a case of this kind; and also another in which it 
burst into the intestinal canal; and though the patient was subject to occasional returns 
of the disease, she ultimately recovered. (p. 385.) ScumucKER (a) also says, that in one 
case, after the sixteenth tapping, the ovary became suddenly extremely painful in one 
night, and was followed by the discharge of a large quantity of very stinking ichorous 
matter through the womb, which continued for some days, and then ceased. (p. 196.) 

AstLEY Cooper relates a remarkable instance, in which the navel ulcerated, and 
large quantities of water were discharged for a considerable time, but ultimately closed, 
and the disease did not return. (p. 384.) Similar to this, though the opening was artifi- 
cial, is the case of a female of forty-three years of age, who was tapped for ovarian 
dropsy by my friend Sutton, of Greenwich, in 1821, and three or four times after; on 
each occasion some hair passed through the canula, and at the last operation, he deter- 
mined to lengthen the cut downwards, so as to empty all the hair, which he effected. 
A portion of bougie was kept in by his direction for some months, when the discharge 
ceased; but the lady fearing the fluid might re-collect, continued the bougie in the 
wound till her death, of apoplexy, in 1841. ‘ 

In concluding this important subject, it will not be improper to give the opinions of 
two able practitioners against and in favour of this operation, about which there is still 
so much difficulty in deciding. 

ASHWELL (b) observes: —“ If the operation is to become established, of which I have 
the strongest doubt, it must be confined to examples of the malady where tapping has 
been already so often performed as to preclude, from the experience of similar cases, 


Cs Chirurg. Wahrnehm., vol. ii. 
b) Practical Treatise on the Diseases peculiar to Women 1844. 8vyo. 
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any idea that it can ever be dispensed with; and where we are confident that great suf- 
fering must lead to early death. Perhaps this may be regarded as too limited a view of 
the value of extirpation, but it is, I think, the correct one. In such cases, if the diag- 
nosis excludes the belief that there are serious adhesions, or malignant and solid growths 
complicating the tumour, and, if the patient strongly desires it, the operation is defen- 
sible. In all other examples, it can only rest on the patient’s own views of her future 
prospects, and on a calculation of chances. She might live many years, and without 
much suffering; she may die in a few years, after great suffering; she determines, 
therefore, being courageous, and probably strongly urged by her Surgeon to run the 
risk of immediate death, for the hope of immediate and radical cure. Whether she has 
done wisely to submit to such a hazard, a successful operation can scarcely prove; that 
she has happily secured her safety, through imminent peril, such an operation does 
prove.” (p. 648.) 

On the other hand, Souruam (a) says:—“ The operation is perfectly justifiable when 
the patient's sufferings are such as to make her life a burden to her; when the symp- 
toms of structural lesion of any important organs are absent; and when the constitution 
is suffering merely from functional derangement consequent upon pressure of the 
tumour on the neighbouring parts. On the contrary, it ought not to be attempted when 
the well-known characteristics of malignant action are present; when the tumour is 
solid, uneven, and has been of rapid growth; when the glands in the vicinity are en- 
larged, and hard knots can be felt in different parts of the abdomen, or when there is 
distinct evidence of other organs being similarly implicated. Still less should it be un- 
dertaken until the Surgeon, by varied and repeated examinations, is convinced of the 
existence of the disease. Nor must the rules, which direct us as to the propriety of 
operating in other diseases, respecting the condition of the sexual organs, and the fitness 
of the patient's constitution to undergo so severe an operation be overlooked.” (p. 241.) 

The number of times which a patient may bear tapping is almost incredible; three, 
four, and five times are by no means unfrequent. 

ScHMUCKER (5) mentions a woman of forty-five, on whom he operated twenty-nine 
times in four years ; Forp (ce) forty-one times in four-and-a-half years; ScumucKER (d) 
on another woman, sixty years old, fifty-two times in four years. Mrap (e) sixty-five 
times in sixty-seven months ; CaLisEn (f) one hundred times; in Dartford church- 
yard “lies the body of ANN Mumrorp, &c. Her death was occasioned by a dropsy, for 
which, in the space of three years and ten months she was tapped one hundred and 
fifty-five times. She died 14th May, 1778, in the 23rd year of her age” (g). But 
BrEzarv’s (h) case exceeds all, a woman who, he says was tapped six hundred and 
sixty-five times in the course of thirteen years. Whether these cases were ascites or 
encysted generally, is not mentioned. The quantity of water drawn off, varies of course 
according to the size of accumulation ; and whether the tapping be repeated frequently, 
and before the belly has recovered its former size. In the second case, recited above 
from ScHMUCKER, the quantity had been reduced to five pints; and in the greater num- 
ber of these operations, three or four quarts only was the quantity withdrawn. AsTLEy 
Cooper says :—“ The smallest quantity he had removed was eight quarts, and the largest 
twelve gallons and a pint, from an ovarian dropsy, the cyst of which is now in St. Tho- 
mas’s Museum.” Srorrck took away twelve gallons and a half. ‘The proportion 
averages,” says Astitry Cooper, “ from twenty-five to thirty-two pints,” (p. 374,) and 
this upon the whole, I believe, a fair estimate. | 

Besides the writers already mentioned, the following may also be consulted in reference 
to puncture and removal of the ovary :— 

Saccu1, Memoria sull’ Idrope delle Ovarie e sulla loco estirpazione; in OmopEt, 
Annali universali di Medicina, vol. Ixili. p. 257. 1832. 

CuHELIus ; in Heidelberg. Annalen, vol. i. 

HEVIN ; in same. 

{Douiuorr (7) operated successfully by the large incision on a large tumour, which 
turned out to be a cyst, containing nine and a half pints of purulent fluid, so closely con- 
nected with the under surface and thin edge of the liver and the intestines, that its re- 
moval could not be attempted. Having discharged the pus, he filled it with charpie, and 
subsequently stimulated it with ung. elemi and injections of lig. hydr. nitr., and added 
Peruvian balsam and tincture of myrrh to the ointment. At the end of two months 


(a) Above cited. Sf) Syst. Chirurg. Hodiern, vol. ii. p 55. 
b) Above cited, vol. ii, p. 202. g) A. Coorer’s Lectures, vol. ii. p. 374. 
3 Medical Communications, vol. ii. p. 123. h) Bullet. de la Soc. Méd. d’Emulation, vol. ii. 

(3 Above cited, p. 187. p. 495. 1815. 


e) Medical Works, p. 394. Dublin, 1767. () Caspar’s Wochenschrift, vol. i. p.513. 1833. 
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the discharge had nearly ceased, and she shortly after returned to her occupation of 
midwife. | 

1924. If dropsy of the belly accompany pregnancy, either at the onset 
or during the middle of its course, very considerable uneasiness is produced 
by the great distension of the belly, by the great swelling of the lower 
limbs, and by the pressure which the bowels suffer; breathing is much 
interfered with, and at last death-like agony, and danger of suffocation 
ensue. 

1925. If pregnancy be connected with acute ascites, the regular form 
of the fundus and body of the womb cannot be distinguished by the touch, 
specially on account of the enormous distension and projection of the 
hypochondria caused by the quantity of fluid driven up towards the 
diaphragm between the fundus and back of the womb, and the bowels. 
The urine is scanty, and the perspiration ceases. In examining the dropsy 
of the belly, a fluctuation of water is felt, indistinct in the hypogastrion 
and on the sides, but perceptible and distinct enough in the hypochondria, 
decidedly so and vibrating in the left hypochondrion between the upper 
and outer edge of the m. rectus abdominis, and the edge of the false 
ribs, 

1926. This place appears to be most fitting for the performance of 
paracentesis, without running the danger of wounding the womb or the 
intestines (a). It is less proper to make the puncture at the usual place, 
whilst an assistant with both hands presses the womb towards the spine, 
thus forming a thick fold of skin, which is either perforated with the 
trocar (0), or previously opened with a cut made through the wall of the 
belly (e). 

1927. A collection of Water in the cavity of the Womb (Hydrops 
Uteri, Hydrometra) may exist in that organ when it is either unimpreg- 
nated or impregnated. In the former case it comes on with painful 
feelings about the pudenda, numbness of the feet, irregular menstruation 
and whites, a cold swelling in the region of the womb, spreading also 
over the lower part of the belly, in which, on careful examination, 
a fluctuating movement can be perceived. ‘The patient has a feeling 
of cold over the whole extent of the womb, of its dropping to one side, 
and when she lies down. If the swelling be in itself very large, there 
is pain, indigestion, qualmishness, vomiting, frequent flatulence, colic, 
costiveness, difficulty in making water, retention of urine, at last great 
wasting and hectic fever. Sometimes the water is discharged by the 
vagina from time to time, accompanied with agony and labour-like pains. 
This discharge is not unfrequently periodical. | 


The signs of distinction between this kind of dropsy and pregnancy are, the enlarge- 
ment of the tumour without regularity; its cold, fluctuating feel; the mouth of the 
womb is thin, tense, and contracted, and does not rise after the third month; its 
occurrence in girls not arrived at puberty, or in old women, who throughout their whole 
life have been unfruitful; the breasts are generally withered and contracted, though 
the contrary is also observed. The absence of the child’s motions and of the audible 
beating of the heart; and, in some cases, the existence of the disease for more than nine 
months confirms the diagnosis. 


1928. In dropsy of the pregnant womb, which may be accompanied 


(a) Scarpa, Memoria sulla gravidanza susse- (b) Viessrux, On Tapping during Pregnancy ; 
guita da Ascite, ed osservazioni pratiche su i in London Medical and Physical Journal, vol. vii. 
avantaggi della nuova maniera d’usare la para- p.40. 1802. 
centesi dell’addomine in simili casi. Treviso, (c) Bonn, Ueber die Harnverhaltung, p. 31. 


1817. 8vo. 
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with ascites, the belly soon acquires as regular distension as at the end of 
pregnancy, on striking the belly nothing more is felt than a slight, deep, 
dull fluctuation ; the quick distension of the womb, the bowels violently 
thrust up against the diaphragm, in consequence of which there is diffi- 
culty of breathing, and even danger of suffocation; the feet generally 
swell. A considerable quantity of water is not unfrequently passed, from 
time to time, often periodically by the vagina, with symptoms of threat- 
ening abortion. The birth, however, usually occurs at the due time, and 
after the discharge of the proper waters. The seat of this dropsical 
accumulation is either between the womb and the foetal membranes, 
between the chorion and amnion, often probably in a proper sac; or 
there may be a very considerable collection of the liguor amnii. 'The 
placenta also may be affected with hydatids during pregnancy. An 
hydatidous degeneration of the ovwm may even produce an accumulation 
of water in the womb, and render the diagnosis extremely difficult ( a). 

1929. The causes of dropsy of the unimpregnated womb are, closing of 
the mouth of the womb by spasm, its stopping up or growing together, and 
a diseased condition of the secretion of its inner surface. The removal of 
the water is effected either by the use of the remedies specially employed 
for dropsy, which act upon the kidnies, the alimentary canal, and the 
absorbing vessels; or if the mouth of the womb be closed, by warm 
or steam baths, softening injections, or by the introduction of a female 
catheter into the mouth of the womb when it is stopped up with plugs 
of lymph, and the like. If there be adhesion of the mouth of the womb, 
the above-mentioned remedies are useless; if the symptoms be severe, as 
when dropsy of the womb accompanies pregnancy, danger of suffocation, 
and the like, paracentesis uteri is required. 

1930. This operation, when the mouth of the womb is closed, is 
performed as already described, ( par. 1823,) or between the navel and the 
pubes, the bladder having been previously emptied and a belly-band 
applied ; or above the vaginal portion of the womb, in the fluctuating part 
of the tumour, with a trocar (6). 

1931. In distension of the alimentary canal with air, ( Tympanitis,) the 
operation of paracentesis has been proposed by some Surgeons, if the 
ailment be idiopathic and not a symptom of any other disease, if it have 
existed three or four days, have withstood all remedies, and the patient be 
exceedingly restless and distressed ; the pulse strong and quick, not small 
and soft; and there be general heat over the whole body unaccompanied 
with coldness of the limbs. Qther practitioners have decidedly opposed 
such treatment. 

In performing the operation a long thin trocar with a canula perforated 
on the sides, is thrust into the middle of a line drawn on the left side from 
the front end of the second upper false rib to the front iliac spine, to the 
depth of four or five inches, which directly opens the colon descendens. 
The trocar is then withdrawn, whilst the canula is held in, and the air 


contained in the bowel escapes, after which the tube is to be removed as 


already directed. ‘The patient should take but the smallest quantity of 
drink, indeed only a little iced almond milk, and his thirst quenched with 
a slice of Seville orange, sugared, and kept in his mouth, or with a cool 


(a) Scarpa, above cited.—CruveELuier, Essaies (6) Scarpa, above cited. — Devinirers; in 
sur l’Anatomie pathologique en genéral, vol. i. p.280. Journal de Médecine, par Szprnror, vol. xliii. 
Paris, 1816.—Gerrit, (Preside Nar@eLe,) Dissert. 1812. 
de Hydrorrhea Uteri gravidi. Heidelb., 1821. 
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rather than a lukewarm bath. If there be no subsequent discharge from 
the bowel, purgative, and afterwards nourishing clysters may be given ; 
and to relieve the loss of tone which the intestine for some time suffers, 
cold applications and swallowing small pieces of ice may be ordered (@). 


IX.—OF HYDROCELE. 
(Hydrocele, Lat. ; Wasserbruch, Germ.; Hydrocéle, Fr.) 
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1932. Hydrocele is a collection of watery fluids in the tunics of the 
serotum, or of those of the testicle ; it therefore varies according as the 
water is collected in the cellular tissue of the scrotum, in the vaginal 
tunic of the testicle, or in that of the spermatic cord. The latter two 
are, however, in general alone considered as hydrocele, and the former as 
edema. 

1933. The collection of water in the cellular tissue of the scrotem 
forms a soft swelling, which retains the impress of the finger, and when it 
enlarges, becomes tense and firm, unfolds the wrinkles of the scrotum, 
spreads on to the penis and covers it, and by the swelling of the prepuce, 
the discharge of the urine is often prevented. Inflammation, suppuration, 
and mortification may result from this swelling. 

1934. This disease is either symptomatic and connected with general 
dropsy and the like, or arises from pressure on the lymphatic vessels by an 
ill-fitting truss, or from accidental tearing of a hydrocele of the vaginal 
tunic, and in children from pressure during the birth, and irritation of the 
scrotum by the urine. ‘The cure depends on the removal of these causes 
and the use of means specially fitted to @dema. 

1935. The collection of water in the vaginal tunic of the testicle, True 
Hydrocele ( Hydrocele tunice vaginalis testis) is always produced slowly, 
as a swelling rising gradually from the bottom of the scrotum towards the 
abdominal ring, at first sometimes accompanied with painful distension, 
but at other times without any peculiar sensation. The swelling has 
generally an oval form (1), is elastic, tense, sometimes distinctly fluc- 
tuating, and the appearance of the skin over it is unaltered; in com- 
parison with its size it is light; it increases neither on coughing nor on 
any exertion, and cannot be returned into the belly. The testicle is felt, 
when the swelling is large, generally on its upper and hind part as a hard 
part (2) ; its position, however, may vary. The spermatic cord is felt above 
the swelling, if it extend not to the abdominal ring. If in the dark a light be 
placed behind the swelling, it is found to be transparent, if the fluid con- 
tained within it be clear, and the vaginal tunic be not thickened. Some- 
times when the distension is very great, the vaginal tunic and the cellular 
tissue upon it and the m. eremaster are thickened, the swelling feels 
harder, is not transparent, and no fluctuation is felt; the vaginal tunic 
may be even bony. In long-continued hydrocele the spermatic cord 
and the testicle are varicose, the testicle sometimes wasted. From pres- 
sure on the swelling, as in old bulky ruptures, the vessels of the cord are 
sometimes separated, and thrust either aside or in front of the swelling. 
If the swelling be very large, the veins of the scrotum swell, the skin 
inflames and sometimes ulcerates. 

((1) The general form of a hydrocele is pear-shaped, largest at bottom, and nar- 
rowing regularly upwards; but very often it is more oval, and sometimes even con- 
tracted in the middle, so as to assume an hour-glass appearance. Care must be taken, 
however, to ascertain that this hour-glass form is not caused by the existence of two 
hydroceles, one above the other, of which Asriey Cooper mentions one instance, 
(p. 90,) and Bropze a still more remarkable one, in which “he drew off the water from 
the lower part, and in doing that emptied the upper part. The patient came to him a 
year afterwards and said he wished to have the water drawn off again. Bropre 
observed that the contraction of the hour-glass was narrower, and, on drawing off the 
water from the lower part, found that the upper one was not emptied, and was con- 
sequently forced to puncture that afterwards, so that it was evident what had been 
originally a partial contraction, in the course of a year had become a complete one,” 


(p. 91.) 
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(2) Astiey Cooper says :—“ The testis is generally placed two thirds of the swelling 
downwards and at the posterior part of the scrotum; pressure at that part gives the 
sensation of squeezing the testis.” (p. 87.) I think, however, from my own observation, 
that the testicle is generally situated still nearer the bottom of the swelling than stated 
even by Cooper. 

The quantity of water in a hydrocele varies from twelve to sixteen ounces, but I 
have occasionally drawn off between twenty and thirty. The largest quantity on record 
is, I believe, that of the celebrated GrBpon the historian, from whom the elder CLINE 
drew off six quarts; and Bropre says that he has “seen a hydrocele hanging down to 
the patient’s knees.” (p. 89.) 

The serum of a hydrocele is generally straw-coloured and transparent, but some- 
times so dark that the light of a candle held behind a swelling cannot be perceived. 
I have recently had a case of this kind, in which the serum was dark greenish-brown, 
and could not be seen through, though transparent, on account of its colour; the 
vaginal tunic itself was thickened, the hydrocele being very large and of long standing. 
Transparency, as a diagnostic mark, must therefore be received with some caution. 

AstriEy Cooper also mentions, that the serum “ sometimes contains a quantity of 
white flaky matter, produced by chronic inflammation,” and “ when produced under 
acute inflammation, the fluid is sometimes of a red colour, from a mixture of red parti- 
cles of the blood.” He has also seen “ in the fluid of hydrocele, loose bodies, of which 
there is a specimen in the Museum at St. Thomas's.” (p. 92.) ] 


1936. Hydrocele of the vaginal tunic of the testicle is distinguished 
from scrotal rupture by the way in which it begins, and by the swelling 
enlarging neither by cough nor exertion, and from hardening of the testicle, 
by its elastic, uniform, painless fluctuating character, whilst the hardened 
testicle is hard, irregular, and painful. Hardening, swelling, and hydro- 
cele of the testicle may exist at the same time (Hydrosarcocele.) Hydro- 
cele has many resemblances to medullary fungus of the testicle, and some- 
times the fluctuation at different parts may at first render the diagnosis 
difficult. The transparency of the hydrocele, when a light is held behind 
it in the dark, is in all cases to be considered as its most certain character. 

[Hydrocele may be accompanied with either scrotal rupture or diseased testicle. The 
rupture-sac may descend as low as the hydrocele and no further, which is commonly 
the case when the two diseases exist together; but it may also descend behind the 
hydrocele, and the existence of the latter may not be noticed till strangulation of the 
rupture taking place, it is discovered during the operation. Cases of this kind have been 
already mentioned in speaking of the varieties of strangulated rupture. (par. 1199, note.) 
The diseased condition of the testicle itself is usually without difficulty made out, 
though imperfectly, before the operation for tapping the hydrocele is performed; but 
its nature cannot be easily discovered, and therefore the Surgeon must be guided by 
circumstances in regard to the steps he must take with it—J. F. S.] 


1937. The causes of hydrocele are in most instances unknown ; it arises 
of its own accord in healthy subjects, and is especially frequent in children 
and old persons. ‘Its cause often seems to be a slow inflammation of the 
vaginal tunic; frequently it occurs after bruises of the testicle in riding, 
and the like; sometimes from cold; after inflammation or other affections 
of the urethra; from wearing ill-fitting trusses, and from syphilis. 


According to Rocnoux (a), the swelling of the scrotum, consequent on a clap, does 
not, as generally supposed, depend on inflammation of the testicle, but on a hydrocele 
arising from inflammation of the vaginal tunic (a vaginalite, as he calls it.) The 
grounds of this opinion are, that the testicle, surrounded by a firm, thick, fibrous mem- 
brane, cannot swell up to such a degree in a few days, and sometimes even in a few 
hours, to double its natural size, and even more; that such swelling of the testicle rarely 
goes on to suppuration, whilst inflammation of that organ from other causes, commonly 
has that result; that at the onset there is always fluctutation with this swelling, and 
that, in some cases, fluctuation is perceptible on examination. Gaussrrx (}) holds that 


“ Archives générales de Médecine, vol. ii. p. 51. 1833. 
b) Archives genérales de Medecine, vol. xxvii. p. 188. 
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a turbid, thick, somewhat sanguinolent fluid, corresponding to the size of the swelling, 
and a thick glutinous matter are found. And Rocnovx (a) has shown from the ex- 
amination of six bodies that it depends almost exclusively on fluid in the vaginal tunic. 
He believes, that if, in the after-course of the disease, fluctuation be no longer percep- 
tible, it depends on the sensitiveness of the part, which will not bear a close examination 
and that, when dispersion begins by the absorption of the thin fluid, the swelling takes 
on the same character as if depending on swelling of a solid organ. 

VeELPEAU (6) considers that there may be an outpouring into the vaginal tunic, but 
that this is slight, and does not constitute the disease, that the pain of an inflamed tes- 
ticle is greater than when depending merely on fluid, that no transparency can be ob- 
served, and that the examination of the swelling with the fingers shows the epididymis 
participating in the disease. Buanp1n (c) holds that the state of the parts differs 
according to the period at which they are examined; that at first the inflammation 
descends from the vasa deferentia to the epididymes and the testicles, and a swelling of 
these arises, but that afterwards, and when the dispersion begins, the effusion is a prin- 
cipal symptom of the disease. P1rané (d) remarks, in opposition to these statements, that 
in young persons affected with this disease, whose hydroceles have been operated on 
with setons, in spite of the escape of fluid from both openings, a hard, irregular, pain- 
ful tumour, of the size of a turkey’s egg, is produced, which can only depend on swelling 
of the testicle. To this I would add, that after the operation by incision, the hydro- 
cele, sometimes from the swelling of the testicle itself, most decidedly acquires the 
size of the swelling previous to the operation. 

1938. The prognosis of hydrocele is favourable, and proper treatment 
effects a cure, if it be simple and without complication ; but if there be a 
hardened testicle, the cure is only possible when the testicle can be brought 
back to its natural condition, or is removed. If the hydrocele be left to 
itself, nature alone cannot effect the cure, which however is not infrequent 
in children. 

1989. The cure of hydrocele is palliative or radical. The former con- 
sists in drawing off the water by a puncture with a trocar or lancet ; it is 
required in all those cases, where the radical cure is not proper, in very old 
persons, when there is also hardening of the testicle, and when the patient 
will not submit to its extirpation ; if there be intestinal rupture, connected 
with the hydrocele-sac, or with the testicle, in very large collections of 
water, and in those cases where the condition of the testicle cannot be 
previously ascertained. The trocar is, in general, to be preferred to the 
lancet, for emptying the hydrocele, because the fluid will pass by the 
canula, and not escape into the cellular tissue of the serotum. The lancet 
may be used when there is but little water, and accompanying intestinal 
rupture, or hardening of the testicle, because with it all possible injury 
may be easily avoided. 

[Spontaneous cure of hydrocele sometimes, though very rarely, takes place. BRopIE 
relates a case of this kind, in which the patient not liking to submit to the operation, 
the swelling grew so large, that he was obliged to resort to the “old clerical cassoek to 
conceal his infirmity. When, however, he had had the disease for some years, the 
tumour began to disappear, and ultimately went away entirely, so that he was never 
troubled with it afterwards.” (p. 90.) AsTLEy Cooper mentions another mode of spon- 
taneous cure :—“Ifan hydrocele be suffered to remain and become of large size; if the 
patient be under the necessity of labour to obtain subsistence, inflammation of the tunica 
vaginalis and scrotum will arise from excessive distension. A slough of the scrotum and 
tunica vaginalis is produced, and as it separates, the water escapes; a suppurative in- 
flammation succeeds, granulations arise, and the patient in this way receives his cure.” 
(pp. 95, 6.) It seems to me that this is precisely what would have happened in the 
second case of spontaneous cure related by BroprE; had he not checked the mischief by 
tapping the hydrocele, and drawing off “ some ounces of fluid not like that of hydroeele, 
but a turbid serum, such as you find effused from inflammation.” (p. 90.) Hydroceles 
are sometimes burst by a blow, but, according to both Coorrr and Broprr, the disease 


(a) Acad. de Medec., Seance du Sept. 27, 1836. ¢) Gazette Médicale, vol. iv. p. 638. 1836. 
(b) Above cited. d) French Translation of this Work, 
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is not thereby cured, but after a time reappears, the rent in the tunic having probably 
healed up. ] 


1940. The situation of the testicle must be ascertained before pune- 
turing the hydrocele: it usually lies at the upper and hinder part of the 
swelling, and the best place for the puncture is the fore and under part. 
The testicle, however, may be situated elsewhere, it may be connected 
with the front of the vaginal tunic, in which case, a puncture at another 
part is most proper. The puncture is always to be made in the middle 
line of the swelling, because, in old hydroceles especially, the several vessels 
of the cord are often driven out of their place. According to RicuTEr (a), 
the swelling is sometimes oblique, or even completely transverse, so 
that in hydrocele of the left side, the puncture must be made on the 
right side of the scrotum. In large hydroceles, a narrower part of the 
swelling sometimes extends upwards, even as high as the abdominal ring. 
Under these circumstances, a part of the canalis tunice vaginalis is dis- 
tended, and by the puncture of the larger swelling, the water escapes from 
this diverticulum. In children, in whom the puncture is rarely necessary, 
the testicle generally is lower than in adults, the puncture must therefore 
be made rather higher than usual. The enlarged blood-vessels of the 
scrotum must be avoided in making the puncture. 

194]. The patient must be placed on a seat, so that the serotum may 
hang down loose. The Surgeon grasps the swelling at its hind part, and 
tightens the skin, whilst an assistant places his hand at the upper part of 
the swelling, and presses the water down. The operator holds a thin 
trocar in his right hand, and puts the forefinger of the same hand on its 
canula, to within half or three-quarters of an inch from its point, and then 
thrusts the trocar in rather obliquely upwards at the place determined. 
When it is ascertained, by the resistance ceasing, that the trocar has pene- 
trated the cavity, the point of the trocar is to be withdrawn, and the 
canula thrust in deeper into the vaginal tunic. ‘The trocar having been 
withdrawn, the canula is to be held steadily, so that it do not escape from 
the vaginal tunic whilst the water passes off. If there be a large collec- 
tion of fluid, its flow must be often checked by placing the finger on the 
aperture of the canula, so that the testicle should not be too quickly re- 
lieved from pressure. When the emptying is completed, the canula is to 
be gently withdrawn, whilst the edges of the wound are held together 
with the finger and thumb of the other hand; and afterwards is to be 
closed with sticking plaster, and the parts supported in a bag truss. 


The elder Travers (0) has endeavoured to effect the radical cure of hydrocele with 
simple punctures. The scrotum is made tense with one hand, the patient being so 
placed that the light may pass through the swelling, to avoid the veins, or any 
thickened and adhering part. The punctures are to be made with an acupuncture 
needle, or what is still better, with a fine trocar, at equal distances, very quickly 
after each other, so that the tension of the scrotum may be kept up. The principal 
point in the operation Travers holds to be the trifling discharge of fluid, and the 
escape of the remainder into the m. cremaster and cellular tissue. On the third, or 
even on the second day sometimes, the fluid is absorbed, and only when, on account of 
the smallness of the punctures, but a few drops escape, is the cure delayed beyond a 
month, or even it does not succeed; but in a large number, the cure is effected. 

Lewis (c) considers a single puncture more efficacious and less dangerous, I have 
never witnessed a cure by these means in very many cases, 

[I have employed this treatment several times, and like CHELIus, have not found it 


(a) Anfangsgriinde der Wundarzneik., vol. vi. (b) London Medical Gazette, vol. xix. p. 737. 
p- 99, (c) Lancet, 1835-36, vol. ii. p. 206. 
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successful. The rapidity with which the absorption of the water emptied into the 
cellular tissue of the scrotum generally takes place is very remarkable; but the 
punctures in the vaginal tunic soon heal, and the water quickly re-collects, under 
which circumstances, I have several times had occasion to perform the cure by 
injection. The danger from this treatment, which Lewis dreads, seems to me quite 
chimerical,—J. F, S.] 


1942. If a lancet be used, it must, after the scrotum has been made 
tense, as already directed, be introduced with its edges above and 
below, at the appointed place, and the opening enlarged as it is 
withdrawn. Whilst the water flows, the skin must be kept sufficiently 
tight, so that the membranes shall not fall together, and prevent its 
escape; but if this happen, a probe must be passed in, and the flow 
restored. If the hydrocele be accompanied with intestinal rupture, it 
is most advisable to make a cut an inch long at the bottom of the 
swelling, to lift up the vaginal tunic with the forceps, and divide it 
with a bistoury held flat. 

1943. If after the puncture the fluid will not pass out, on account 
of its consistence, or because it is contained in various chambers, either 
the radical cure by incision must be at once performed or the opening 
closed with sticking plaster, and the radical cure afterwards undertaken. 

I have always found the fluid thin, and not contained in different sacs, when the 
testicle has not been otherwise diseased. But I have not unfrequently found, on the 
outer surface of the vaginal tunic, a pretty considerable quantity of consistent, gela- 
tinous fluid, collected in the cellular tissue; whilst the fluid in the tunic was of its 
usual character. Sometimes bodies of various size, externally cartilaginous, but 
bony within, are found swimming in the fluid. They arise, as I have often noticed 
in the operation for hydrocele and in dead bodies, from the surface of the testicle 
and epididymis, overspread the vaginal tunic, are always strung together at their 
place of attachment, and at last get loose; or are enclosed in a cyst between the 


vaginal tunic, and the tunica albuginea, from which, when it is opened, these little 
bodies escape. 


1944. ‘The puncture generally soon closes; if inflammation occur, 
cold applications and leeches are requisite; and if it cause effusion into 
the cellular tissue of the scrotum, a cut must be made into it. If sup- 
puration occur, it must also be quickly opened. 

The emptying of the hydrocele most commonly effects only transient 
relief, and the fluid re-collects more or less quickly. In rare cases is it 
followed by a radical cure. If the swelling speedily acquire considerable 
size after the discharge, blood has been poured out into the vaginal 
tunic, which must be cut into; and if the spermatic artery be wounded, 
it must be tied. 


[Simply puncturing a hydrocele but rarely cures the disease; “but to give the 
patient the best prospect of it,’ Asrtey Cooper recommends “a strong stimulating 
lotion to be immediately applied.” And he continues :—“ Exercise sometimes produces 
inflammation ;” and instances a person who had a cure after the inflammation set up by 
travelling all night, after the hydrocele having been tapped the previous morning 
(p- 98); this, however, was a lucky chance, and should not induce another person 
to try a like foolish trick; for, in another case, he relates directly after, an elderly 
gentleman, who had been tapped for hydrocele, died, in consequence of the in- 
flammation excited merely by a long walk on the same evening. (p. 99.) 

In old people, simple tapping is the only operation for hydrocele which ought 
to be performed ; the others are very dangerous, on account of the inflammation which 
may ensue, and being without power, may run on to gangrene.—J. F. 8.] 


1945. The radical eure of hydrocele may be managed in two ways ; 
either by increasing the activity of the absorbents, by diminishing ‘the 
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exhalation, and producing contraction of the vaginal tunic, whilst its 
cavity is preserved, or by exciting such a degree of inflammation as will 
produce a growing together of the vaginal tunic with the testicle. 

1946. The first kind of radical cure may be effected by the use of 
solutions of hydrochlorate of ammonia dissolved in vinegar and spirits of 
wine, by fumigation with cinnabar, with sugar, with vinegar, by emetics 
and purgatives, and by repeated blisters and the like applied to the 
swelling. In adults these remedies are seldom of use, but in children 
they almost always disperse the hydrocele. Perhaps in grown persons 
they would be more effectual, if the water had been first drawn off. 
KiypEer Woop (a) found that when the swelling had been opened 
with a broad lancet, and the water discharged, if a little piece of the 
vaginal tunic were drawn out with a hook, and cut off with scissors, and 
simply dressed, only a slight degree of inflammation ensued, which 
restored the exhalents and absorbents to their natural condition and caused 
a cure without the vaginal tunic growing to the testicle. When this 
tunic is thickened, such treatment is inapplicable. 

1947. The second kind of radical cure of hydrocele is effected, jirst 
by incision; second, by injection; third, by seton; fourth, by caustic ; 
Jifth, by the tent; and sixth, by cutting away the vaginal tunic. 

1948. In the operation by incision, the patient is placed upon a firm 
table ; an assistant grasps the back of the swelling, and tightens the skin. 
The operator cuts freely through the skin, or through a fold of it, in the 
mesial line, and to the extent of two-thirds of the swelling (1); if the 
scrotal artery bleed, it must be tied. ‘The operator then placing the fore- 
finger of his left hand on the middle of the swelling, thrusts a bistoury 
with its back upon the volar surface, into the vaginal tunic, and carries 
the finger in with it, so that when the knife is withdrawn, the finger may 
completely fill up the hole. The blunt+ended blade of a pair of scissors is 
now passed on the finger, and the opening in the tunic enlarged upwards 
and downwards, care being taken that the testicle do not protrude, and if 
it should, it must be gently returned. An assistant, with his fingers 
crooked, seizes the tunic at each angle of the wound, and lifts it up, so that 
its inner surface is laid open. A thin fold of linen dipped in fresh oil is 
then laid in the cavity of the tunic between it and the testicle, so that its 
edge projects in a ring around the cut. ‘The cavity thus formed by the 
linen is to be filled with lint dipped in oil, and the edges of the wound 
having been brought together with sticking plaster, the whole is covered 
with a compress, and put into a suspendor. 

(1) To render the cure satisfactory and perhaps, indeed, that it may be most com- 


plete, the cut should not exceed a third, or at the most, half the length of the swelling, 
as is proved by FickEr’s (6) and Scurecer’s (c) practice, as well as by my own. 


1949. The after-treatment is to be guided by the degree of the ensuing 
inflammation. If not very severe, it must be borne; but in the other 
case, it must be allayed by taking out some of the lint, by warm poultices 
and antiphlogistic remedies. On the third or fourth day, the dressings are 
to be changed, but the linen is not to be removed till it is quite sodden 
with pus. The space between the testicle and vaginal tunic is to be 
constantly filled with lint, and as it diminishes less lint should be introduced. 
When the suppuration takes place, collection and burrowing of the pus 


(a) Medic.-Chir,Trans., vol. ix. p. 38, 1818. (b) Aufsiitze und Beobachtungen, yol, i. p. 244. 
(c) Chirurgische Versuche, vol. i. p. 125. : 
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must be prevented. After-bleeding requires that the vessels should be tied, 
or cold water applied. 

1950, If in the operation by incision, the testicle be found hardened, its 
extirpation must be at once performed. Hydatids on the surface of the 
testicle, or in the cellular tissue of the serotwm, must be seized with forceps, 
and cut off with CoorEr’s scissors. 

1951. In the operation by injection, the puncture must be first made 
with the trocar, as already directed, and the testicle examined, to ascertain 
if it be hardened. One part of red wine diluted with two of water, and 
moderately warmed, is now to be injected through the canula of the trocar 
into the vaginal tunic with a syringe, fitting into the canula, till the tunic 
be completely or almost distended to its previous size. The fluid is 
generally kept in about five minutes with the finger upon the opening of 
the canula. The sensitiveness of the patient is to determine the strength 
of the injection and the length of time it should be retained in the tunic. 
Tn irritable persons, or if pain arise after the injection, it must be kept in 
only half the time. In not sensitive persons, when the hydrocele is old 
and the tunic thickened, pure wine must sometimes be injected, retained 
for a longer time, and several times repeated, to produce a sufficient degree 
of inflammation. In repeating the injection, it must be carefully observed 
that the canula has not escaped from the tunic. If by moving the outer 
end of the canula from side to side, its inner end move freely, the injec- 
tion may be made, but if this be not the case, it must first be put right. 
When the injection has produced the desired effect, it must be carefully 
drawn off or pumped out with the syringe, so that none remain. 'The 
greatest care must be taken, when, after the instrument has been thrust in, 
and the stilette of the trocar withdrawn, that the canula be sufficiently deep 
in the tunic, there kept undisturbed, and the skin of the scrotum and 
vaginal tunic be firmly nipped with the fingers round the canula, or 
otherwise the tunic will easily slip off, and the injection be made into the 
cellular tissue of the scrotum. 

1952. After the operation, the puncture is to be covered with sticking 
plaster, and the scrotum supported with a bag truss. In general, on the 
next day, redness, pain, and swelling comeon; lukewarm applications are 
to be then made, or if the inflammation be not very violent, it may be left 
alone entirely ; but if it be great, antiphlogistic remedies must be em- 
ployed. 

1953. In persons peculiarly sensitive, the mildest injection may be 
sufficient; thus the injection of the water just drawn off, or blowing 
air through the canula of the trocar to redistend the scrotum. ‘The air 
may be left in twelye minutes, then let out, and the skin of the serotum 
rubbed against the opening. After some minutes the injection of air 
must be repeated. A bougie should be left in the little wound, so that, if 
sufficient inflammation be not excited, the inflation may be repeated (a). 


Various fluids have been employed as injections in the operation for hydrocele. 
Cexsus used a solution of saltpetre; LemBerrt, lime water, with corrosive sublimate ; 
EARLE, port wine, with infusion of roses; JuNcKER, Medoc wine, with water; LEvRET, 
a solution of lunar caustic, or of zulphate of zinc; Boyer, red wine alone, or mixed 
with a little alcohol, or boiled with roses; DupuyTREN, Rousillon wine boiled with 
roses and a little spirit of camphor; VeLPEau (0) has, after numerous successful cases, 
recommended injections of iodine, one or two drams of the tincture of iodine to an 

(a) Scureaer, Ueber Heilung der Hydrocele (6) Hydrocéles de la Tunique Vaginale ; in his 
durch Lufteinblasen; in his Chirurgische Versuch., Legons Orales, vol. i. p. 262. 1840. 
vol. isp. 182. Niirnberg, 1811. 
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ounce of water; the patient suffers little by this plan, and next day can stand without 
pain, and go about. VELPEAv’s successful treatment has been confirmed by others. 
In eleven hundred and forty-eight cases (a) treated with iodine injections, only three 
cases failed, In ten, injections with port wine failed. Injections of iodine succeeded in 
nine cases where previous use of port wine and sulphate of zine had failed (6). 

[The injection of tincture of iodine diluted with water, I am convinced, by 
repeatedly practising it for some years, is the most effectual and least painful to 
the patient. VeEtprau has the credit of introducing the practice, but I am informed 
by medical friends who have been in India, it has long been practised there, and, if my 
recollection be not treacherous, without drawing the injection off again. And 
this mode I have adopted, making use of a very fine trocar and ¢anula, drawing off 
the water, and injecting an ounce of fluid containing two drams of tincture of 
iodine and six drams of water, and then immediately withdrawing the canula, to 
which the wound always clings very tightly, as the solution is very astringent. The 
patient most commonly suffers no pain, or at least a very trifling degree; and though 
on the following day the scrotum is a little reddened and rather firm, yet the patient is 
not thereby prevented moving about with ease and comfort to himself. Indeed, I am 
informed that as soon as the injection is made the person walks away, and requires no 
further attention. The scrotum, according to my own observation, increases a little, and 
becomes rather more solid for three or four days, and then begins to subside, and in the 
course of a fortnight the cure is completed without confining the patient more than two 
or three days, rather as precautionary, than that I believe it really necessary. I have 
employed this treatment in both large and small hydroceles, merely injecting the 
quantity mentioned or a little less; and never either shaking the scrotum about or dis- 
tending the cyst by repeated injections, and afterwards drawing it off, as VELPEAU 
practises and recommends. I am quite sure that whoever once employs the iodine 
injection as I have mentioned, will not treat a hydrocele for the radical cure by any 
other means, 

Hydrocele is sometimes not even at first cured by injection; and this Astiny 
Cooper seems to think depends on the after-treatment ; “for,” he says, ‘I sometimes 
fail, and should very often but for great care in the after-treatment, upon which, 
I think, much depends. I sometimes, when water is reproduced a few days after the 
operation, tap it to remove the serum, and to produce, by this operation, a larger share 
of inflammation.” (p. 106.) 

But occasionally the injection cures for a time, and then the disease reappears. 
BropIE mentions two remarkable instances of this kind, one of which occurred 
to a patient of Everarp Home’s, in which the disease recurred after seventeen years ; 
and another, which happened under his own care, in which the disease returned after 
twenty years, the operation by injection having been performed in both cases by Home. 

Sometimes the inflammation set up by injection is so great as to terminate in suppu- 
ration ; when this happens, and the existence of pus is decidedly shown, a free eut into 
the vaginal tunic should be made, so that the pus may readily flow out; after which all 
the symptoms of constitutional excitement soon cease. If by accident the injection 
should be thrown into the cellular tissue of the scrotum instead of into the cavity of 
the hydrocele, no time must be lost, but a free cut made through the skin, so that it 
may readily escape from the loose cellular tissue, otherwise there will be sloughing, 
and it may be the patient will lose his life, which has happened.—J. F. S.] 


1954. For the introduction of a seton, after the puncture as already 
directed has been made with the trocar and canula, and the former with- 
drawn, a long tube is passed deeply through the canula, till it reach 
the fore and upper part of the scrotum. <A long and pointed straight 
sound, with an eye at its other end armed with several threads, is then 
thrust through the tube outwards, carrying with it the threads, and then 
the canula is withdrawn. The ends of the seton-threads are tied loosely 
together, the wounds covered with sticking plaster, and a bag truss put 
on. About the tenth or fourteenth day, some of the threads are withdrawn 
at each dressing, and this is continued till all be taken out. 

J. Hotsrook (c) lets the water escape as usual, then takes up a fold of the skin 
_(@) Frortep’s N. Notizen, vol. viii. 1836, (b) Oppennerm; in Hamburg. Zeitschr., vol. 


Nov. ‘ Vili. pt. iv. 1828.—Fricxe; in same. 
(c) Observations on Hydrocele, ete. London, 1825. 
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“f the scrotum and of the vaginal tunic, and passes with a common needle a single or 
double thread from above downwards, which he removes on the third day. 

ONsENOooRT (a), with a needle curved and having a handle, passes a ligature 
through the middle third of the swelling from above downwards, or from below 
upwards. After the fluid has completely escaped, the thread is tied tightly. Two days 
after, the ligature is tightened, and after the cutting through is completed, on about the 
fourth or fifth day, the wound remains open from the bottom till the cure is perfected. 
In very large hydroceles he thrusts the needle into the middle of the swelling, carries 
its point upwards out through the skin, leaves one end of the thread loose, carries the 
point of the needle back into the cavity of the vaginal tunic, thrusts it through the skin 
below, and brings the other end of the thread out, and as he draws the needle out leaves 
the thread double in the middle wound, and cutting it through there, forms two 
ligatures, each of which he ties. 

[My friend Green, from having observed the difficulty of regulating the inflam- 
mation, in treating hydrocele by injection, the impossibility of determining, at the 
time of the operation, what the effect will be in respect to the quantity of in- 
flammation, and the dangerous results from the injection having been thrown 
into the cellular tissue of the scrotum, instead of into the vaginal tunic, was led 
to employ the seton (6), but differently from either of the above-mentioned modes. 
He thought, “if a seton were carried through the tunica vaginalis, there would be a 
source of irritation sufficient to produce the required inflammation, and at the same 
time the opportunity given of regulating its degree, that is, that the seton might be 
allowed to remain till there were symptoms of such a degree of inflammation as is 
requisite for the change necessary to be produced in the tunic, and that this being 
effected, the seton might be withdrawn; and that the extraneous irritant being thus 
removed, it would have no farther effect than was necessary, either for the change of 
the surface of the membrane, or for the obliteration of the tunic. (pp. 73, 74.) The 
requisite degree of inflammation is one which is attended with the ordinary symptoms 
of that process, that is to say, pain, heat, swelling, some redness, and some constitu- 
tional affection. There should be,I think, some affection of the pulse, some in- 
dication of febrile action in the system, before the seton is withdrawn. As soon as 
this has been observed the threads may be! removed, and I believe that you may 
then expect you have excited inflammation enough to cure the disease. So that it is 
not whether the seton has remained in ten, twelve, or twenty hours, for this must be 
regulated by circumstances, but whether then the requisite degree of inflammation 
is produced. I should say that twenty hours was about the average time for the 
seton to remain; but it will vary in different instances.” (p. 76.) GREEN’s method 
consists in drawing off the water, as usual, with a trocar and canula, and when 
the hydrocele is emptied, the “canula still remaining in, to pass a needle six inches 
in length, and as thick as a probe, with a trocar point at one, and an eye at the 
other end, armed with twelve threads of ordinary seton silk, into the canula, and 
having carried it upwards to perforate the tunica vaginalis and integuments, near the 
upper and fore part of the swelling, and draw it out at that aperture. The canula is 
then removed, and the ends of the threads loosely tied together over a space of about 
two inches,” (p. 59,) and these allowed to remain in till the inflammatory symptoms 
above mentioned make their appearance. 

I formerly employed this practice a good many times, but one great objection seems 
to me the close watching it requires for some hours, and the difficulty there always is 
in determining the precise time when the seton threads should be withdrawn ; and 
that often, even with the greatest care, either very severe inflammation would occur, 
or when enough only was supposed present to effect the cure, that it suddenly sub- 
sided, and a second operation was requisite. After using the iodine injection, I never 
recurred to this plan of treatment, although it was grounded upon better reasons than 
either of the other modes of using setons seem to have originated in.—J. F. S.] 


1955. The use of a tent consists in the introduction, after puncturing 
the swelling, of a tent of lint, or a piece of bougie, through the opening 
into the cavity of the vaginal tunic. 

1956. Caustic, consisting of a paste made with nitrate of silver and 
water, is applied in the usual way upon the front of the swelling, and 
allowed to remain for six or eight hours. When the slough has fallen off, 


(a) Heilung der Hydrocele durch die Ligature; in GrarFz und Wa.turr’s Journal, vol. xiii. p. 
628. 1828. (b) St. Thomas’s Hospital Reports. 
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the cauterized part is to be punctured with a lancet, and covered, after 
the emptying of the swelling is complete, with wadding. 

According to HessELBAcH (a), a plaster full of holes, and spread with powdered 
nitrate of silver, as thick as a knife, should be applied on the front of the swelling, 
over which a wad of linen and some sticking plaster should be placed, and the whole 
fastened with a compress and a bag truss. After eight hours the caustic and the 
plaster are to be taken off, the scrotum cleansed with water, and some lint spread 
with digestive ointment, applied to the slough. When this falls off, the vaginal 
tunic is laid bare, and being raised, by the pressure of the swelling, like a ball, this 
rounded part is then cut with the scissors, and the water emptied. The wound is 
to be cleansed daily with water, or with camomile tea, and bound up with lint. At 
every dressing, pieces of the tunic separate until the whole has come away. The 
wound daily diminishes, the suppuration ceases, and the wound closes. 

1957. In cutting away the vaginal tunic, the skin of the scrotum, and 
the vaginal tunic are divided, the latter drawn out of the wound with | 
the fingers, and cut off throughout its whole extent by a cut Jengthways. 
The dressing and after-treatment are the same as in the operation by 
incision, 

Boyer (6) recommends cutting through the skin the whole length of the swelling, 
for the purpose of isolating the vaginal tunic as far as possible opposite the testicle, 
then to open it, and cut off the flaps. Dupuyrren considers it more simple to grasp 
the swelling, at the upper and back part, with one hand, so as to tighten the skin as 
much as possible in front, then to cut into the skin, to shell the vaginal tunic out, 
by pressing from behind forwards, and then to open and cut it off. TexTor (ce) 
endeavoured to unite the wound by quick union, as Dovexias had previously done. 
Bauine (d) strongly recommends excision; the part to be cut off should be some 
inches, of a semicircular form. After the operation, moderately cold applications 
should be employed tilla layer of lymph appear on the wound, and the union is to 
be effected with sticking plaster. 

{I apprehend no one would, in the present day, employ either of the latter two very 
Marion and uncalled for modes of practice, which are now mere matters of history.— 
JF. 

1958. The preference and rejection of the several methods above 
described must be decided on the following grounds. It is not advisable 
to produce upon the testicle any irritation like that on the vaginal tunic. 
By incision, all the complications can be most distinctly made out, at the 
same time any existing intestinal rupture can be properly treated, the in- 
flammation be more properly excited, and effect a more safe cure. ‘The 
bleeding which occurs in this operation is easily stanched; the severe 
symptoms occurring after it are most commonly the result of bad practice. 
After the cut, it is in most cases necessary to insert a half unravelled 
piece of linen between the wounded edges of the vaginal tunic. Injections 
operate uncertainly, as the irritability of the individual cannot be previ- 
ously determined ; they actas violently on the testicle as on the scrotum; 
if'a part of the injection be poured into the cellular tissue, which is possi- 
ble, even with the greatest care and attention, very dangerous symptoms 
may arise therefrom; in a diseased state of the testicle, which cannot 
always be decidedly made out, injections are necessarily hurtful. The 
superiority of injections, to wit, that by their use the cure follows more 
quickly, and that the patient does not need to be kept so long quiet, is of 
no value, as even after injection the cure is often longer protracted than 
by incision, and with the latter keeping so long quiet is not necessary. The 
same observations apply also to the cure by seton and by tent, except that 


(a) Jahrbiicher der philosophisch-medicinischen (c) Ueber eine neue Art die Hydrocele zu 
Gesellschaft zu Wiirzberg, vol. i. heilen; in N. Chiron., vol. i. p. 416. 
(4) Maladies Chirurgicales, vol. x. p. 209. (@) Heidelb. klin. Annal., vol. vii. p. 130. 
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with them the cure is still less sure. Caustic also acts uncertainly ; its 
operation is slow and painful: incision is therefore to be considered the 
most sure. Extirpation is to be confined to those cases only where the 
vaginal tunic is highly disorganized or bony (@). 

[I have thought it more convenient to notice the advantages and disadvantages of the 


several modes of treating hydrocele, when describing each method. To these, there- 
fore, the reader is referred back.—J. F. 8.] 


1959. Congenital hydrocele (Hydrocele congenita) consists in a collec- 
tion of water in the canal of the vaginal tunic, which remains open either 
throughout its whole length, or only at certain parts, in consequence ot 
which several kinds of hydrocele are formed: jirst, the canal is open 
throughout its whole length, and filled with water ; second, the canal is 
closed above the testicle, and remains open only at the upper part ; thard, 
the upper part closes and the water is contained in the lower part, and in 
the vaginal tunic of the testicle; fourth, the canal is obliterated above 
and below, and there remains only a bladder-like cavity at one part, which 
contains water. 

1960. If the whole vaginal process of the peritoneum remain open 
from its orifice in the belly to its bottom, and the water collect in it, a long 
roundish swelling appears, which reaches from the abdominal ring to the 
testicle. The testicle is either little, or not at all felt, because it is com- 
pletely surrounded with water; but, on the contrary, the spermatic cord 
is distinctly felt along the hind surface of the swelling, though rather 
more outwards. The possibility of pushing back the fluid, and its return by 
the abdominal aperture of the vaginal process causes the diminished size 
or total disappearance of the swelling, in the horizontal posture, or by 
pressure, and its increase in the upright posture, by exertion, coughing, 
and the like. This subsidence and reappearance of the swelling does not 
take place with equal readiness in all cases: if, for instance, the upper 
part of the vaginal canal be somewhat narrowed, a longer continued pres- 
sure upon the swelling from below upwards is necessary, in order to force 
the water back; or it must also be raised somewhat inwards, so as to bring 
the vaginal process in a right line with the inguinal canal: the water re- 
tires slowly, and only slowly returns. 

The natural cure is in these cases not rare. If the disease continue 
beyond the first month, it becomes larger; sometimes it attains quickly, 
sometimes slowly, a considerable size. ‘The end of the first twelvemonth, 
the third and seventh year, and the period of puberty, have considerable 
influence on the development and subsidence of this kind of hydrocele. 

Closely resembling hydrocele of the vaginal process in man, is the congenital hydrocele 
of women, in which, by the collection of water in the peritoneal sheath of the round 
ligament, a swelling is formed, which passes through the inguinal canal into the lower 
part of the labium pudendi, and is at first returnable, but afterwards not so (6). 

1961. This hydrocele may have already formed in the fetus, and after- 
wards become further developed; but it may first arise after birth, as the 
vaginal canal often remains open for some time. The circumstance of the 
vaginal process often remaining a long while open, and no water being 
collected in it, proves that the water does not merely flow from the belly 
into the vaginal process, but that its collection depends on undue propor- 

(a) TexTor, above cited.— KLEIN; in Heidelb. (b) Saccut; in Annali Universali de Medicina, 


klinisch. Annal., vol. ii, p. 109.—SPANGENBEKG 3 vol. lvii. p, 437. 1831. 
in GrarFe und WaLtTuEn’s Journ., vol. ix. p. I. A 
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tion between absorption and secretion on the inner surface of the vaginal 
canal. ‘This disease is frequent, but in many cases is not observed, par- 
tially on account of its slight degree, and the child’s constantly lying on his 
back, and in part because it subsides of itself. It is not unfrequently 
accompanied with protrusion of the intestine or omentum. 

1962. The cure depends on getting rid of the water, and closing the 
vaginal process by the adhesion of its walls. ViGuerin endeavours to 
effect it by pressing back the water into the belly, and closing the abdo- 
minal ring with a truss. DxEsAvur, after returning any existing rupture, 
and carefully closing the abdominal ring by pressure, punctured the swel- 
ling, emptied the water, and injected red wine, which after a little time he 
withdrew, and wrapped the whole scrotwm with compresses steeped in red 
wine, and applied a truss (a). 

1963. Although the treatment of congenital hydrocele, with injec-— 
tions, has, in many instances, been successful, it cannot, however, be 
denied, that it always has a very serious effect on little children, and 
shat dangerous inflammation may ensue. V1GuERIN’s practice is, there- 
fore, always preferable, and may, perhaps, cause a more certain cure, if 
the pressure be sufficiently strongly made on the upper part of the 
vaginal process, and a suspender, moistened with spirits of wine, vinegar, 
and muriate of ammonia, or any other astringent fluid, be at the same 
time worn. 

1964. If the vaginal process be adherent merely above the testicle, 
and thence open into the cavity of the belly, a bladder-like swelling 
is formed by the collection of the water in this open part, which may 
extend even into the cavity through the abdominal ring. The water 
can be returned but slowly into the belly. The treatment is the same 
as in the previous case. 

1965. If the abdominal mouth of the vaginal canal be closed to the 
pillars of the abdominal ring, and the other part remain open, the water 
collects in that part even to the bottom of the vaginal tunic. In this 
case the swelling terminates at the ring, and the water cannot be 
pressed back into the belly. 

1966. If the vaginal canal be obliterated above and below, a cyst is 
formed in the part remaining open by the collection of water, which 
cyst is connected with the peritoneum, and extends from the abdominal 
ring to the testicle. After lying on the back the swelling is less tense ; 
but it becomes more full and elastic after long standing. If com- 
pressed, it recedes a little, but quickly reappears. The spermatic cord 
may he felt below or behind the swelling. 

1967. The treatment of these last two kinds of congenital hydrocele 
requires, in most cases, only the use of dispersing remedies, by which, in 
children almost always, their cure is effected. These are rubbing in 
mercurial ointment, or spirituous fluids; the steam of vinegar ; fumiga- 
tion with mastic, amber, or sugar ; lotions of spirits of wine, red wine, 
the acetated liquor of ammonia, alum dissolved in water, with a little sul- 
phuric acid ; dispersing plasters, and the like. If not thus cured, the 
water must be emptied by puncture, and the radical cure by injection, or 
by blowing in air, resorted to. In cystic hydrocele, in children, the dis- 
charge of the water is best managed by puncture with the lancet; but 


(a) CEuvres Chirurgicales, vol, ii. p. 441. 
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in adults, the cyst should be laid bare with a cut, and removed with 
Coorer’s scissors. 

The following works may be consulted on Congenital Hydrocele :— 

ScurEGER, Neue Darstellungen aus dem Gebiete der Hydrocele; in his Chi- 
rurgische Versuche, vol. i. p. 1. 

WALL, C. A., De diversi Hydroceles congenite natura. Berl., 1820. 

1968. When a hydrocele is connected with a rupture, that is, when 
the sac of a congenital or accidental rupture has its usual contents of 
collected water and protruded intestine, the hydrocele in general rises 
up to the pre-existent rupture; the hydrocele is rarely first present, and 
the rupture subsequent. In most cases rupture, complicated with hydrocele, 
is always accompanied with adhesion, and the hydrocele is the unnatural 
secretion of the inner surface of the rupture-sac, in consequence of the 
inflammation which has caused the adhesion. This inflammation may 
arise from undue pressure of a truss, from catching cold, external 
violence, and the like. A collection of water soon forms in strangu- 
lated rupture. 

1969. The symptoms vary according as the hydrocele connected with 
a rupture is larger or smaller. For example, first, if the protruded 
intestine be quite full, and close the upper part of the rupture-sac, 
and the water collect only in the lower space, as happens when an 
inguinal rupture is added to a pre-existing congenital hydrocele, or a 
hydrocele to a congenital rupture, or an omental or intestinal rupture 
adherent at the neck of the sac is complicated with hydrocele, then the 
form of the swelling is at first conical, with its base towards the ab- 
dominal ring; but, in proportion as the water collects, the upper part 
of the swelling becomes narrower. If the rupture or the hydrocele be 
congenital, the swelling extends to the bottom of the scrotum, then it is 
surrounded with water, and cannot at all or not satisfactorily be distin- 
guished. On the contrary, if the swelling be confined to the testicle, it can 
be felt at the under hinder part. Second. If the protruded intestine com- 
pletely enter the rupture-sac, and the water only spread over its surface and 
the interspaces, as in hydrocele accompanying ruptures which are movable, 
enlarge easily, are very old, or are attached to the bottom of the rupture- 
sac, then the swelling enlarges more in breadth than in length, and mostly 
assumes an oval form. Zhird. Ina congenital rupture, when the upper part 
of the vaginal canal is narrow, and little extensible, the water may com- 
pletely fill the whole bag, and merely a small portion of intestine or omen- 
tum protrude externally through the abdominal ring, and be surrounded 
with the water. ourth. A small intestinal rupture, when accompany- 
ing a previously existing hydrocele, may remain in the canal between 
the internal and external abdominal rings, in which case the rupture is 
prevented by the stricture of the canal exceeding the bounds just 
mentioned. 

1970. 'The diagnosis of these different forms of hydrocele, complicated 
with rupture, is, in many instances, accompanied with great difficulty. 
The following circumstances, however, lead to it. In the first case, the 
upper part of the swelling, when intestine is there, is firm, elastic, and 
hard, but doughy, with an omental rupture; the lower part, which con- 
tains the water, is yieldingly elastic, sometimes even fluctuating. With 
a reducible rupture, there remains, after its return, a fulness at the 
bottom of the sac which cannot be produced by a piece of intestine, be- 
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cause it is not attached to the abdominal ring, and when this is the 
case, the water can be driven backwards and forwards. In old and 
adherent ruptures the diagnosis may be more difficult, though it can 
be determined by a close examination, and the case may be distinguished 
from a growth of the protruded parts, or from an enlargement of the 
swelling by newly-projected parts. In the second case, examination 
does not present the simple elasticity of intestinal rupture, nor the 
regularly distended condition of hydrocele, as at the part where the 
intestine is, it is more rebounding, and the fluctuation scarcely at all 
decided, and only obscurely perceivable at some spots. In this and the 
previous case, there is this peculiarity, that in long-continued hori- 
zontal posture the bulk of the swelling lessens, as a part of the water, 
if the neck of the sac be not entirely closed, by the adherence of the 
rupture itself, returns into the belly ; on the contrary, in long-continued 
standing, the swelling enlarges, by the re-descent of the water. In the 
third and fourth cases, the diagnosis may indeed be difficult ; here, 
however, the history of the disease, as well as a certain fulness of the 
inguinal region, immediately above the external abdominal ring, directs 
the practitioner, as well as the circumstance, that if the rupture follow a 
pre-existing hydrocele, instead of the appearance of the fulness in the 
inguinal region, the water is returned with more difficulty into the 
cavity of the belly, and that it returns freely, when the rupture has 
entirely, or, for the most part, been reduced by the previous attempts 
at reduction acting on the region of the abdominal ring. 

1971. The treatment of hydrocele accompanied with rupture, is espe- 
cially directed in reference to the condition of the latter, whether it be 
movable or adherent. 

1972. With a movable rupture, a cut an inch in length is first made 
through the skin, so as.to return the intestine, the exposed rupture-sac is 
then lifted up with the forceps, and a slight opening made in it with the 
scissors for the purpose of introducing an injection-tube, through which, 
the abdominal ring being carefully closed, one of the above-mentioned 
injections (par. 1951) may be thrown in to excite adhesive inflammation, 
and with moderate compression, to produce union. After the reduction of 
the rupture, this may be effected by making a cut and introducing a tent. 
A truss must be worn till the complete adhesion of the sac has been 
effected, and.even longer. 

DersavLt (a) first emptied the water by a puncture with a trocar, then whilst the 
canula was remaining in, replaced the rupture, and injected red wine. 

1973. When the rupture is adherent, and the adhesions are firm and 
considerable, the treatment, with an intestinal rupture, must be merely 
confined to palliation by puncturing with a lancet, after previously making 
a cut through the skin, or opening the exposed rupture-sac as in the 
operation for strangulated rupture, and by the use of a suspendor. Con- 
genital omental rupture allows an earlier radical cure of hydrocele, as the 
omentum more readily assumes the process of adhesive inflammation. If, 
however, the union be slight, which may be determined by the possibility 
of reducing the greater part of the rupture, the sac must be carefully 
opened by a cut as in the operation for hydrocele, the adhesions divided, 
the taxis employed, and then by introducing a tent of lint a sufficient 


(a) Guvres Chirurg., vol. ii. p. 441. 
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degree of inflammation excited for the purpose of furthering the adhesion 
of the rupture-sac (a). 

[I do not think that under any circumstances a conjoined congenital hydrocele and 
rupture, or a congenital hydrocele followed by protrusion of intestine, should be 
meddled with in any way beyond the use of cold astringent washes and the application 
of a truss. Injections or the introduction of tents I should think exceedingly dan- 
gerous practice, and on no account to be resorted to.—J. F. S.] 

1974. Hydrocele of the general vaginal tunie (Hydrocele tunice 
vaginalis communis) is either an oedematous swelling in the cellular tissue, 
which surrounds the spermatic cord, or the water collects in one or more 
cells of the spermatic cord, or is found in hydatids (6). 

1975. In the first case, the swelling which is along the spermatic cord, 
at first produces no inconvenience, the scrotum is not altered, except that 
if it be not wrinkled, it drops lower on one side than the other. The 
testicle is felt in its natural state. The swelling is broader below than 
above, seems to diminish by gentle and pushing pressure, though it resumes 
its appearance when the pressure is removed, both when the patient lies 
down and stands up. If fluctuation be observed, it is only distinct at the 
bottom, because the water sinks down especially, tears some of the cells, 
and so forms a larger cavity ; therefore, no considerable quantity of water 
can be drawn off when a puncture is made anywhere but.at the bottom of 
the swelling. If the base of the tumour be pressed, the water quickly 
rises up towards the top, and distends it. And if the swelling be within 
the abdominal ring, it distends it also. When it acquires a certain size, 
the patient often feels pain and dragging in the loins. The disease may 
be accompanied with a varicose state of the spermatic cord, and with 
omental rupture. Its confusion with the latter of these is very easy, and, 
the following may be remembered as distinguishing characters between 
them, that the hydrocele of the spermatic cord has less consistence, and 
has not so irregular surface as omental rupture ; it is also usually broader 
towards its base, whilst the contrary is the case with omental rupture (c). 

1976. So long as the swelling in infiltration of the spermatic cord is 
small, a suspendor should be worn: when the disease becomes inconve- 
nient, the swelling must be opened witha cut, without wounding the cord, 
and lint put into the wound, which is to be cured by granulation. 

1977. Hydrocele in one or more cysts (Hydrocele cystica) is mostly 
situated in the middle of the spermatic cord. The swelling it produces is 
very much distended, so that the fluctuation is not always distinguishable, 
circumscribed, painless, and transparent. It can never be diminished. If 
it lie near the abdominal ring, it can be often somewhat pushed into it. 
The testicle and cord are distinctly felt. If the swelling enlarge deeply 
towards the testicle, the latter is felt on its hind part. Children and 
young persons are more subject to this hydrocele than adults; it is very 
probable that in most cases this results from a partial opening of the 
vaginal canal, whilst it is obliterated above and below, and loses itself in 
the cellular tissue. (par 1966) (d). 


1978. In children this swelling is often dispersed by the remedies 
already mentioned ( par. 1967) ; in adults it is stubborn. If an operation 


(a) Scureeer, Ueber Erkenntniss und Be- des Bourses ; in Mém. de Chirurg, Militaire, vol. iii, 
handlung der mit Hernie complicirten Hydro- p. 419. 
celen; above cited, p. 86, (c) Scarpa, 

(6) Larrey, Observation sur une Tumeuraqueuse (d) Scarpa, aboye cited.—Frorrep’s Chirurg. 
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be required, the cyst is to be laid bare by a simple cut through the skin 
opened, and so much of it removed as can be done without wounding the 
spermatic cord ; some lint is to be put into the wound, the suppuration 
destroys the rest of the cyst, and the wound heals by granulation. 


FourtH Secrtion.—FORMATION OF STONY CONCRETIONS IN THE 
FLUIDS OF THE BODY. 

1979. In the various fluids of the body, especially in the urine, bile, 
spittle, and feces, when they are retained, or when their properties are 
altered by individual constitution, disease, mode of life, influence of climate, 
or of food, in regard to their quality and quantity, hard, stony concretions 
may be formed by the union of the several constituents, or by the produc- 
tion of new substances. Sometimes there may be a foreign body around 
which the constituent parts of the fluids are deposited so as to incrust it. 
The phenomena which these concretions produce, are different according 
to their seat, their form, and their quantity. The treatment consists in 
their solution or removal. 


At present merely the stony concretions in the urine are to be considered. 
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Beverovicu, J., De Calculo renum et vesice liber singularis; cum epistolis et con- 
sultationibus magnorum virorum. Lugd. Batay., 1638. 

TEnoN, Recherches sur la nature des Pierres ou Calculs du Corps humain; in Mém. 
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ScHEELE, C. W., Untersuchungen des Blasensteines; in Schwedischen Abhand- 
lungen, vol. xxxvil. 1776. 

Austin, WiLu1aMm, M.D., On the component parts of the Stone in the Urinary Bladder. 
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Link, H. F., De Analysi Urine et Origine Calculi. Gdtting., 1788. 

Wa ter, F. H., Anatomisches Museum, vol. i. Berlin, 1796; with five plates. 

Wo.uaston, W. H., M.D., On Gouty and Urinary Concretions ; in Phil. Trans., vol. 
Ixxxvil. p. 886. 1797. 


Pearson, GEorGE, M.D., Experiments and Observations to show the composition and 
properties of the Urinary Concretions ; in Phil. Trans., vol. lxxxviii. p. 15. 1798. 


Fourcroy, Examen des Expériences et des Observations de M, Pearson ; in Annales 
de Chimie, vol. xxvii, p. 225. 


GUYTON; in same, p. 294. 


Fourcroy, Observations sur les Calculs urinaires de la Vessie de |’Homme; in Mém. 
de la Société Médicale, vol. ii. p. 64. 1799. 


———-, Des Calculs urinaires de Homme; in his Systeme des Connaissances 
Chimiques, vol. v. p. 501. Paris, 1801. 
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XCV1. p. 223. 1808. 
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Macenp1e, Recherches physiologiques et médicales sur les Causes, les Symptomes et 
le Traitement de la Gravelle. Paris, 1818. 
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Petrose che si formano in diversi parti de corpo umano, soprattuto nella Vesica Urinaria. 
Opera postuma, public. dal D. G. BRuGNATELLI. Pavia, 1817. fol. 3 plates. 


von WALTHER, P., Ueber die Harnsteine, ihre Entstehung und Classification ; in 
Journal fiir Chirurgie und Augenheilkunde. vol. i. p- 190—p. 387. 


Henry, Witiram, M.D., On Urinary and other Morbid Concretions ; in Med.-Chir. 
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Prout, Wini1am, M.D., An Inquiry into the Nature and Treatment of Gravel, 
Calculus, and other diseases connected with a deranged operation of the Urinary 
Organs. London, 1818. 


Werz.ar, G., Beitrige zur Kenntniss des menschlichen Harnes und die Entstehung 
der Harnsteine. Mit einer Vorrede und einigen Anmerkungen begleitet von F. WuRZzER. 
Frankfort, 1821. -8vo. 


Laverer, Sur les Concrétions qui se forment dans le Corps. Paris, 1825. 


Broptg, Sir B. C., Lectures on the Diseases of the Urinary Organs. London, 1842. 
Third Edition. 8vo. 


Martin, E. A., De Lithogenesi, preesertim urinaria. Jen, 1838. 

Crossr, J. G., A Treatise on the Formation, Constituents, and Extraction of the 
Urinary Calculus. London, 1835. 4to. 

Civ1aLx, Traité de 1’A ffection calculeuse, ete. Paris, 1838; with five plates. 
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1980. The deposits from the urine are either powdery or crystalline, 
gravel, or hard large concretion, stones, which are formed by the union of 
these sediments. 

(For the accompanying notes on the chemical part of this subject marked T. T., 
I have to thank my friend Tuomas Taytor.—J. F. S.] 

1981. From the earliest times various opinions have been advanced as 
to the manner and way in which the formation of these concretions take 
place, which, however, has only been placed on a sure base by the progress 
of chemistry, and by the careful examination of these concretions, espe- 
cially by ScHEELE, Wouuaston, Fourcroy, VAUQUELIN, BRANDE, 
Maxcet, Prout, Macenpir, Fucus, Liesie, WoEHLER, WILLIs, 
Tay or, and others. Passing over the old opinions, those theories only 
which have of late years been advanced in reference to the formation of 
stone will be here given. 

WorzeER (a) has collected the most valuable notions of the old practitioners and 
naturalists on this subject. So also MaRTIn (0.) 

1982. Macenptre, who treats specially of uric acid concretions imagines 
that the causes of gravel and stones of this kind depend on an absolutely 


(a) Programma de Analysi chemica Calculi Renalis Equini. Marburg, 18]3. (b) Above cited. 
VOL. Il. . 21 
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increased quantity of uric acid, on a diminished quantity of the urine 
with the like quantity of uric acid, and on the diminished temperature of 
the urine, in consequence of which the uric acid is deposited either in the 
form of gravel, or, being united by some connecting matter, forms the 
larger concretions. The quantity of uric acid is increased by the use of 
food abounding with azote, flesh meat, strong wine, liquors, want of exer- 
cise, and the like. The quantity of urine diminishes whilst the quantity 
of uric acid still remains the same, in violent sweating.» And the tempera- 
ture of the urine diminishes in advanced age, on which account gravel is 
then of common appearance. The above cases are also especially favour- 
able to gout ; and, therefore, between gout and stone there is a close alter- 
nation. , 

1983. von WALTHER assumes, besides the excessive production of uric 
acid, a change in its quality, at least in reference to its degree of oxida- 
tion, and a more or less copious secretion of a connecting gluten. ‘These 
three circumstances arise from a vital influence of the urinary organs on 
the fluids contained in them ; and the activity inducing lithogenests, con- 
sists, if not in an inflammation of the mucous membrane of these parts, 
(as believed by the English physician, W. Aust1n,) at least in a state 
analagous to it. Hence originates a more copious production of the con- 
necting substance which takes up the precipitated particles of the strongly 
oxidized uric acid, and thus gradually forms the nucleus of the stone. 
Without this connecting matter, sand and gravel aloneare produced. ‘The 
presence of this gluten, especially prevents the crystallization of the con- 
stituent parts of the stone and the ammoniaco-magnesian phosphate alone 
is most frequently crystallised in stones. Lithogenesis is to be consi- 
dered as a medium between chemical crystallisation and organic growth, 
but it has always the greater disposition towards the latter. 

Stones are characterised by their organic structure ; and their process 
of formation is comparable to the origin of indurations, sctrrhus and the 
like. von WattuER distinguishes between urinary inerustations of 
foreign bodies, in which the phosphoric acid salts of the urine are depo- 
sited in a similar way to that in which the dipping of a foreign body into 
a solution of salt produces its crystallization, whereby the outermost layer 
of most urinary stones consists of phosphates, and wrinary concretions, 
the formation of which takes place as above described. In regard to the 
several kinds of stones, he considers the relative want of hydrogen in the 
urinary system, to be in all cases a necessary condition in the production of 
stone, both as regards the concretions of uric acid, and those which con- 
tain oxalate of lime. Excess of azote appears to determine the origin of 
the former as the want of it does that of the latter. Between the con- 
cretions of uric acid and the gout there is a relation similar to that between 
the phosphatic concretions and the imperfect development of the bony 
system. 

1984. Werrzuar has endeavoured to controvert both these opinions. 
In opposition to Macenpie, he asserts that, although in many Cases 
gravel depends on the absolutely or relatively increased quantity of the 
uric acid, the production of concretions of uric acid often occurs under 
circumstances which do not produce uric acid in excess; nor does any 
deposit take place when the urine contains very much urate of soda 3 
for instance, in the critical urine of fever, where sediment does not 
form until after the urine has cooled. Against WALTHER’S theory, 
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WeETZLAR objects that stones, although existing in an organic fluid, 
are not to be considered as organic bodies ; and that their structure and 
form have nothing which entitles them to be called so: that the as- 
sumption of a changed condition of the uric acid, and a peculiar | 
affection of the urinary passages, is hypothetical; that an increased 
production of uric acid is by no means necessary for the formation of 
stone, as no precipitation of the uric acid is caused by it; that the 
natural quantity of uric acid is sufficient to yield material for con- 
cretion; and that the free state of uric acid, hitherto considered as 
a natural condition, is an unnatural one, and the proximate cause of 
stone. He is of opinion that the uric acid occurs in combination with 
soda, and when, instead of the weak lactic acid, which is the free acid 
of the urine (1), and may co-exist with the urate of soda, a stronger 
acid is secreted, which decomposes that salt, then the uric acid is pre- 
cipitated ; an opinion which Prour had already advanced, with regard 
to the occurrence of uric acid with ammonia, in the urine, and the pre- 
cipitation of the former by the development of another free acid. Al- 
though Macrnpie has not admitted the transmission of acids into the 
urine, yet WrLrTzLaRr believes that an excess of acids in the juices 
may occur from acid drinks, sour wines, bad sour beer, unnatural acidity 
in the prime vie, especially in children; and that it may also occur 
from the relative want of another element, as hydrogen. The secretion 
of the urine in the kidneys is assumed to be from a process of oxi- 
dation and combustion; if this be more quick, active, and ener- 
getic, then, instead of the weak lactic acid, a stronger acid is secreted, 
which decomposes the urate of soda. Here the doctrine of Austin and 
Watrue_R, of a sort of inflammatory irritation of the urinary organs, 
may, in some cases, be well founded, as an inflammatory condition of 
the kidneys is the excitant of a more powerful oxidating process for 
the secretion of urine, and is thus actually the cause of lithogenesis. 
The connecting medium, the animal gluten, is, according to WeTzLarR, 
not necessary for the production of stone. This always goes on slowly, 
and it is easy to comprehend how as this precipitation slowly takes place, 
the first molecules of uric acid unite, attract animal matter, especially 
mucus from the neighbourhood of the fragment, and gradually increase. 
This, however, is no organic growth. That the materials of which 
stone is composed are nearly all uncrystallized in it, as Von WALTHER 
concludes, from its organic formation, is very natural, as even without 
the animal mweus which prevents crystallization, these constituents 
have little disposition thereto, even out of the body. In sand and 
gravel there is a deposit, because there is an excessive production of 
urate of soda. This salt is very quickly separated and discharged with 
the urine. 


[(1) Liente (a) denies altogether the existence of lactic acid, either in the urine, 


or in fresh milk. He attributes the acidity of healthy urine to the superphos- 
phates of lime, magnesia, and soda.—T. T.] 

1985. According to WILLIs, it is not necessary to seek anxiously after 
a chemical cause for the deposit of uric acid; it is sufficient to say, that 
in certain conditions of the constitution, under the influence of peculiar 
disturbance of the vitality of the kidneys, a very insoluble constituent is 


(a) Ueber die Constitution des Harnes der Menschen und fleischfressenden Thiere; in Annalen der 
Chemie und Pharmacie, vol. 1. p. 161. 1814. 
pig Pa 
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produced from these organs. He considers the production of uric acid, 
and urates, of oxalates, of cystic and xanthic oxides as very similar, 
and thinks that, according to the results of modern chemistry, by which 
a: quantity of organic substances may, by a peculiar treatment, be con- 
verted into one another, the origin of these various concretions may be 
cleared up. Orea, of which the ultimate elements are 46,65 nitrogen, 
19,97 carbon, 6,65 hydrogen, and 26,65 oxygen, (N* C* H* O?,) is con- 
verted into uric acid, when the proportions of nitrogen and hydrogen 
are diminished, and the quantity of carbon and oxygen increased, 33,37 
nitrogen, 36,00 carbon, 2,36 hydrogen, 28,27 oxygen (N4 C® H* O3.) 
If the proportions of nitrogen, carbon, and oxygen, remain as in uric 
acid, while the quantity of oxygen is diminished about one atom, uric 
oxide (xanthic oxide, according to Marcer) is produced (N* C® H* O?.) 
If the quantities of nitrogen and carbon be diminished, whilst the 
quantities of hydrogen and oxygen are relatively increased, cystin 
(cystic oxide of WoLLAsTon) is produced, 11,85 nitrogen, 29,88 carbon, 
5,12 hydrogen, 53,15 oxygen (N C* H® O!.) If, on the one hand, 
nitrogen and hydrogen combine, and on the other, carbon and hy- 
drogen, in nearly the same proportions as the former exist in uric 
acid, and the latter in cystin, oxalic acid is produced, 33,99 carbon, 
53,33 oxygen. 


[(1) Sulphur forms an essential coustituent of cystic oxide; and THauLow (a) 
ascertained that it contained about 25 per cent. of that element. The accuracy of 
this statement has been confirmed by the analyses of two stones in the Museum of 
the Royal College of Surgeons (6). According to THAULow, cystic oxide consists 
of carbon, 30,01; hydrogen, 5,10; nitrogen, 11,00; oxygen, 28,38; sulphur, 25,51; 
and that it is represented by the formula C° H° N.O.! $2... T. ] 


1986. Jones assumes on LieBie’s principles, that uric acid is produced 
from tissues which afford albumen and gluten, (gelatine?) in consequence 
of a change of matter, and the effect of oxygen. That the uric acid is 
converted by the influence of oxygen, into alloxan and wrea; that, by 
a farther operation of the oxygen upon the alloxan the latter is either 
changed into oxalic acid and urea, or into oxaluric and parabanic acid, 
or into carbonic acid and wrea; and that the quantity of uric acid which 
is separated, alternates in inverse proportion to the quantity, which is 
still further altered within the bodv, and with the amount of action of 
the oxygen. On these principles we may, perhaps, establish a general 
theory of the causes of lithogenesis as follows:—When the health is 
good, and the operation of the oxygen perfect, there is no deposit in the 
urine; if the oxygen act in a slighter degree, there is a deposit of 
oxalate of lime; if, in a still less degree, urate of ammonia, or uric 
acid, is formed. If the health be disturbed, or if the urine become 
alkaline, from the irritation which the stone produces, the phosphates are 
precipitated ; and if the effect of the oxygen be still further restricted, 
only an exceedingly small quantity of phosphoric acid is produced, and 
carbonate of lime is precipitated. 

1987. For the proper explanation of the origin of stone, it seems most 
convenient first to ascertain the origin of those substances which alone 
are capable of forming the so-called nucleus of urinary stone, or of being 
precipitated as gravel, as the deposit of various substances upon a stone 


pe) Annalen der Pharmacie, vol. xxvii. p. 200. (b) Tayior’s Catalogue, above cited, part i. 
. p. 137 
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once formed is less difficult to understand and to explain. It must not, 
however, be overlooked that the altered condition of the kidneys, and of 
the urinary organs in general, has an important influence in the produc- 
tion of stone. 

1988. The general constituents of stones, excepting the animal matter 
existing in different quantity as the connecting material, are :— 


1. Urie Acid. 6. Carbonate of Lime. 

2. Urate of Ammonia. 7. Silica (1). 

3. Phosphate of Lime. 8. Cystic Oxide. 

4. Phosphate of Ammonia and 9. Xanthie Oxide. 
Magnesia. 10. Lron (1). 


5. Oxalate of Lime. 
Of these substances the following occur in the nuclei of stones, or they 
may form their entire bulk :— 


(a) Uric Acid. (d) Cystie Oxide. 

(b) Urate of Ammonia. (e) Xanthic Oxide. 

(c) Oxalate of Lime. (f) Phosphate of Ammonia and 
agnesia. 


From these six substances, which form the nweleus, or the entire bulk 
of a stone, the various kinds of gravel are also produced. 


Besides the ten above mentioned constituents, von WatTuer has also given phos- 
phate of ammonia and lime, and the acid phosphate of lime (2). Both these substances 
appear to me doubtful. Not merely is the phosphate of ammonia and lime altogether 
new as an addition to the constituents of stone, but also new as a combination of phos- 
phoric acid, for phosphate of ammonia and lime, is not admitted by any chemist. In 
respect to the acid phosphate of lime, Von WALTHER supposes that it alone is capable 
of forming concretions, but that on the other hand, the neutral phosphate of lime only 
occurs in the layers. It is to be regretted that von WALTHER has not given the careful 
analysis of Fucus on this subject; as it is difficult to understand how the acid phosphate 
of lime, which is so very soluble, that even in the air it softens into a molten glass-like 
mass, can form stones. It is important here also to observe that the acid phosphate of 
lime is not met with in gravel, in which, however, all the other substances are found 
which are capable of forming the nucleus of a stone. Watruer’s assertion that phos- 
phate of lime occurs only in the layers, is contradicted by the observations of Wox- 
LASTON (@), who examined urinary stones which consisted entirely of phosphate of 
lime. Their surface, he says, is pale brown, and as smooth as if polished; their inte- 
rior consists of regular layers, which can easily be separated into concentric plates. 
These stones are, according to Marcet, very rare. Perhaps this contradiction may be 
reconciled by the fact that these are such stones as are formed in the prostate gland, 
(prostatic stones of Marcet,) which consist of a neutral phosphate of lime, coloured by 
the secretion of the prostate, by which, according to Marcer, these stones can be dis- 
tinguished from true urinary stones. Or there may perhaps have been a nucleus which 
was overlooked. The carbonate of lime (first mentioned by BeraMann, since by 
Crampror, and most recently by von WALTHER) is found, according to the latter, in 
the outer substance of the stone with the phosphates, but not in the layers, and it 
appears to enter into no combination with the uric acid, the urate of ammonia, and the 
oxalate of lime. GorBEL (b) describes a stone which consisted, he says, of carbonate 
of lime 96,025, and animal matter with silica 3,125. Silica is met with but rarely in 
urinary stones, and is always accompanied by uric acid or oxalate of lime. According 
to Berze.tvus, this earth exists in small quantity in the urine; he derives it from the 
water and the food. Marcer found in one stone a substance corresponding with the 
fibrin of the blood (fibrin stone.) Iron is found in combination with uric acid, with 
phosphate and carbonate of lime, and as iron ochre. BruGnaTeLu1 has found 
denzoate of ammonia in a stone, which he describes among the more rare, consisting of 
little stones connected together, of a grayish colour, with a smell like castor, light but 
hard, and containing also phosphate and oxalate of lime. 


(4) Philosophical Transactions, vol. Ixxxvii. (b) In Trommsporrr’s Neue Journal de Phar- 
p- 3996" 1797. i macie, vol, vi. p. 198. 
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[(1) Silica and iron cannot be said to be general constituents of stones, as they never 
form an entire stone, and they have only been detected in very minute quantities in 
some few instances. 

(2) By acid phosphate of lime is meant, not the super-phosphate, but the neutral or 
di-phosphate of lime, the “phosphate acidule de chaux” of Fourcroy. BerzEtus has 
commented upon the absurdity of the French chemist describing a solid concretion as 
composed of an acid phosphate of lime. His criticism, however, is only partially cor- 
rect. The fact is, when the di-phosphate of lime calculus is digested with water, it is 
decomposed into an insoluble sub-phosphate, and a soluble super-phosphate, which of 
course possesses an acid reaction. It was from observing this latter fact that led Four- 
croy into the error of describing these concretions as composed of a super-phosphate of 
lime. Di-phosphate of lime constitutes the occidental bezoar, an intestinal concretion 
found in the stomach, &c., of the deer of South America (a). 

(3) “ Calculi, from the human subject, composed entirely of carbonate of lime, are 
of extremely rare occurrence, and have been noticed only by a few authors. The 
existence of such concretions was first pointed out by BruGNaTELLI (b), who describes 
forty-eight small concretions, which were extracted from the bladder of a young man, 
They were each about the size of a pea, possessed a lamellar structure, and broke with 
a shining surface. The same author also mentions several ash-coloured calculi com- 
posed of carbonate of lime, with a trace of carbonate of iron, that were taken after 
death from the bladder of a woman. Dr. Prout (c) has also seen small calculi of this 
salt which were ‘perfectly white and very friable’ A remarkable collection of these 
calculi is in the possession of R. Smrru, of Bristol; * * * “five were extracted by 
the lateral operation from the bladder of a boy aged sixteen, by H. Sutxy, and the 
others, fifteen in number, were passed by the urethra of the same patient previous to the 
operation. The former are exceedingly irregular in figure, their external surface is 
rough, and is dusted over with a white powder. The largest of these calculi was about 
the size and figure of a large almond; when sawn through, it did not appear to con- 
sist of concentric layers, but exhibited irregular waved lines of various shades of 
brown, resembling very closely the section of a compact mulberry calculus. It was so 
extremely hard as to require a lapidary’s wheel to divide it, and the cut surface readily 
acquired a fine polish. The calculi that were passed by the wrethra are about the size 
of peas, of a rounded figure, with flattened surfaces. They present a compact lamellar 
structure, and their external surface is of a light brown colour” (d).—T. T.] 


Uric Acid and Urate of Ammonia. 


1989, According to the experiments of Prout and L. Gmetin, it is 
extremely probable that uric acid does not occur, as WETZLAR asserts, 
combined with soda; but in combination with ammonia. Also, that the 
acid property of the urine does not depend on free lactic or acetic acid, but 
on acid phosphate of ammonia, which salt keeps the phosphate of lime in 
a state of solution (e). That the circumstances stated by MaGeEnnre, to 
wit, the absolutely or relatively increased quantity of uric acid, and dimi- 
nished temperature of the urine, is the cause of the precipitation of the 
uric acid, WrerzLar has indeed too confidently denied ; since uric acid, 
when, from its being in excess, it is free, and not combined with ammonia, 
must, on account of its insolubility, be disposed to precipitation. That the — 
sediment of uric acid in critical urine takes place only when it is cooling, 
may be readily explained by the ammoniacal state of the urine, which 
exists in such cases. Perhaps the precipitation of the uric acid is 
rarely the result of its increased quantity, and rather to be met with in 
gravel than in the actual formation of stone; and the doctrine laid down 
by Prour is more commonly correct, namely, that the uric acid is often 
precipitated only because another free acid, as the phosphoric, sulphuric, 
hydrochloric or carbonic, purpuric or acetic is produced. In consequence 

(1) Taytor’s Catalogue, part ii. p. 252. (c) Above cited, p. 93. 


(») Litologia Umana—Archiv. Gen. de Med. (d) Tayxor’s Catalogue, part i. pp. 132, 133. 
1819, vol. iii. p. 444, (e) Heidelb. Jahrbiicher 1823. No. 49. 
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of this, the ammonia entirely or in part quits the uric acid with which it 
was in combination, and is precipitated pure, or combined with a little 
ammonia; but not, as WETZLAR supposes, by the soda being withdrawn. 
According to Liesie (a), there is produced, by the action of the uric and hippuric 
acids upon the phosphate of soda, an acid salt of soda from these acids on the one side, 


and an acid phospate of soda on the other side. From which, and from the sulphates 
contained in the urine, he deduces the acid condition of the fluid. 


1990. To attribute the development of such an acid in the urine 
from an excess of acidity of the juices, cannot be considered groundless, 
on account of MaceEnptie’s assertion that acids do not pass into the 
blood. If we cannot, indeed, prove the presence of free acids in the 
blood, as it has always an alkaline nature, yet, it is to be remembered, 
that if even no free acid can be found in the blood, yet from its approxi- 
mation to a neutral state a change is caused, which renders possible the 
secretion of free acids through the urine. To this former opinion of 
MAGEnp1z’Ss, a later one, advanced in an essay read before the Académie 
des Sciences, on the 18th of September, 1826 (4), stands opposed, where 
he brings forward the daily use of sorrel, which contains much oxalic acid, 
as the exciting cause of almost every stone consisting of pure oxalate of 
lime. With this, also, Howsurp’s (ce) observations agree, which show 
that if a patient, who, on account of phosphatic gravel, has used acids, 
take more acid than is necessary to neutralise the alkaline condition of 
the urine, and to dissolve the precipitated earthy constituents, the white 
gravel indeed disappears, but red, uric acid gravel is soon produced in its 
stead. Moricurini’s (d) experiments also support this view ; he found 
that people who have lived long, and almost exclusively upon sour fruit, 
present citric and malic acid in their urine. But WorHuer’s (e) experi- 
ments are still more conclusive. 

Strong mineral acids are not capable of rendering the urine acid, probably because 


their strong affinity for the soda in the blood destroys its combination with the albumen, 
whereby neutral salts are formed, which pass off as such with the urine. 


Oxalate of Lime. 


1991. WaxTHER doubts whether simple oxalate of lime and the con- 
necting material can form urinary stones. It is frequently found as the 
nucleus of a stone, though never alone, but combined with uric acid and 
urate of ammonia. In the layers it is most commonly found with phos- 
phates (f). The inquiries of Rapp, however (g), and the stone from six 
to seven lines long and two thick, noticed by Magrnpig, and examined 
by Desrrets, which consisted almost entirely of pure oxalate of lime, 
are in favour of the possibility of such a formation; as well, also, as that 
gravel and formless sediment, according to Prout, is never combined 
with uric acid. 

1992. Prout believes that the oxalic acid is produced by the decom- 
position of the uric acid, as in urinary stones a nucleus consisting of uric 
acid is frequently found, surrounded with oxalate of lime; thus the oxalic 


(a) Above cited, p. 193. 

(b) Revue Medicale, 1826, vol. iv. p. 140.— 
Froriep’s Notizen. 1826. No. 33. 

(c) A Practical Treatise on the Symptoms, 
Causes, Discrimination and Treatment of some of 
the most important Complaints that affect the 
Secretion and Excretion of the Urine. London, 
1823. ‘vo. 


(d) Mecxet’s Archiv. fir die Physiologie, vol. 
ili. p. 467. 

(e) Versuche tber den Uebergang von Materien 
in den Harn; in Trepemann’s Zeitschr. fiir Phy- 
siologie, u. s. w., vol.i. p. 125. 

(f) Above cited, p. 208. 

(g) Ueber Harnsteine ; in Naturwissenschaftli- 
chen Abhandlungen, vol. i. p.138, Tiibingen, 1826 
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diathesis follows that of the uric acid, and are allied to each other. 
He does not, however, suppose that the oxalic acid is in any way pro- 
duced in the urine by the action of the hydrochloric acid upon the urine ; 
but he considers it more probable, that the oxalic acid has been already 
secreted as such from the diseased parts of the kidneys; this oxalic acid 
then comes in contact with the uric acid which is secreted by the healthy 
part of the kidneys, and throws down from it the lime, in a state of oxalate ; 
perhaps at first in a plastic form, as the somewhat crystallized state of 
such stones would make us suppose. WALTHER contradicts this state- 
ment (@), as the origin of oxalic acid is more easily deduced from the con- 
version of the benzoic acid, (which is so similar to it,) free carbonic acid, 
or lactic acid, contained in the urine, than from the uric acid ; for, in 
oxalic acid, as well as in other vegetable acids, hydrogen and carbon are 
the oxidizable bases, but the urea is a very azotized production of animal 
life. Oxalic acid is formed in the urine, not only when the hydrogen is 
wanting, in order to saturate all the relative excess of oxygen, and to 
combine with it as water, but also the nitrogen, as the acid which would 
be otherwise formed would be uric, which is distinguished from the oxalic 
acid by the quantity of azote. A relative want of hydrogen seems in all 
cases to be one of the conditions of the formation of stones, whether 
concretions of uric acid or of oxalate of lime. Liesic, Wixuis, and 
Jones have held the conversion of uric into oxalic acid, as the conse- 
quence of a diminished oxygenation. 

1993. Besides the production ‘of oxalic acid by the conversion of the 
uric acid, its origin from the food must also be admitted. In support of 
this opinion, it must be observed that various vegetables which serve for 
food, contain a large quantity of oxalic acid ; that MaGenpre has noticed 
the production of a stone of oxalate of lime, after long-continued use of 
sorrel; that in England, where animal food is the most common diet, 
stones of oxalate of lime are, in comparison with those of uric acid, more 
rare, whilst, on the other hand, in those countries where chiefly vegetables 
are eaten, the oxalic stones are much more frequent, as Rapp has noticed 
in Wiirtemberg, Waruer in Bavaria, and I myself in our own neigh- 
bourhood. Woernuer has, by his experiments, put beyond all doubt the 
transition of oxalic acid into the urine. 

1994. That under the above-mentioned circumstances, which cause the 
presence of oxalic acid in the urine, the uric acid may also at the same 
time be diminished, depends on the greater quantity of vegetable food, but 
is not to be considered a condition for the production of oxalic acid. The 
ordinary combination of oxalate of lime with uric acid, or urate of am- 
monia, contradicts this. WrETzLAR’s (0) assertion, that mulberry stone is 
most frequent in childhood, when but little uric acid is contained in the 
urine, has been disproved by the observations of von WALTHER, Rapp, 
and others (c). 

1995. If oxalic acid occur in the urine, on account of its greater affi- 
nity for lime, it takes the latter from the phosphoric acid. In proportion 
as the phosphate of ammonia existing in the urine is in a more or less acid 
state, the phosphoric acid may unite partly with this, and partly with the 
ammonia combined with the uric acid; and from these different circum- 
stances we may explain how the oxalate of lime can be precipitated either 


Bi Above cited, p. 219. (c) Cuenivs, Ueber Scrotalsteine; in Heidelb, 
(b) Above cited, p. 55. Med. Annalen, vol. i. pt. 1. 
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alone or in combination with uric acid, or urate of ammonia; how the 
oxalic diathesis is preceded or followed by the uric, and how both dia- 
theses stand in near relation to each other. These occurrences may also 
be explained by deriving the oxalic acid from conversion of the uric acid. 


Cystin. 


1996. Stones of cystic oxide, first discovered by WOLLASTON, are rare, 
although CivrALE believes that cystic oxide is much more frequently pre- 
sent than has been hitherto supposed. They usually consist entirely of 
this substance ; whence it has been concluded that the:cystic oxide diathesis 
prevents the formation of other stones more than any other diathesis (a). 
Wo.utaston had seen two stones of cystic oxide covered with a loose 
layer of phosphate of lime. Brrp (0) has, from chemical examination, 
disproved the assertion that the cystic oxide diathesis is never present 
with other diatheses ; the simultaneous presence of the uric acid diathesis 
is proved by cases in which stones, of cystin have been observed, where 
the patients, either before or after, have passed stones of uric acid. 
YeELLOLy found a stone of cystic oxide, with a nucleus of uric acid, in a 
child, in whom a new stone was formed a year after, which had also a 
nucleus of uric acid, though its exterior consisted of phosphates: a stone 
of uric acid had as its mweleus a small portion of cystic oxide (HENry) ; 
a stone of oxalate of lime had been previously removed (PRrour); Curvt- 
ALE found one stone of cystic oxide in the bladder, and one of phosphates 
under the prepuce; LassArGNne found a small quantity of phosphate and 
oxalate of lime combined with cystic oxide (ce). 

1997. ‘The circumstances under which stones are formed from cystic 
oxide have, in reference to the place where they are produced, the greatest 
analogy with those which attend the formation of uric acid and oxalate 
of lime. They are principally formed in the kidneys, and their origin is 
to be considered as the consequence of a transformation of the urea, or of 
the uric acid, to which the cystic oxide is allied by its nitrogenous contents. 
According to the experiments of THavuLow and others, cystic oxide con- 
tains, besides carbon, hydrogen, nitrogen, and oxygen, a large quantity of 
sulphur (C® N? H!? O4 S?.) It is a peculiar circumstance, that persons 
of the same family are affected with stones of cystic oxide, as out of 
twenty-two cases of such stones, ten occurred in four families, in which 
sometimes two, sometimes three individuals were subject to them, and 
among these, in three instances, brothers (d). 


Xanthie Oxide. 


1998. The xanthic oxide, uric oxide, first mentioned by Marcert (e), 
and more precisely defined by the inquiries of Wornter and Lixsia (/), 
occurs very rarely. ‘The earlier opinion that it was nearly allied to, per- 
haps only a modification of uric acid, has been confirmed by the observa- 
tions of Worn eR and Liesia, who have proved that it has the same 
constituents as uric acid, but with one atom less of oxygen ; that uric acid 
and xanthic oxide are radically the same, but in two different stages of 
oxidation (C® N* Ht O?.) Xanthice oxide, however, is never found in 

(a) Mancert, above cited, p. 77. ‘a CrviALE, above cited, p. 608. 


(b) Guy’s Hospital Reports, vol. i. p. 492. e) Above cited, p. 85-94. 
(ce) Crvracg, 511. (f) Poacznpoxrrr’s Annalen, vol. xli. p. 393. 1837 
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solution, nor as a precipitate in the urine; yet it is probable that it occurs 
in the precipitates from uric acid (a). 

Besides the stone which Marcet mentioned, and that which LireBig and WoEHLER 
examined, LauGirr (6) has also examined a xanthic oxide stone. 

BerzE.tus (¢) believes that he has sometimes met with xanthic oxide, or acid in 
gravel, 


Phosphate of Ammonia and Magnesia. 


1999. As the acid property of urine depends on the acid phosphate of 
ammonia, which salt contains phosphate of lime in solution, it necessarily 
follows that every change of the urine, in which alkalescence becomes 
prevalent, whereby the acid which holds those earths in solution is neu- 
tralized, causes the precipitation of those earths. This applies also to the 
neutral phosphate of lime, if further observations should prove the possi- 
bility of its forming the nucleus of stone; as also to the combination of 
phosphate of ammonia and magnesia, and of phosphate of lime, which 
Manrcer has described by the name of fusible calculus. 

JonEs (d) divides the phosphate diathesis into true and false; in the former, the 
urine, in consequence of the general state of the constitution, becomes alkaline, and the 
phosphates are precipitated; in the latter, the alkalescence depends on retention of the 


urine, or on a diseased secretion of it, which causes a speedy change of the urea, as in 
irritation of the mucous membrane of the urethra. 


Connecting Material. 


2000. 'The connecting material, animal mucus, exists in gravel, but 
specially in all stones, in various quantity, and appears to be subject to 
different changes in the several kinds of stones. Upon the presence of 
this material, many ground the distinction between the formation of stone 
and the secretion of gravel and sand. Others hold that such connecting 
material is not required for the production of stone, inasmuch as the 
attraction of the individual constituents suffice for its formation. If we 
reflect that the inner surface of the urinary organs is naturally overspread 
with mucus; that in persons troubled with gravel, there is often as great 
irritation of the urinary passages, as in stone patients, whereby an increased 
secretion of mucus is caused ; further, that in actual blennorrhceal affections 
of the mucous membrane of the urinary passages, with copious secretion of 
viscid mucus, the latter is often mixed with much sand, and yet no stone 
forms: it follows that the difference between gravel and stone cannot be 
derived from this connecting material alone. The difference appears for 
the most part to rest in this; that in the production of gravel and sand, 
the precipitation of the substances forming them follows quickly, and in 
large quantity from any great excess of living; whilst in the formation 
of stone, it is slow but more continuous (e). 

2001. According to what has been hitherto said about the production 
of gravel and urinary stone, it may be attributed to two principal causes, 
to wit, an increased acidity of the urine from the acid naturally exist- 
ing in tt being secreted in greater quantity, or from a new acid being 
developed; and, an increased alkalescence. The remote causes may be 
luxurious living, excess, the use of strong wine, want of exercise, mental 
exertion, especially after eating, the use of food difficult of digestion, as 

(a) Witris, R., p. 108; and on the contrary (c) Lehrbuch der Chemie, vol. ix. p. 491. 


Jones, p. 105. (d) Above cited, p. 74. 
(b) Journ. de Chimie Méd., vol. y. p. 315. 1829, (e) Henry ; above cited, p. 134. 
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heavy, milky diet, sour beer, sour wine, cider ; acidity and irregularity of 
the bowels, the use of vegetables containing oxalic acid, and circumstances 
connected with climate, as low marshy districts. To these may be added 
the hereditary disposition, specially observed in gravel. In the same 
manner, the relation between gout and certain kinds of stone, is to be 
explained ; as also its more frequent occurrence in certain districts, in 
advanced age, and in the male sex. According to Descuamps (a), the 
latter peculiarity is only apparent in women, as on account of the short- 
ness and width of the wrethra, little stones readily pass and more rarely 
need the operation ; experience, however, refutes this. Stone is as frequent 
in children as in advanced age, and in them the production of stone is in 
close relation with scrofulous and ricketty disposition, and with dis- 
turbed development of the bony system. Therefore, also, in children, 
urinary stones contain relatively less uric acid, but on the contrary, 
more phosphate of lime, and phosphate of ammonia and magnesia, and 
the contrary proportions occur in the urinary stones of old gouty 
persons (6.) 


[The calculi of children consist almost invariably of urate of ammonia. After they 
have caused irritation in the bladder, they become coated with the mixed phosphates, 
like all other concretions.—T. T. ] 


2002. Foreign bodies introduced into the urinary passages, become 
covered with a crust of phosphatic salts, or often with some uric acid (1). 
The general opinion is that the phosphatic salts of urine arrange themselves 
and form incrustations around the foreign body, according to the same 
laws by which a foreign body put into a solution of salt, hastens crystal- 
lization in it. According to Prour, however (c), these incrustations 
arise because the irritation of a foreign body causes an excess of phosphatic 
salts to be produced ; or because the foreign body enters the bladder at a time 
when the urine there is disposed to incrustation from excess of phosphates. 
Such foreign bodies as serve for the nuclei of these incrustations pass 
either through the wrethra into the bladder (2), or through wounds (8), or 
they are swallowed and penetrate through the intestinal canal into the 
bladder (4). Blood, sloughs, and the like may also be the nuclei of stones. 
This is indeed doubted by von Watruer, but there are stones which 
have cavities within them, and it is probable that the macus of the bladder, 
or a similar albuminous animal substance had, at an early period, filled it, 
and in the course of several years had dried up. Derny’s (d) experience 
also appears to agree with this view. But Wa.urueEr’s opinion is most 
decidedly contradicted by Lisrranc’s (e) observation; he found in an 
urinary stone, as big as the fist, a blackish nucleus of slight consistence, 
which resembled a clot of blood, and on chemical examination, presented 
a fibrinous substance (5). One of the just-named animal substances may 
also be deposited on the nucleus of a stone, over it again a stony mass, so 
that, if in such stones the enclosed animal substance be dried by time, 
the nucleus no longer appears to fill up the cavity, and when shaken, it 


(a) Traité Historique et dogmatique de l’Opéra- 
tion de la Taille, vol. iv. 

(b) WaAtrHER; above cited.—YELLoLy, Re- 
marks on the tendency to Calculous Diseases ; 
with Observations on the Nature of Urinary 
Concretions, and an Analysis, &c.; in Phil. 
Trans., 1829, p. 55.—Escuirscu, Ueber Lithias ; 
ihre medicinische Begriindung in zoologischen 
Bodenverhiltnissen und ihr Zusammenhang mit 


Ausbildung des Scelet-Systems ; in Med. Corre- 
spondenzblatt bayerischer Aerzte. 1843.—Trexror 
Curnin, Versuch iiber das Vorkommen der Harn- 
steine in Ostfranken. Wiirzburg, 1843. 
(c) Above cited, p. 18). 

os De Caleulo, p. 14. 

(e) Arehives genérales de Médecine, 1827 
VOL. Ts Decks : 
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moves and rattles. Two examples in my collection of urinary stones 
prove this (a). 

CRUVELHIER (6) showed, in the Anatomical Society at Paris, a very large urinary 
stone, of which the nucleus was originally a clot of blood. + ao 

[ (1) The circumstance of a foreign body in the bladder becoming coated by uric acid 
is exceedingly rare. There is only one specimen of the kind in the Museum of the Royal 
College of Surgeons. It has a splendid piece of steel for its nucleus, A 126—T. T. 

(2) The quickness with which catheters, especially those of elastic gum are coated 
with earthy deposits after remaining constantly in the bladder for three or four days, is 
known to every one who has had the least experience. Upon this account, it becomes 
necessary when a catheter is constantly worn, that if elastic, it should be replaced by a 
new one, or if of silver or other metal, should be withdrawn, cleaned, and returned every 
four or six days, otherwise the deposit upon that part of it in the bladder becomes so 
considerable, that it will often be removed with difficulty, and almost always scrape the 
urethra as it is withdrawn, and add much to the patient’s uneasiness. There are few 
Museums which have not specimens of extraneous bodies introduced into the bladder, 
which have become nuclei of stones. In the College Museum, there are examples of a 
silver bodkin, of a sewing needle, of a pea, a hat-pin, a bougie, a piece of bone, &c. 
There are also two instances in which soap has formed the nucleus. It is probable that 
in these cases “a solution of soap had been injected into the bladder ; mutual decom- 
position of the soap and the salts of urine has been the necessary result ; the alkali of the 
former uniting with and forming soluble compounds with the phosphoric and other acids 
of the urine, while the earthy bases of the urine have precipitated, in combination with 
the fatty acids of the soap, in the form of a semi-gelatinous sparingly soluble compound, 
being in fact an earthy soap, consisting of margarate and oleate of lime” (c). In the 
Museum at St. Thomas’s, there is a stone having a large piece of brass nail as its nucleus. 
And another stone of good size, and about an ounce in weight, which had formed nearly 
on the middle of a female catheter, that had escaped from the fingers of the Surgeon, 
whilst drawing off the water, who, fearful of getting into trouble, said nothing about the 
accident. Some months after, the woman had symptoms of stone, and was cut by ASTLEY 
Cooper ; the catheter lay across the bladder, and its ends were pretty tightly fixed; but 
one end having been freed by introducing the finger, it was easily withdrawn. 
Bropie (d) mentions a hazel nut as forming the nucleus of a stone ina female; and in 
another case, a man occasionally subject to retention of urine “passed a flower stalk 
through the urethra into the bladder, using it as a bougie. In an evil hour, the 
extremity of the flower stalk,was broken off, it became incrusted with calculous matter 
forming the nucleus of a stone,’ for which he was operated on by EverarD Home. 
He also mentions some small oblong stones from a female bladder, “each of which has 
a small fine hair running longitudinally through its centre.” 

(3) In St. Thomas’s Museum there is a beautiful example of a pin forming the 
nucleus of an oblong stone. The child, a male infant, had been put upon the floor by his 
nurse, and immediately began to scream violently, and without any apparent cause. 
Some months after he had symptoms of stone in the bladder, for which he was cut by 
AstTLEy Cooper, and this stone removed. Foreign bodies of such size are sometimes 
pushed up into the vagina, and slip beyond reach of the patient, who, being ashamed of 
making her condition known at the time when she might be relieved, the foreign body 
remains fixed, and will produce ulceration of that part of the bladder against which it 
presses, and incontinence .of urine; at the same time also it becomes more or less 
covered with calcareous deposit. The College Museum has a remarkable instance of 
this kind, H. a. 13. “A tumbler in an entire state was introduced into the vagina of an 
unmarried female, about twenty years of age. On her attempting to withdraw it, its 
upper edge was broken, by which the bladder was wounded, and incontinence of urine 
produced. In this situation it remained for nearly two years, when it was removed by 
Mr. AntHony Wuire, who, finding the tumbler to be closely embraced by the vagina, 
and quite immovable, broke away the sides of the glass with instruments having notches, 
filed at their extremities like the wards of a key, until he was enabled to introduce a 
lever behind it. * * * A large horizontal slit was found in the bladder immediately 
above its cervix” (e). My friend Arnorr tells me of a woman, about forty-two years 
of age, admitted into the Middlesex Hospital with presumed disease of the uterus, and 
with incontinence of urine. On examination, a gallipot was found in the vagina, mouth 

(a) Eearrt, Versuch. die Entstehung des (b) Benreny’s Allgemeines Repertorium, p. 75. 
Blasensteines | z erértern; in Rusv’s Magazin, 1823, Oct. 

Vol. xiii. pt. iii. p. 367. (c) Taytor’s Catalogue, part i. p. 129. 
(d) Lectures, above cited, p. 245. (¢) Taynor’s Catalogue, part i. p. 129. 
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downwards, and coated inside and out with what proved to be triple phosphate. An 
attempt was made to extract it whole by the application of large-bladed stone-forceps, 
but the pot was so closely impacted by the swelling of the external parts, that only one 
blade could be introduced. It was therefore broken with strong forceps, and removed 
piecemeal with difficulty. ‘I'he finger being then introduced into the. vagina, a large 
aperture was found into the bladder, in which was a large stone. As she was much 
exhausted, the removal of the stone was deferred for a few days, and then removed by 
enlarging the aperture. In the course of a few weeks she was able to retain four 
ounces of urine in the bladder which she had not been able to do for many years. 

(4) In the College Museum is an example, H. a. 14, of a pin, which had been swal- 
lowed five years, forming the nucleus of stone in a young man of twenty-two years of 
age, which had caused symptoms only the latter two years. It was removed by the 
lithotritic operation. 

(5) AsrLEy Cooper mentions a case in which, having removed 4 triple phosphate stone, 
“‘ the disease returned, and he again performed the operation, and found a large coagu- 
lum of blood in the bladder surrounded by a triple phosphate deposit’”’ (a). In the 
College Museum there is a stone H.a. 7, “ consisting of uric acid, deposited upon a 
hollow crust or shell of impure oxalate of lime. This crust was most probably formed 
upon a clot of blood, which has afterwards shrunk” (6). } 


2003. Urinary stones are divided according to their situation, the mode 
in which they arise in the urinary passages, according to their external 
differences, and according to their chemical composition. 

2004. According to the situation where they are found stones are dis- 
tinguished as— 


a. Fenal Stones Caleuli renales Nierensteine. 

b. UOreteric ,, »)  wreterict Steine in den Harnleitern. 
c. Vesical ,, 3,  vesicales Blasensteine. 

d. Urethral ,, »>  urethrales Steine in der Harnrihre. 


e. Stones which form in collections of urine in the cellular tissue. 


Stones either lie loose, or they are firmly enclosed by the walls of the 
cavity, or are connected with them. 

2005. The external characters of stones are very different, and a divi- 
sion founded upon such difference is only so far of value as it gives some- 
times a clue to their internal chemical composition. Their structure is 
more or less solid, granular, sandy, chalk-like, crystallized, friable, 
brittle; their surface is smooth, tubercular, mulberry-like; their interior 
compact, homogeneous, laminated, consisting of various layers. The 
layers usually show mixed and varied colours, as gray, white, reddish- 
yellow, brown, black, violet, and soon. The middle or nucleus (Kern, 
Germ.; Noyau, Fr.) of the stone is formed either of a foreign body or 
consists of one of the substances already mentioned (par. 1988.) 

Stones composed of uric acid have a brownish or yellowish colour, a 
smooth, but sometimes tubercular surface, a radiated fibrous fracture, 
and mostly an oval or flattened form ; when cut through, they are gene- 
rally found made up of concentric layers. 

Stones formed of urate of ammonia have nearly the same figure as 
those of uric acid, but have a milk and coffee colour; they are composed 
of concentric layers; their fracture is very close and similar to that of a 
hard chalk stone. 

Mulberry stones, however complicated they may be, contain in their 
nucleus or in their layers oxalate of lime (1). Their colour is dark brown, 
approaching to black; they are hard, when cut through present an im- 
perfectly lamellated structure ; they rarely exceed a moderate size. If in 


(@) Surgical Lectures, vol. ii. p.242.  ~ . (b) Tayxon’s Catalogue, part i. p. 85. 
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these stones there be not this irregular surface, the cause seems to be the 
simultaneous existence of several stones, and their consequent friction (a). 

Marcet’s hempseed stones are smooth, contain oxalate of lime (2), and 
are pale coloured. 

Stones consisting of the earthy phosphates have a white or grayish-white 
colour, are friable, and brittle, and only in rare cases hard and compact, 
and when broken they present a crystalline and more or less transparent 
structure. 

The stone consisting of phosphate of lime has mostly a pale-brown 
colour, is smooth as if polished ; its structure consists of regular plates, 
which are striped perpendicularly to their surface; it is rare, and seldom 
attains moderate size (6). 

The stone, consisting of a mixture of phosphate of lime and phosphate 
of ammonia and magnesia ( fusible stone) is usually white and very friable. 
It resembles a lump of chalk, and leaves a whitish stain on the fingers ; 
it is in general not laminated, but sometimes separates into layers, the 
interspaces of which are often filled with glittering crystals. Those which 
have no layers often attain considerable size. 

The cystic oxide stones are usually crystallized throughout, yellowish, 
semi-transparent, iridescent ; if examined with a lens, an irregular group- 
ing of granules is observed, which, in large stones, are separated by inter- 
spaces; this, according to C1vIALE, seems to prove that the cystin is not 
deposited on its nucleus in a fluid form, and this appears from the struc- 
ture of the stone, which, at least in its pure state, is wrinkled like 
shagreen. These stones are usually small, and do not exceed the middle 
- size. Civi1ALE has, however seen three stones of this sort of considerable 
size (8). When cystic oxide is combined with other substances, for in- 
stance, with earthy substances, the stones appear to be so modified by 
the nature of their combination and the proportions of their constitu- 
ents, that there is great uncertainty about the nature of the stone. 

Stones of xanthie oxide have a pale-brown, smooth, glossy, in part 
whitish, soft and earthy surface ; when broken they have a brown flesh- 
colour. They are made up of concentric and easily separable layers, and 
have not any crystalline or fibrous structure. By rubbing they become 
smooth, with a wax-like gloss, and have nearly the same hardness as stones 
of uric acid. 

Those stones which contain carbonate of lime are of a chalky colour, 
hard, and friable. Smrru (c) has described stones of this kind, which 
closely resemble mulberry stones. 

Urinary stones sometimes smell of urine; in sawing them through some 
havea peculiar animal odour, resembling sawn bone or musk ; many have 
no smell at all; a few have a distinct and well-marked flavour. Their 
size is very various; it appears, however, in some degree relative to their 
composition. Their shape depends on the place in which they are found, 
and partly on their number (4). 


[(1) Several mulberry stones have a nucleus of uric acid. 

(2) Hempseed calculi consist either of oxalate or of urate of lime, either pure or 
mixed with urate of ammonia. 
_ (8) A cystic oxide stone found in the Museum of St. Partholcmew’s Hospital, half 


(a) Marrres, Sur des Concrétions d’Oxalate (b) See par. 1988 (note.) 
du Chaux, qui ne sont pas murales; in Annales (ce) Medico-Chirurg. Trans., vol. xi. p. 14. 
de Chimie et de Physique, vol. vi. p. 220. 
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of which is now in the College Museum, weighed, when entire, 740 grains. Another 
specimen, in the Museum of University College, (London, ) weighed 850 grains. 

(4) Only three xanthic oxide stones have ever been seen :—Marcer’s, which weighed 
only eight grains; LANGENBECK’s, about the size of a small hen’s egg, first examined 
by Stromeyenr, and afterwards by Lirsic and WoéuuEr; and that described by Lav- 
GreR.—T. T. ] 

2006. ‘The division of stones according to their chemical composition 
has been arranged in various ways by Fourcroy, BRANDE, THOoMson, 
Woutaston, Marcet, YELLoxy, and Taynor, and the grounds upon 
which this division has been founded are either the simple or compound 
nature of the stone, or the prevalence of one or other substance. It 
seems most convenient to divide urinary stones according to the princi- 
ples laid down by von Watrtuer, who gives the acids entering into their 
composition as their distinguishing characteristics. . 

2007. According to these principles may be distinguished :— 

First, Urinary incrustations of foreign bodies. These consist of phos- 
phates, often also with some uric acid. 

Second, Urinary concretions without foreign bodies. 

a. Stones of pure uric acid or urate of ammonia. These are soluble in 
the fixed alkalies, with or without giving off ammonia. 

b. Stones which contain oxalate of lime. This is found in the nucleus, 
either pure or commonly combined with urate of ammonia, most com- 
monly in the interspaces between the nucleus and the crust, which latter 
usually consists of phosphates. Sometimes they contain a little silica in 
a state which is still questionable. They are insoluble in alkalies, and 
soluble with difficulty in dilute acids. 

c. Stones consisting of cystic oxide, sometimes covered with a crust of 
phosphate of lime. A piece of cystic oxide placed upon ignited charcoal 
gives out a garlicky or phosphoric smell; on a platina plate, heated to 
redness, its sulphur blackens the plate to the extent of some lines. 

d. Stones of xanthie oxide, soluble in hydrochloric acid, although with 
more difficulty than uric acid, without the least development of gas, form, 
after evaporation, a lemon-coloured residuum, which dissolves in water 
with a pale yellow colour. 

e. Stones consisting of phosphoric acid in combination, so as to produce 
neutral salts, either of phosphate of lime or phosphate of ammonia and 
magnesia, simply or combined, with phosphate of lime; or they havea 
nucleus of urie acid or urate of ammonia, and the crust consists of phos- 
phates, or of these and alternating layers of urie acid. 

f. Stones containing carbonate of lime. These have a nucleus of urate 
of ammonia, and the carbonate of lime is mixed with phosphates. They 
effervesce with acids. 

2008. The frequency of the different hinds of stones varies according 
to the circumstances of climate, mode of life, and so on. The uric acid 
stones, however, occur most frequently, so that, according to Provt, 
they make one-third of the whole number. To this may be added, that 
uric acid, in most other instances, forms the nucleus around which other 
layers are deposited, so that its frequency may perhaps be estimated at 
two-thirds. Oxalate of lime stands next to uric acid, and then follow 
the phosphates. 


If the number of substances composing stones be reviewed, they may be divided into 
simple and compound, thus: 

Simple. 1. uric acid; 2. urate of ammonia; 3, oxalate of lime ; 4. phosphate of lime ; 
5, phosphate of ammonia and magnesia, 
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Double. 1. uric acid and phosphates; 2. uric acid and oxalate of lime; 3. urate of 
ammonia and phosphate of ammonia and magnesia; 4. phosphate of lime and phos- 
phate of ammonia and magnesia. 

Triple. 1. uric acid and both phosphates ; 2. urate of ammonia and both phosphates ; 
3. oxalate of lime, with uric acid or urate of ammonia and phosphates; 4. carbonate of 
lime, with phosphate of lime and iron. 

Quadruple. 1. uric acid, with oxalate of lime and phosphates; 2. uric acid, with 
urate of ammonia, silica, and a phosphate. 

Quintuple. Uric acid, with urate of ammonia, oxalate of lime, and phosphates. 


[Amorphous Urinary Sediments. 


The deposits from the urine, either as mere sediments without form, or in a state of 
crystallization, as gravel, are of so great importance, both as regards themselves, and 
in reference to the production of stone, that I have taken the liberty of supplying the 
deficiency of the special consideration of the subject of urinary sediments in CHELIUS'S 
work, by the following extracts from the excellent work of Dr. Prout. . 

«“ Lithic or Uric Acid Sediments. These sediments assume at different times very dif- 

ferent appearances, especially in point of colour; and they occur at different times, and in 
different persons, of almost every shade of colour, from nearly perfectly white to deep 
mahogany brownish red. * * * I shall consider them under three heads only, which 
will be found quite sufficient for all practical purposes, namely : first, yellow sediments ; 
second, red or lateritious sediments; and third, pink sediments. 
- & 1, Yellow Sediments. These sediments vary in colour, from nearly white to the 
wood-brown of WERNER, a colour which is stated to be identical with that of ripe 
hazel nuts. They consist essentially of the lithate (urate) of ammonia, tinged with 
the colouring principle of the urine, but usually contain more or less of the phosphates, 
and sometimes a little of the lithate (urate) of soda. In general, perhaps, the nearer 
they approach to white, the more of the phosphates they contain; but there are many 
exceptions to this, and I have seen sediments belonging to this class almost perfectly 
white, and consisting of nearly pure lithate (urate) of ammonia. This class of sediments 
may be termed the sediments of health, if the term may be allowed, being such as are 
produced in the urine of healthy or slightly dyspeptic individuals, by errors of diet 
and all the other circumstances before mentioned which seem, independently of actual 
fever, to procure turbid urine. Perhaps there is no healthy individual whose urine 
does not occasionally deposit this species of sediment. * * * When these sediments 
are of an unusually pale colour, as is sometimes the case, a tendency to the phosphates 
«5 indicated. Children are very subject to this form of sediment; and in them, as well 
as in all who labour under such a susceptibility, it is frequently the forerunner of 
gravel or calculus. Indeed nothing is more common than for this form of sediment to 
alternate in the urine of the same person with the crystallized sediment, or gravel, to 
be presently described. 

“9. Red or Lateritious Sediments. These sediments vary in tint from nearly white, 
in which state they are with difficulty distinguished from the last variety, to a deep 
prick-red or brown. ‘They consist essentially of the lithate (urate) of ammonia, or 
lithate (urate) of soda, tinged with a large proportion of the colouring principle of the 
urine, and more or less of the purpurates of ammonia and soda. Sometimes, also 
they contain a small proportion of the earthy phosphates. In general, the deeper the 
tint, and the more approaching to brick red, the more of the lithate (urate) and purpu- 
rate of soda they contain ; but there are some exceptions to this observation. When 
the purpurates exist in the urine, (indicating, as was formerly attempted to be shown, 
the secretion by the kidney of nitric acid,) feverish, or inflammatory action, is almost 
constantly indicated ; and this law is so general, that I have never seen a decided ex- 
ception. * * * They owe their peculiarity of tint to the colouring matter of the 
urine, which, in common with all its other principles, appears on such occasions to be 
secreted more copiously than usual. Hence urine which deposits these sediments is 
usually of a deep red or brown colour, and of high specific. gravity. The deeper the 
colour of the sediment, and the more approaching to red, the more severe in general 
the symptoms. * * * The urine of all persons labouring under feverish and inflamma- 
tory affections, and whose urine is naturally healthy, is liable to deposit this species of 
sediment. * * * There are certain diseases, also, in which this variety of sediment 
appears to occur in a greater degree, and in a more decided form than usual ; such are 
gout, also rheumatism, hepatic affections, &c. 

“3, Pink Sediments. The third and most rare variety of amorpbous sediments is what 
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is usually denominated pink sediments, the colour of which is very aptly expressed by 
the term pink. Like the other varieties, they consist essentially of the lithate (urate ) 
of ammonia; but they differ from both these, in being almost entirely devoid of the 
yellow tint derived from the colouring matter of the urine; and consequently, in 
owing their colour chiefly to the purpurate of ammonia. This class of sediments, there- 
fore appears to indicate the absence of the large proportion of the colouring principle of 
the urine, so constantly present in active inflammatory fever, and to denote the secre- 
tion of a greater quantity of nitric acid, and the consequent formation of more of the 
purpurate of ammonia. * * * The most perfect specimens of this kind of sediment 
which I have ever seen, were obtained from the urine of dropsical individuals : they 
occur also occasionally in the urine of the hectic, and of those obviously labouring 
under certain chronic visceral affections, especially of the liver.” (p. 121-25.) 

‘‘ Besides these amorphous sediments, consisting chiefly of lithic (uric) acid, I have 
seen two or three instances in which large quantities of perfectly white lithate 
(urate) of soda were deposited from the urine. In one case, in particular, the quantity 
was immense, and voided not only mixed with the urine, but in a state of consistency 
like mortar, especially during the night, so as to produce considerable difficulty in pass- 
ing the urine. The urine was acid.” (pp. 127, 28.) 

Phosphatic sediments. “'The phosphates, like the lithates, (urates,)” says Prour 
“appear in the urine under two distinct forms, viz. in an amorphous state, and in 
the crystallized form; but here the analogy ceases, for in the case of the lithates, 
(urates,) the amorphous form is of comparatively the least consequence, whereas 
when the phosphates are concerned, the amorphous sediment is by far the most 
important, and the crystallized form is usually of a much milder character.” On 
this account Prout considers “ the crystallized form, in the first place, as a preliminary 
step to the more formidable disease.” (p. 174.) It will be more convenient, however, 
for our present purpose, to reverse his arrangement, and first to notice the amor- 
phous phosphatic sediments. ‘These sediments consist invariably,” says Prout, 
“of a mixture of the phosphate of lime, and of the triple phosphate of magnesia 
and ammonia.—[ Note.—I am aware that it is the opinion of many eminent cha- 
racters, that the inner coat of the bladder is the source of the earthy matters de- 
posited by the urine on these occasions. I do not deny this altogether ; but, on the 
contrary, think that the phosphate of lime, at least, is sometimes derived from this 
source—the inner coat of the bladder apparently assuming, in such instances, the 
character of the inner surface of the abscess sometimes found in the prostate gland, 
which is known to secrete this earthy salt in great abundance. I am doubtful, how- 
ever, if any portion of the triple phosphate is ever derived from this source, but from 
the kidney only, from which same source, in various cases, a large proportion of the 
phosphate of lime is likewise undoubtedly derived.]—The proportions of the two 
salts vary very much in different instances ; but, sometimes, the phosphate of lime 
seems to constitute by far the greater proportion, and, in this case, the symptoms are 
commonly much more decided and severe; and it is to this form of the disease 
that the following observations are to be understood as chiefly applicable. A de- 
position of the earthy phosphates from the urine has been long observed to be attended 
by very distressing symptoms, though uo one seems to have hitherto generalized them. 
They consist in great irritability of the system, and derangement of the chylopoietic 
viscera in general; such as flatulency and nausea, obstinate costiveness, or peculiarly 
debilitating diarrhea, or both frequently alternating; and the stools are extremely 
unnatural, being either nearly black, or clay-coloured, or sometimes like yeast. 
These are always accompanied by more or less of a sensation of pain, uneasiness, 
or weakness, in the back and loins. There is a sallow, haggard expression of coun- 
tenance; and as the disease proceeds, symptoms somewhat analogous to those of 
diabetes begin to appear, such as great languor and depression of spirits, coldness 
of the legs, complete anaphrodisia, and other symptoms of extreme debility : and the 
disease, if not speedily checked, seems capable of ending fatally. The urine in this 
form of disease is invariably pale-coloured, and, upon the whole, voided in greater 
quantity than natural. Sometimes (generally, I think, by day) it is voided in very 
profuse abundance, and, in this case, is of very low specific gravity ; 1-001 or 1°002, 
for example. At other times, it is voided in less quantity, and its specific gravity is 
proportionally higher ; but it is seldom very high, that is, surpassing 1-025. In the 
former case it is generally perfectly pellucid, and colourless, and deposits no sedi- 
ment; in the latter, it is sometimes opaque when passed, and always, after standing 
for a greater or less time, deposits a most copious precipitate of the mixed phosphates, 
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in the state of an impalpable powder. In all cases the urine is extremely prone to 
decomposition, becomes alkaline by the evolution of ammonia, and emits a most 
disgusting smell. 

“ With respect to the causes of this complaint, they may be either general or local ; for 
the most part, however, they seem to partake of both characters. A large proportion of 
those cases which have come under my own observation, has been distinctly traced to 
some injury of the back. This injury has been of a character not very capable of being 
understood or described; but perhaps some idea of it may be acquired by my stating, 
that for the most part it has arisen from a fall from a horse, in which the person has 
received a violent general concussion of the spine, and often at the same time some local 
injury about the back, but not of such a nature as to confine him long, or to lead him to 
think that he has received any material injury; and generally it has been quite forgotten 
till the patient’s attention has been called to the subject. Among the general exciting 
causes may be also mentioned severe and protracted debilitating passions, excessive 
fatigue, &e. The local causes are generally some irritation about the bladder, or wre- 
thra, especially when operating constantly for a considerable length of time; as, for 
example, any foreign substance introduced into the bladder, and producing irritation of 
that organ, including all sorts of calculi under certain circumstances ; the retaining of a 
bougie or catheter in the urethra; strictures of the urethra in some rare Cases, and in 
particular constitutions; all which, and many other similar causes, are capable of 
producing, in a greater or less degree, a condition of the urine more or less resembling 
that above described, and readily depositing the phosphates. Thus it has been long 
known that any foreign substance introduced into the bladder almost invariably becomes 
incrusted with the phosphates, and not the lithic (uric) acid. With respect to the 
proximate cause of this form of disease, we may suppose it to consist in a diminished or 
suspended action of the usual acidifying powers of the kidneys, and the formation, instead 
of lithic (uric) acid, of a greater quantity of alkaline matter than natural, as urea, 
(equivalent to ammonia,) and particularly of magnesia and lime ; but this being little 
more than a simple expression of obvious facts, of course throws no light upon the im- 
mediate cause of these depraved actions.” (p. 177-82.) 

“ Ozalate of lime very rarely, if ever, appears alone under the form of an amorphous 
sediment. In some instances, it occurs with the lithic (uric) amorphous sediments ; but 
even this is not very common.” (p. 153.) ; 

Cystic oxide. Prov had the opportunity of examining the urine of a man of thirty 
years old, who had passed a stone of pure cystic oxide. He found it had “a yellowish 
green colour, and strong peculiar smell. It very faintly reddened litmus paper, and its 
specific gravity was 1,022. There was a slight deposition on standing for some time, 
consisting of a mixture of the’cystic oxide with a little of the triple phosphate. A con- 
siderable proportion of the cystic oxide was precipitated from the urine on the addition 
rf ae acid, which of course held at the same time the phosphates in solution.” 

p- 167. 

The treatment of these several kinds of sediments will be considered in speaking of 

the treatment of the various kinds of gravel. | 


I.—OF GRAVEL. 
(Sabulum, Arena, Lat.; Gries, Germ. ; Gravelle, ou Gravier, Fr.) 


2009. The term gravel is applied to sand, or small crystallized stones, 
of different colour, form, and number, which are voided with the urine. 
It consists usually of uric acid, or urate of ammonia, when it is reddish 3; 
or of oxalate of lime, when it has a dark blackish green; or of phosphate 
of ammonia and magnesia, where it is whitish ; or of cystic oxide, when 
it has a bright yellow colour. 

Crystalline deposits, of different kinds, are never met with, at the same time, in 
the same urine, although, not unfrequently, accompanied with formless and dust-like 
sediment (a). 

Macenpik (0) notices a peculiar kind of gravel, in which the sediment of the 
urine consists sometimes of a small quantity of white powder, with a great number of 
small hairs, the length of which varies from two lines to an inch and more ; some- 
times it is whitish, irregular, and of so little consistence, that it may be crushed 


(a) Prout, above cited, p.85. - (b)-Revue Médicale, 1826. vol. iv. p. 140. 
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between the fingers, without the fragments, which are connected by the little 
hairs, being separated; but they remain hanging together in a sort of cluster. 
These hairs can be separated only by maceration. MaceEnpre calis this hairy 
gravel (gravelle pileuse) ; it consists of phosphate of lime, and some magnesia, and 
uric acid. 

GUERANGER (c) speaks of a gravel composed of silica. 


In reference to xanthic oxide gravel, see par 1998. 


2010. The symptoms of gravel are very various; sometimes it causes 
little or no inconvenience; often only in making water: frequently it is 
accompanied with pain or weight in the loins ; the kidneys, ureters, bladder, 
and urethra may be, however, severely irritated; and suppression of 
urine, inflammation, and fever, may result from it. In most cases it is 
accompanied with disturbance of the digestive organs, acidity of the 
stomach, flatulence, and the like. Patients labouring under this disease 
frequently complain of heat and dryness in the throat and gullet, and are 
therefore constantly hawking and spitting. ‘The complaint is often accom- 
panied with organic disease of the kidneys, or of the urinary passages. 
The general health and appearance will often remain good for a long 
while with deposits of uric acid (1): but phosphatic gravel is always ac- 
companied with symptoms of increased sensibility and irritability, general 
weakness, disturbed digestion, and unhealthy pale countenance. In 
phosphatic gravel, the urine is most generally pale, after standing some 
time a glistening film is formed on its surface, which consists chiefly of 
phosphates ; little crystals often attach themselves to the vessel. ‘The 
specific gravity of the urine is often very much altered; and it very 
readily becomes putrid (2). 

[((1) “This form of sediment (crystallized uric acid) varies considerably,” says 
Prout, “in its colour and appearance, according to circumstances. When unaccom- 
panied by fever, its colour is always identical with the deeper tints of that of the first 
(yellow) class of amorphous sediments before described. When it is accompanied by 
fever, it is generally more or less of a red or laterifious colour. I have never seen this 
form of sediment of a pink colour, and, for obvious reasons, it is not likely that such 
an occurrence should take place. Sometimes large quantities of impure or imperfectly 
crystallized lithic (uric) acid is voided by old people in the shape of globules, varying 
in size from a pin’s head to that of small peas: these are generally pale-coloured 
Occasionally, also, when the kidney is diseased, large irregular masses of this acid, in 
an impure state, are voided. * * * Children, in general, and particularly the chil- 
dren of dyspeptic and gouty individuals, or who inherit a tendency to urinary diseases, 
are exceedingly liable to lithic acid deposits in the urine. * * * If the child be 
attended to, there will be found to be a frequent desire to pass urine, which is voided in 
very small quantities, and with manifest uneasiness. The irritation about the urinary 
organs also frequently induces the child to wet the bed by night, &e. * * * 
Between the age of puberty and forty, there is, generally speaking, less disposition 
to the formation of lithic (uric) acid deposits than at any other period of life. 

* * * About the age of forty, an important change commonly takes place in the 
constitution, which for the most part materially influences the deposition of lithic acid 
in the urine. It will be generally now observed that the lithic acid is apt to be depo- 
sited at intervals in larger quantities than usual, and that for some time previously to this 
occurrence, there is more or less of feverish indisposition and derangement of the general 
health: about this period of life, also, there is a disposition in the constitution, at the 
above periods particularly, to separate the lithic (uric) acid in a concrete state, thus 
giving origin to the formation of renal calculus. * * * Frequently about the age 
of sixty or seventy, another change takes place in the mode in which the lithic acid is 
separated from the system. At this period of life the urinary organs not only begin to 
participate in the general decay of the constitution, but are apt to be deranged in a par- 
ticular manner from other causes, and more particularly to suffer from the delinquencies 
of early life. Frequently, also, they become organically diseased, and this circumstance, 


(a) Journal de Chimie Médicale, vol, vi. p.129. 1830. 
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in conjunction perhaps with others that will be noticed hereafter, produces a disposition 
in the system to secrete neutral urine, or even the earthy phosphates. Under these 
circumstances, where the urine had previously for years deposited the lithic (uric) acid 
chiefly in the state of crystals, these will in a great measure disappear, and instead 
of them, impure or imperfect lithic acid, in the shape of minute globules of various 
sizes, will be separated from the kidneys in great abundance. In most of these cases, 
there is a good deal of pain in the back, and irritation about the urinary organs, even 
when the concretions are only of small size. In others, there is much less irritation 
under these circumstances than one could imagine. In all instances, however, this may 
be considered as a most dangerous state of disease, not only from the constant liability 
of the patient to the formation of renal or vesical calculi, which all other circum- 
stances likewise conspire to render probable. But, on the other hand, from the danger 
there is of suddenly checking the secretion of lithic (uric) acid, which is sometimes 
followed by great derangement of the general health, and apoplexy.” (p. 130-35.) 

(2) “ Crystallized sediments, composed of the phosphates, almost invariably consist,” 
says Prout, “of the triple phosphate of magnesia and ammonia, and exist in the form 
of perfectly white shining crystals.—[Note.—I have said almost invariably; for, if I 
am not mistaken, I have once or twice seen a crystallized compound of the triple 
phosphate of magnesia and ammonia, and the phosphate of lime. These crystals were 
much larger than those of the triple phosphate, and less distinctly formed.]—This form 
of disease sometimes occurs alone, but very frequently it alternates, or is accompanied 
by the pale-coloured lithic (uric) amorphous sediments, or the amorphous variety of 
phosphatic sediment.” When the triple phosphate of magnesia and ammonia “abounds 
very much, the crystallized deposit is formed before the urine is discharged from the 
bladder, and consequently immediately subsides to the bottom of the vessel in which it 
is passed ; in this case, the urine is alkaline when voided: most generally, however, the 
crystals do not begin to form till the urine has become cool and sometimes not till it has 
begun to putrify : and these circumstances indicating the periods when the urine becomes 
alkaline, may be considered as pointing out the degree of severity of the disease. * * * It 
may be also remarked that children are more subject to this form of deposit than adults ; 
a circumstance perhaps to be referred to the irritability of the system at this age, and 
the great derangement of the digestive organs to which they are subject.” (p. 174-77.) 

Oxalate of Lime. ‘Its appearance is still more rare,” says Prout, “under the form 
of crystallized gravel,” than under that of an amorphous sediment. ‘I have only seen 
one instance of this, and am able to refer to one more. BRANDE states, also, that in this 
diathesis there is little or no sand or gravel voided.” (p. 153.) 

Although oxalate of lime can scarcely be said to form gravel, yet it is very fre- 
quently deposited from the urine in the form of small ‘flattened octohedral-shaped 
crystals. Indeed, as far as my own observation goes, there are very few cases of 
habitual disorder of the digestive functions, in which this salt cannot be detected in the 
urine, either alone, or as is most commonly the case, accompanied by uric acid and urate 
of ammonia, Persons in whom this diathesis prevails are usually of a spare habit, 
with a pale countenance, and have more or less nervousness of manner about them. 
They usually complain of a feeling of languor, and disinclination to mental or bodily 
exertion, pain in the loins, and uneasiness and weight, if not of pain, in the region of 
the stomach, particularly after eating; palpitation of the heart, and a capricious, 
sometimes an inordinate, appetite, although a small quantity of food produces oppres- 
sion with nausea, In general they suffer from acidity of the stomach, and are subject 
to itching and tingling of the skin, boils, and cutaneous eruptions, particularly of the 
scaly kind. Their urine is generally acid when first passed, and perfectly bright; on 
cooling, it becomes more or less turbid, from the deposit of urate of ammonia, with crys- 
tals of uric acid and oxalate of lime. Sometimes no deposit of urate of ammonia occurs, 
the urine remains perfectly clear; but crystals of oxalate of lime are to be found 
entangled in the mucus of the bladder, which has subsided to the bottom of the vessel. 

In order to detect this salt in the urine, it is merely necessary to allow the urine to 
stand for some hours, to pour off the greater portion of the fluid, and to place a few 
drops of the remaining liquid on a glass plate beneath the microscope, using a 
power of about 200 linear. The oxalate of lime will then, if present, be observed in 
the form of very regularly shaped highly flattened octohedra. If the drop of urine 
be allowed to evaporate to dryness, the crystals will appear as squares, with a dark 
Square in the centre, the sides of which face the angles of the outer squares, 

somewhat resembling this diagram. When much urate of ammonia is present, 
it is well to add some boiling water to the deposit, which dissolves the whole 
of that salt, and allows the oxalate to be distinctly observed. 
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The causes producing this diathesis, independent of the use of food containing 
oxalic acid, as rhubarb tarts and sorrel, are those habits which are calculated to dimi- 
nish the vital-energy, and the powers of assimilation, and of these severe mental study, 
or anxiety, or inordinate venery, appear to me to be the most common. The treatment 
must be guided by general principles; an entire change of habits, change of air, and a 
vigorous diet, consisting almost exclusively of meat and bread, with the avoidance of 
sugar in every form, are the most important circumstances to be attended to. 

The nitro-muriatic acid, which has been much recommended, causes certainly in 
many cases, the oxalate of lime to disappear from the urine, and frequently substitutes 
that of uric acid. Its use cannot, however, be long persisted in, and without atten- 
tion to the above rules, it has no permanent advantage.—T. T.] “ 


2011. As to the etiology of gravel and its various kinds, all that has 
been already said generally applies, and therefore its indications determine 
the treatment. Its object must be to prevent the increased production of 
the acid, or the formation of a new one, and to encourage the removal of 
the gravel already formed. If the gravel cause violent pain, difficulty in 
making water, fever, and the like, these must be got rid of by blood- 
letting, leeches, cupping on the loins, lukewarm baths, fomentations by 
calomel with antimony and opium, or hyoscyamus, by the introduction of 
the catheter, and so forth, according to the different state of the patient, 
and the violence of the symptoms. If there be suspicion of any accom- 
panying local disease in the kidneys after the inflammatory symptoms have 
been soothed, a large galbanum plaster, an issue, or a seton in the loins 
may be useful. 

2012. In urie acid gravel, the excessive production of the uric acid 
must be prevented, and the excessive acidification of the urine by other 
acids must be guarded against. The patient must keep to a strict diet, 
both as regards the quantity and quality of his food; all substances con- 
taining much azote, especially salted and dried meats, acid fruits, thin soups, 
wine, especially that which is acid, and bad beer must be most carefully 
avoided. The proper action of the skin must be attended to by wearing 
flannel next the body, and regular relief from the bowels by proper exer- 
cise, and avoidance of mental excitement. It must be sought to neutralize 
the acid by the use of alkalies, carbonate of soda, of potash, of magnesia. 
These partly neutralize the acids in the alimentary canal, and in the juices, 
by which the ever-continuing decomposition of the urate of ammonia is got 
rid of, and partly by the passing over of the alkalies into the urine, the so- 
lution of the gravel is effected. The carbonate of soda and potash must be 
given dissolved in water, and the dose gradually increased. Frequently 
during their continued use, the digestion is disturbed, which renders their 
suspension necessary. Carbonate of magnesia is given either in powder or 
with mucilaginous fluids; it is less effective, but more easily borne. 
According to Provur (a), if these remedies are to be really efficacious, 
they must not be given alone, but combined with alteratives and purga- 
tives. A pill of calomel and antimony should be given at night, and a 
solution of Rochelle salts and carbonate of soda in bitter drink next 
morning. Through the day this mixture should be taken twice or thrice, 
or a little magnesia in a glass of soda water. This treatment must be con- 
tinued for a certain time, according to the severity and obstinacy of the 
symptoms, and the alterative pills given at more distant intervals, with a 
corresponding diminution of the doses of the other medicines. If violent 
irritation also exist, opium, or hyoscyamus, which. is still better, must be 


(a) Above cited, p. 78. 
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employed. Hydrocyanic acid may be given with advantage in flatulence 
and acidity of the stomach; and, if there be gouty complication, the 
vinum seminum colchici. This treatment must, however, be modified 
according to the circumstances of the case. The easier discharge of the 
gravel is promoted by drinking much water, or any diuretic mineral 
water, as that of Vichy, Wildungen, Selters, Carlsbad, and the like. 


Wetzuar (a) proposes for uric acid gravel a solution of borax, as it dissolves the 
uric acid with great readiness, and perhaps acts less injuriously on the digestive organs 
than alkalies. 

The peculiar property of vegetable acids, combined with alkalies, being converted 
in animal bodies into carbonic acid, and as such to pass into the urine, led to the proposal 
of employing them instead of carbonic acid, as they are more easily borne than it, 
and allow of greater variety. Most vegetable alkalies can be used for a length of 
time, and in large quantity, without disturbing the digestion, and are not unpleasant to 
take, as the supertartrate, tartrate, and borate of potash, Seignette salts, acetate and 
citrate of potash and soda; cherries, strawberries, and different kinds of fruits (6). 

According to JonEs, the question of the treatment of the uric acid diathesis depends 
upon which way the greatest oxygenation can be produced upon the uric acid in the 
body. ‘This appears to be attainable, first, by the large addition of oxygen, as by ex- 
ercise, cold air; by medicine, as carbonic-acidized waters and iron; second, by the 
diminution of the other substances on which the oxygen acts more easily than on the 
uric acid, that is those bodies which consist of hydrogen, carbon, and oxygen, by their 
exclusion from the food, and their removal by purging and sweating remedies ; 
third, by retaining in solution all the uric acid formed, by means of water and 
alkalies. 

Upon the effect of vegetable diet on the diminution of uric acid, compare LiEBIG 
upon the composition of the urine (c). Wu1ison Purp (d), on the contrary, has come 
to the conclusion, after a number of experiments, that a diet for the most part animal 
diminishes the deposit of uric acid, and increases that of the phosphates. 

[“ Different doses of the alkaline remedies will be required,’ says Bropie, “ in 
different instances. Indeed a good deal of care is generally necessary to adjust the 
dose to the peculiar circumstances of the individual case. If you give too little of the 
alkali, the result is not obtained, and the lithic acid is deposited, although in smaller 
quantity. If you give too much, you not only prevent the formation of the red sand, 
but you render the urine alkaline and a white sand (the triple-phosphate of ammonia 
and magnesia) is deposited in its place. Other ill consequences follow the too liberal 
exhibition of alkalies. They alter the quality of the blood. After some time the 
patient is liable to petechie ; he perspires too easily; becomes low-spirited, and less 
capable than when in health of physical exertion. Magnesia does not produce these 
effects at any rate, not to the same extent, as no more of it can enter into the consti- 
tution than what is rendered soluble by its combination with acid in the stomach. 
Too large doses of magnesia, however, are mischievous in another way, by causing the 
formation of magnesian calculi in the intestines.. These are composed of magnesia 
mechanically blended with the faces and intestinal mucus. They are not uncommon 
in these times, when so many individuals are in the habit of taking magnesia in a 
careless and profuse manner. I have, in several instances, known a person to suffer a 
good deal of distress from such a calculus being lodged in the rectum. But cases have © 
occurred, in which the accumulation of magnesia in the intestine has taken place toa 
very great extent. Mr. Witson examined the body of a patient, in whom, if I recol- 
lect rightly, many pounds of magnesia were found collected in the colon, above a 
contracted part of the rectum. In the exhibition of alkaline remedies, then, you must 
make each case the subject of a distinct experiment. * * * You should be provided 
with paper coloured blue by an infusion of litmus, and also with the same paper, 
slightly reddened by immersion in a very weak acid. Healthy urine ought to turn the 
blue litmus paper red; and you should avoid giving alkaline remedies in such a dose as 
to destroy this property altogether; still less ought you to render the urine alkaline. 
If the urine turns the paper blue, the patient is in danger of suffering from a 
deposition of the phosphates and the alkalies must be given in smaller quantity.”— 
(pp. 202, 203.)] 


(a) Above cited, p. 78. (c) Above cited, p. 193. 
(6) Woruuer, p. 315. (d) Medical Transactions, vol, vi. p. 212. 
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The following are the excellent remarks of Prout on “the treatment to be adopted 
in what is usually denominated a fit of the gravel. 

“A Fit of the Gravel consists in the secretion of a large portion of lithic (uric) 
acid by the kidney, under the circumstances above mentioned, and is usually preceded, 
as well as accompanied, by much constitutional derangement, with tendency to fever and 
inflammation. The principles of the treatment to be adopted in this form of the dis- 
ease closely resemble those recommended in gravel, except that they must be more 
active. When the attack is acute, venesection or cupping from the region of the 
kidney, with active doses of calomel and antimonial powder (or omitting the latter, if 
nausea be present, and substituting opium or hyoscyamus) should be immediately had 
recourse to, and precede the use of diuretic remedies.— {| Note.—I have seen great mis- 
chief done by the incautious use of stimulating diuretics at the commencement of the 
attack. The sufferings of the patient have been all aggravated, and his life has been 
placed in extreme danger. |—When these have begun to operate sensibly upon the system, 
though, perhaps, before the purgatives have produced actual stools, the patient may 
have recourse to warm fomentations about the region of the kidneys—or, what is much 
better, the warm bath, and commence the use of the diuretic purgatives formerly 
mentioned, with the addition of colchicum: and these means, if judiciously and 
vigorously applied, seldom fail of removing the inflammatory or spasmodic action of 
the kidney, and of producing a flow of urine. If the attack has been taken in time, 
the formation of a calculus in the kidney will thus be certainly prevented ; or, at least, 
what is formed will be very small, and scarcely ever fail to be brought away without 
producing those distressing symptoms which usually accompany the descent of a 
calculus down the ureter. It need scarcely be mentioned, that a strict antiphlogistic 
regimen is to be adopted; and that the collateral and subsequent treatment must be 
regulated by the symptoms present.” (pp. 151, 52.) 

JONES, speaking of the treatment of the uric acid diathesis, in correspondence with 
Lieste’s views, observes, that ‘‘exercise which produces perspiration is the most 
beneficial ; and this the more so, the colder the air is, because thereby a greater amount 
of oxygen is absorbed ;” but it should be taken, “always stopping short of great 
fatigue, which might depress the vital powers, so as to admit of the production of an 
excess of uric acid.” * * * Sleep, tending as it does to render the respirations as light 
and as few as possible, should be indulged in only as far as is necessary to repair the 
fatigue which exercise has produced. Hot rooms should be avoided. * * * Nitrous 
oxide water, known also as oxygenated water, isthe best diluent in these complaints. 
Soda water very rarely contains any alkali, but consists of ordinary water with car- 
bonic acid forced into it; so that, except for the quantity of water, it is in no way 
beneficial; and in this respect it is not so good as ordinary fountain water, inasmuch 
as the atmospheric air suspended in the latter is better than the carbonic acid in the 
former. * * * By the various preparations of iron we may also increase the amount 
of red particles in the blood, and thus influence the quantity of oxygen which is 
absorbed. Perhaps the greatest practical benefit has been derived from the sesquioxide 
of iron.” It should “not be given in the enormous doses recommended, by which the 
whole intestinal canal becomes loaded; but in moderate doses, and in such a state as 
we know offers the least impediment to its absorption ; that is, in the minutest state of 
subdivision. To effect this, it should be given newly precipitated from some soluble 
salt of iron; as, for example, from the sesquichloride or persulphate of iron, from 
which hydrated peroxide of iron may be formed by the addition of carbonate of am- 
monia or soda.” (p. 34-6.) 

“With regard to the treatment by diminishing the non-nitrogenous principles in the 
blood,” Jonrs observes :—“ It has been shown that the substances which contain no nitro- 
gen, by combining with the oxygen which has been inspired, hinder the action on the 
uric acid; and it is highly probable, that no albumen undergoes metamorphosis until 
it has served the purposes of life. These are the first principles by which the practice 
must be governed; and hence, by far the most beneficial diet is a moderate quantity 
of meat, with a much smaller quantity of bread. The kind and quantities of both 
must be regulated by experiment and consideration of the habit and exercise of the 
patient. The quantity of starch in flour, as compared with animal food, renders 
it unsuitable to live only on bread. Meat alone would be far more beneficial. * * * 
Sugar and starch comprehend much the largest part of those substances in vegetables 
which can be absorbed; nitrogenous and oleaginous substances are present generally 
in small quantities, though the relative amount of these principles varies much in 
different.species. Thus potatoes and rice are those in which most starch is found, and 
these are therefore most inadmissible; whilst in greens and peas there is much nitro- 
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genous matter, which in peas is similar to cheese. Fruits usually contain large quantities 
of starch and sugar ; ou this account, apples and pears are most objectionable. * * * 
Among non-nitrogenous substances fat must be included. If the formula for this is 
taken, as C 11, H 10, O, then 31 equivalents of oxygen are required, in order to convert 
this into carbonic acid and water; and by taking this substance as food, so much 
oxygen is prevented from acting on the uric acid. Butter is only the fatty particles of 
milk, separated from the albuminous and watery parts; this must on no account be 
taken in excess. Gelatine may be used as a partial substitute for meat; but as the 
albuminous tissues cannot be formed from it, it cannot be entirely substituted for it 
without the strength failing. 

“ For drink the oxygenated water has been mentioned as best; then water which has 
been distilled, and therefore contains no substances whatever in solution, and on this 
account it is, generally speaking, the best solvent; that is, it can hold more in solution, 
and remove more from the body than another water which, when drunk, already con- 
tains substances dissolved in it. But this cannot be procured everywhere, and, there- 
fore, it is desirable to point out how the best drinking water can be obtained.” Filtering, 
or boiling water, or getting rid of the free carbonic acid gas by adding a little more 
lime, according to Rerp’s plan, are inefficient, and neither of the latter “‘ causes any 
other salts of lime which may be dissolved in the water to be precipitated. ‘To effect 
this, a few grains of carbonate of potash or soda should be added to the water before 
boiling, and the boiling should be continued for some minutes. By this means these 
salts of lime will be decomposed, and sulphate of potash and‘soda, or chloride of potassium 
and sodium, in very small quantities, will exist in the water after it has been filtered, 
or the chalky sediment has been allowed to settle to the bottom. Good fountain water 
or soda water are far better than beer and wine, which are objectionable for the spirit and 
sugar which they contain. The spirit is a substance which may be represented by C 4, 
H 6, O, and thesugar by C 12, H 14, O 14, the first requiring 12 equivalents of oxygen, 
and the last 24, to convert them into carbonic acid and water. The excess of sugar and 
acid in home-made wines renders them more injurious than foreign wines or spirits, of 
which gin and whisky most certainly also retard oxygenation, yet, by producing an 
excess of water in the urine, they cause that deposit which arises from the want of 
action of the oxygen to be dissolved, and thus the evil which they and other substances 
occasion is for a time concealed. (p. 37-41.) ; 

“ We can also diminish these non-nitrogenous bodies in the blood by aperients, which 
act on the liver. These will be found more particularly useful when the deposit is 
dark-coloured ; indeed, the deeper the colour the less action there is of the liver. * * * 
Of such medicines calomel, aloes, colchicum, and colocynth are beneficial, both in large 
and purgative doses, and also when given in such a way as to increase the secretion of 
the liver. Hence the efficacy of blue pill as an alterative. * * * The use of these 
medicines as purgatives must be judged of by their effects and the strength of the 
patient. * * * Sudorifics are occasionally given with great advantage. * * * With 
regard to baths generally their action may be considered to be on the nerves and on 
the blood, and on each the action is of two kinds; thus on the nerves there may be a: 
stimulant or sedative action, and on the blood they are capable of removing substances 
from it, and of enabling them to be absorbed into it. These modes of action depend 
on the state of the system, the temperature, and the substances which are dissolved 
in the bath. (pp. 41, 2.) 

“ The next point in the treatment that must be attended to is to keep all the uric acid 
in the ultimate textures in solution. This may perhaps be effected by water and alka- 
lies. When these or their carbonates are given, they should be taken at least an hour 
before food in order that they may not interfere with digestion; but though these 
medicines may relieve the complaint, they never can cure it. * * * I believe these medi- 
cines are the least necessary part of the treatment I have laid down, and it would be 
well for all to try what may be effected by diet and exercise, before they resort to 
alkalies, which may in some cases, perhaps, be the cause of an increase in the quantity 
of uric acid. This appears to be the opinion of PELoUZg, in his last report.” (p..45.)] 


2013. Gravel which is formed of cystic oxide requires the same treat- 
ment as uric acid, especially in reference to dietetics (1). In oxalate 
of lime gravel all vegetable food should be withheld, according to 
MacGeEwpie, but according to Prout the treatment must agree with that 
for uric acid gravel. After what has been already said (par. 1993) of 
the origin of gravel from oxalate of lime, both modes of treatment may 

e 


TREATMENT OF. 537 


be proper (2). In phosphate of lime gravel the increased constitutional 
irritability in general, and that of the urinary organs in particular, must 
be diminished by opium, by hyoseyamus, and the like, in combination with 
tonic remedies. At the same time acids, especially the hydrochloric, must be 
used, and if that cannot be borne, citric or carbonic acid. Much drinking, 
which is usually recommended to favour the solution of the phosphates, is 
in reality hurtful, and increases the already too great irritability of the 
kidneys and bladder. In the use of acids, however, it must be remem- 
bered that if the patient use more than is necessary for neutralizing the 
alkaline condition of the urine, and for dissolving the earthy salts which 
are deposited, the white gravel indeed disappears, but, in its stead, uric 
acid gravel is formed from the precipitation of the uric acid, in conse- 
quence of the acid state of the urine. The bowels should be kept open 
with gentle, but not saline medicines; the living should be strictly 
attended to: the patient should take easily digestible meat, light puddings, 
which seem more proper than the use of vegetables, and food destitute of 
azote, although, according to MaGEnpiE and CHEVREUIL, the phosphates 
are diminished in the urine of carnivora by such diet. If any organic 
disease of the urinary passages or of the spinal marrow accompany phos- 
phatic gravel, a proper treatment should be had recourse to. 


[(1) With regard to the medical treatment of the sediment from cystic oxide, Prout 
observes, that it “ will depend on circumstances. In the first place, great care should 

be paid to the digestive functions, and if the urine be acid, the alkalies may be taken 
' with advantage ; on the contrary, if alkaline, the muriatic acid, indeed the latter, if the 
irritation present would permit it, might, perhaps, in all cases be employed advan- 
tageously, not only with the view of retaining the cystic oxide in solution, but of 
inducing the lithic (uric) acid diathesis. From the diseased state of the kidney, also, 
with which this diathesis seems to be so frequently associated, local counter-stimuli will 
be likely to be serviceable.” (p. 169.) 

(2) ‘* The absence of urinary sediment, &c.,” in the oxalate of lime diathesis, says 
Prout, “are of a negative character, and lead to no inference where other circum- 
stances are wanting, as is most generally the case. But if there be pain in the region 
of the kidney, and other symptoms of gravel, without any appearance of sediment, and 
if the urine be acid and of the yellow tinge above alluded to, the stomach deranged, 
and an inflammatory diathesis, either general or local, (7. e. about the urinary organs, ) 
be present, and if all these are associated with suppressed gout, or tendency to cutaneous 
disease, the existence of this form of the disease may be suspected, and means imme- 
diately taken to counteract it. Besides the general principles of treatment above men- 
tioned, I have lately adopted another principle, very different indeed from these, but 
which I think I have seen of considerable utility in two or three instances. This has 
been to endeavour to change the diathesis from that of the oxalate of lime to the lithic 
acid. It struck me that, as these two diatheses never appear to exist at the same time, 
if the former could be converted into the latter, that a very obscure disease would thus 
at least be exchanged for one of a more open character. The muriatic (hydrochloric) 
acid was chosen to effect this purpose, (though in some instances it is probable that the 
vegetable acids would answer as well,) and its use was continued till the lithic (uric) 
acid began to be deposited plentifully on the cooling of the urine. The muriatic (hy- 
drochloric) acid is sometimes apt at first to derange the stomach, but notwithstanding 
this, in the few instances in which I have had an opportunity of adopting this plan, it 
has been always ultimately followed with very considerable relief to the patient’s suf- 
ferings, both constitutional and local. * * * It need scarcely be mentioned that this 
plan of treatment requires some judgment and care in its management, and that it 
should hardly in any case be adopted when disorganization or calculus is already sup- 
posed tg exist in the kidney or bladder, or perhaps in very young or very old subjects.” 

. 160=-62.) 

P, In the oxalic acid diathesis,” observes Jonrs, “the oxydizing process is carried a 
step further than it is when the uric acid diathesis exists; but it is still stopped short of 
the extent to which it is carried in the state of health. * * * It is possible that sugar 
and perhaps other substances of the non-nitrogenous class, may, by imperfectly com- 
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bining with oxygen in the body, give rise to oxalic acid; still the oxygen has evidently 
a much stronger affinity for the non-nitrogenous than for the nitrogenous substances in 
the body, and thus the process of oxydation is far more frequently incomplete in the 
latter than in the former; so that we should expect oxalic acid generally to arise from 
the insufficient oxidation of the uric acid, and much more rarely from sugar; and the 
alternation of this substance with uric acid in calculi, and the ease with which it is 
formed from uric acid, leads to the belief that this is the usual origin of oxalic acid. 
The free oxalic acid passing off by the kidneys, meeting with the phosphate of lime, 
which is secreted both by them and by the mucous membrane of the urinary passages, 
decomposes it, and oxalate of lime is the result. The same thing happens when oxalic 
acid is taken, as such, in the food; if free, like tartaric acid, it passes off at the kidneys, 
and combines with the lime which it afterwards meets with. If taken in combination 
with alkalies, like tartaric acid, it would probably be decomposed. The causes, then, 
of this disease are in most cases similar to the causes of the uric acid diathesis ; both 
diseases may be referred to insufficient oxidation, and the treatment must consequently 
be the same in both.” (p. 71-3.) 

“Tt is highly probable that an excess of lime in the system may induce the formation 
of oxalic acid, but some lime is necessary for the bones and the membranes, and it is 
taken into the system in all solid and liquid food. Now, though it is impossible to 
obtain food absolutely free from it, and thus to hinder all formation of fresh oxalate of 
lime, still by rendering it as free as possible, the rapid increase of a calculus may be 
prevented. Perhaps of all substances, water is the easiest to render pure, and it is 
that which usually contains most lime. On this account, in the oxalic acid diathesis, 
distilled water should always be used in everything for which common water is em- 
ployed in the state of health. When distilled water cannot be obtained rain water 
would be the best substitute; and when this is not to be had, then that which has been 
purified as already mentioned. * * * This treatment is merely palliative, and the 
curative treatment must be directed to the oxalic acid and not to the lime.” (p. 74.) 

(8) “The principles of treatment in both forms of the phosphatic deposit are,” says 
Prout, “the same, and differ only in degree. The particular indications of cure 
seem to be to diminish the unnatural irritability of the system, and to restore the state 
of the general health, and particularly of the urinary organs, by tonics, and other 
appropriate remedies. In severe affections, especially of the amorphous class, opium, as 
far as my experience has hitherto extended, is the only remedy that can be employed 
with much advantage to fulfil the first indication. This must be given in large and 
repeated doses, such as from gr. i. to gr. v., or more, two or three times a day. Under 
this plan the more distressing symptoms will commonly be speedily relieved ; and 
now, in conjunction with opium, (in more moderate doses if the state of the disease 
will permit,) the mineral acids, cinchona, uva ursi, different preparations of iron and 
other tonics may be had recourse to; or if the mineral acid should disagree, the citric 
acid may be taken instead. There may be also applied to the region of the loins, 
a large pitch, soap, or galbanum plaster, which frequently seems to afford considerable 
relief to the distressing pain there felt; or if the symptoms are unusually severe, and 
connected with manifest local injury, setons, or issues, may be instituted in the back. 
*** The bowels are most frequently constipated; but purgatives of the more active 
class must be given with caution. Saline purgatives, more especially those containing 
a vegetable acid, as the Rochelle salts, the Seidlitz powders, &c., must be avoided, and 
recourse had to small doses of castor oil or laxative injections. Mercury, in all its 
forms, and particularly when pushed so far as to produce its specific effects on the 
constitution, seems capable of doing a great deal of mischief, when the phosphates 
are concerned, more especially in the severer forms of the affection; and if from 
other causes it be judged proper or necessary, as the least of two evils, to administer 
this remedy, its exhibition must be managed with caution, and its effects closely 
watched. Perhaps the best mode of exhibiting it in such cases is to combine it 
with opium, or with a purgative, in some instances. I cannot help thinking, however, 
that in very severe forms of the affection, its use had better be omitted altogether, 
till the more distressing symptoms have somewhat yielded, and the patient has 
recovered a little strength. Alkaline remedies of every description must be most 
carefully avoided, their use, in every point of view, being most mischievous, when 
the phosphates are concerned. Indeed, all remedies that act as diuretics, should, 
in general, be shunned, and the patient should be prohibited from drinking too 
much. With respect to drinks in general, they should be of a soothing demulcent 
character, and prepared with distilled or the softest water that can be procured, 
as hard waters are literally poison in this form of disease. In less severe cases, 
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where the source of irritation is chiefly confined to the urinary organs, and where the 
constitution is sound, and the strength not remarkably reduced, similar means may 
be had recourse to: though optwm, to the above extent, is seldom necessary or proper. 
In such cases, the hyoseyamus is an excellent remedy, especially when combined with 
the extract of uva ursi ; and more or less, according to circumstances, of the eztr. 
opit; the same is true of the alchemilla arvensis, a strong infusion of which taken 
frequently, sometimes gives great relief. In such cases, also, occasional purgatives, 
especially of the milder class, may be employed with safety and advantage. (p. 182-86.) 

“The diet in severe cases should be of the mildest and most nutritious kind, and 
taken in very moderate quantities at a time. From what I have seen I am certainly 
inclined to advise an animal diet in preference to an acescent vegetable diet, commonly 
recommended ; but I wish it to be understood that no positive directions are given on 
this point; * * * for I am disposed to believe, that in all instances, that diet is 
most proper for a patient, which agrees best with him, and which, in many instances can 
be only known by actual trial; I may give it, however, as my opinion, that all watery 
diet, as soups, &c., should be taken very moderately. If the patient has been accus- 
tomed to wine, the Rhine or some of the lighter varieties of French wines will be 
preferable, Cider and perry may be also taken, if they do not disagree. I wish it to 
be understood, however, that the use of these is not particularly recommended. But 
these and everything else that can be done for a patient in this state, are of very little 
use, if the mind cannot be set at rest, The influence of mental anxiety is really 
astonishing in this disease ; and absence from care, the exhilarating air of the country, 
and such exercises as are consistent with the patient’s condition, will, perhaps, more than 
any thing else, contribute to the cure, particularly in the slighter cases, and when the 
cause is not local injury.” (pp. 186, 87.) Jonxs observes that, in the palliative treat- 
ment of these complaints, “the first object must be to cause the phosphates to be retained 
in solution: this is effected by rendering the urine acid, which is most easily done by 
any vegetable acid, as tartaric, citric, acetic acids. It was found by the experiments of 
WOoEHLER, on men and dogs, that if any of these acids are taken ina free state, that is 
not in combination with an alkali, they pass through the blood unchanged, and appear 
as acids in the urine. Why they should not be oxidized, as they are when in combina- 
tion with alkalies, is at present unknown. * * * The dose of these acids should 
be gradually increased till the urine becomes again acid to test paper, when great care 
must be taken not to render it so much so as to cause precipitation of uric acid. * * * 
It has also been found, by experiment (a), that the strong mineral acids possess no 
power to render the urine acid; probably their strong affinity for the soda in the blood 
causes it to leave its combination with the albumen; and thereby salts of soda would be 
formed, and the acids would pass off by the kidneys as neutral salts. * * * Our 
chief attention must be directed to the removal, if possible, of the cause of the 
alkalescence which constitutes the curative treatment; this may be most beneficially 
joined with palliative measures. If the alkalescence arises from the altered mucus 
thrown out by an inflamed bladder, when the inflammation is cured, the acidity will 
return, the deposit cease. If the irritation of a stone causes the secretion of mucus or 
hinders the emptying of the bladder, the stone must be removed. Ifthe alkalescence 
proceeds from weakness, it is only by restoring the general health that the urine will 
permanently regain its natural condition ; though for a time, and for a time only, much 
evil may be hindered by the use of vegetable acids.” (p. 86-8.)] 


II.—OF STONE IN THE KIDNEYS. 
(Calculus Renalis, Lat.; Nierenstein, Germ.; Calcul Rénal, Fr.) 


Hevin, Recherches historiques et critiques sur la Nephrotomie; in Mém. de I’Acad. 
de Chirurgie, vol. iii. p. 238. > 


Troga, Ueber die Krankheiten der Nieren und der tibrigen Harnorgane. Leipzig, 
1788. 


ComparreE, J. N., Dissertat. sur l’Extirpation des Reins. Paris, 1804. Ato. 
Ere, Henry, On Renal Calculi; in Med.-Chir. Trans., vol. xi. p. 211-18. 
2014. In the ealices and pelvis of the kidney, stones may be formed of 
different shape and nature, singly, crowded together, or as one very large 
(a) Berzexius’s Handbook, p. 467. 
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mass, distending the cavities of the organ, in which case, the substance o1 
the kidney is diminished by absorption. The chemical nature of renal 
stones varies; they most frequently, however, are composed of uric acid. 


[In rare cases, a stone in the kidney, if very large, may be felt through the loins. A 
case of this kind occurred to the elder CLINE, who would have operated, had the pa- 
tient’s health permitted (a). 

Prov accounts for the formation of uric acid stones in the kidney in the following 
way :—“ The kidney is made up of a congeries of similar parts, or little kidneys, if we 
may use the expression, each one of which is independent of the others in its structure, 
and may therefore, probably, independently of the others, become more or less deranged 
in its functions. Let us suppose one or more of these little kidneys similarly deranged 
to the others, but in a greater degree, so as to secrete very little water, but a large pro- 
portion of lithic (uric) acid. In such a case, the lithic (uric) acid must be obviously 
separated in that peculiar semifiuid condition, or state of hydrate, which it is well known 
to be readily capable of assuming. In this state it is bulky, and may thus occupy the 
whole of the infundibulum in which it has been deposited ; or the quantity may be sup- 
posed to be sometimes so great as to be partly protruded, in a similar state, into the 
common receptacle or pelvis of the kidney. After remaining in this state for a greater 
or less time, crystallization may be supposed to take place; the semifluid mass will 
now be much diminished in bulk, and perhaps reduced to the form of a congeries of 
crystals easily separable from one another, and thus pass off in the form of gravel; or 
what may easily be supposed to take place, (especially when the lithic acid is very im- 
pure, and combined with a larger portion of the other matters than usual,) it may assume 
the form of an imperfectly crystallized or amorphous. mass, and thus constitute a 
nucleus possessing these characters: or something between the two extremes may take 
place—the plastic mass may separate partly into crystals, and partly remain an amorphous 
mass, enveloping these crystals; in which case, a mixed kind of nucleus will be 
formed.” (pp. 207, 208.) 

BropiE (0) observes, that uric acid stones occur “ most frequently in those who have 
led luxurious and indolent lives; and who previously have been subject to deposits of 
lithate of ammonia, or of lithic acid sand, in the urine. It is this class of individuals 
that is especially liable to gout, and there is an evident connexion between these two 
diseases. A patient may have been in the habit of voiding lithic (uric) acid calculi ; 
he becomes affected with the gout, and the formation of the calculi ceases. In a few 
cases the two diseases go on together. Some persons void a great number of this kind 
of lithic acid calculi. I am almost afraid to say how many I have known to be voided 
by one individual—probably some hundreds, of all varieties of size.” (pp. 224, 25.) 

«“T have had fewer opportunities of examining renal calculi composed of oxalate of 
lime,” says Prout, “from their being comparatively more rare. Sometimes they are 
formed on a primary nucleus of lithic (uric) acid. In one or two instances, I have seen 
them contain in their centre an irregular cavity, formed apparently by the agglutination 
of several imperfectly globular-shaped plastic masses round a substance which had sub- 
sequently been entirely removed, or had disappeared by drying ; the whole being after- 
wards surrounded by concentric lamina of the same substance. It may, perhaps, appear 
difficult to conceive how a substance so insoluble as oxalate of lime can exist in a plastic 
state, or form a calculus at all; since, in our hands, this salt occurs only in the state 
of a powder, and seems incapable of concreting or assuming the crystallized form. 
Perhaps the circumstance may admit of an explanation, by supposing that a solution of 
oxalic acid, nearly in a saturated state, and in union with a little lime, is secreted by a 
portion of one of the kidneys, instead of the lithic (uric) acid in the former case; that 
this, enveloped in the usual animal matters, passes from the infundibulum into the pelvis 
of the kidney, and there meeting with the lime naturally contained in the urine secreted 
by the other parts of the kidney, instantly combines with it, and forms the compound 
in question; and that from the peculiar manner in which it is formed, and the abund- 
ance of animal matters present, it may be able to exist for some time at the temperature 
of the human body in a plastic semifiuid state, before the whole concretes into a solid 
mass. Whether this supposition be admitted or not, which is a matter of no importance, 
the facts are certain, that oxalate of lime not only does sometimes exist as an amorphous 
mass in renal calculi, but occasionally in the form of crystals also; a circumstance still 
more difficult to explain, except on some such supposition as the above.” (pp. 209, 210.) 

Bropre also observes:—* Calculi of oxalate of lime are much more rare than 
those of lithic (uric) acid. It is not merely that the disposition to form them exists 


(a) A. Cooren’s Lectures, vol. ii. p. 222. (b) Above cited. 
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in fewer individuals, but that where it does exist they are not generated in the 
same number as the lithic (uric) acid calculi. A patient may void one of these 
calculi, and never void another, or he may void a second after the lapse of many 
years. In one instance, however, in examining a body after death, I discovered as 
many as five or six in one kidney: extensive suppuration and complete disorgani- 
zation of the glandular structure of the kidney; and this local disease was the im- 
immediate cause of death.” (p. 225.) 

“ Calculi of cystic oxide,” Prout states, “are extremely rare. From what has been 
already quoted on this subject, there is reason to conclude that they generally originate 
in the kidneys. I have only had an opportunity of examining two specimens of this 
species of calculi, with reference to their primary nuclei ; in one of these the nucleus 
consisted of a small triangular amorphous mass, apparently of the same matter as the 
rest of the calculus, though a little deeper coloured. In the other, no distinct nucleus 
could be discovered.” (p. 210.) 

The rarity of renal stones composed of the phosphates, Prout considers as depending 
“on various circumstances. In the first place, this form of the disease is seldom original, 
but consequent to others; and the system appears to be affected generally, rather than 
the kidney locally, as in the other forms of the disease. In the second place, the large 
flow of urine, and the consequent hurried state of action to which the kidneys are neces- 
sarily subject, may be justly considered ‘as unfavourable to the formation of renal 
calculi. In some instances, however, as before stated, calculi composed of the phos- 
phates are actually formed in the kidney; but in every instance of this description, the 
particulars of which I can trace, it has occurred only in very severe and obstinate cases 
of the phosphatic diathesis.” (p. 211.)] 

2015. The diagnosis of renal stones is for the most part doubtful, as 
the symptoms which they produce are very various. Sometimes they 
cause no pain; often the patient feels an oppressive, dull, straining pain 
in the region of the kidney, which sometimes ceases and then recurs, is 
diminished by rest, and increased by jolting movements of the body. 
With pointed, angular stones, the pain is severe and tearing, extending 
towards the groins and testicles. Not unfrequently inflammation of the 
kidneys occurs with all its symptoms. The urine is often mixed with 
blood, mucus, pus, and sand. 

[“ Sometimes,” says Brop1x, “calculus in the kidney may be said to cause no 
inconvenience at all, so that calculi are found in the kidney after death, the ex- 
istence of which had never been suspected during the patient’s lifetime. In other 
cases, the patient complains of pain in the loins, and the urine is occasionally tinged 
with blood, especially after any jolting exercise, such as riding on horseback.” (p. 233.) 

AsriEy Coorer observes, that “the presence of a stone in the kidney is sometimes 
manifested by extreme irritability of the bladder,” of which he mentions an instance, in 
a male, that had existed for a great length of time without being relieved by treatment. 
After death, “no disease of the bladder or urethra was found, but a large stone was dis- 
covered in the kidney.” (p. 221.) Bropre relates a similar example in a female, but 
in this case, “the urine deposited what appeared at first to be a muco-purulent secretion, 
but afterwards had all the characters of true pus, like that from an abscess.” After two 
or three years, symptoms of a stone passing through the ureter came on; a large stone 
was voided by the urethra, and the original symptoms were relieved. (p. 68.)] 

2016. Stone in the kidney is a tedious and painful disease. If only one 
kidney be affected, there is less danger to life than if stone exist in both 
kidneys. If inflammation of the kidneys arise, it may cause death by its 
severity, and by the complete suppression of the urine, or it may go on to 
suppuration, and the pus may be discharged either by the ureter, or it may 
form a fluctuating tumour in the loins. 


[« In the majority of cases,” says Broprr, “a calculus of the kidney finds its way into 
the bladder soon after its first formation ; but in other cases it remains for a consider- 
able time in the kidney, being at last dislodged by some accidental circumstance ;” of 
which he mentions a good example, of a gentleman whose urine had been occasionally 
tinged with blood ; having been overturned in a carriage, he soon after found himself 
unable to make water, but after some straining, a renal calculus, which seemed to have 
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the form of one of the infundibula of the kidney, was projected with no small degree 
of force, and the urine flowed in a full stream.” (p. 233.) 

Instances of abscesses in the loins, by which stones from the kidney have been either 
extracted or discharged, are mentioned by HEVIN (a), and by AstLEY Cooper, in whose 
patient they were composed of the ammonia-magnesian phosphate (6). Brop1E also 
mentions the case of a woman who had abscess in the loin, which after death was found 
communicating with a large collection of irregular-shaped stones in the kidney (c). 

A stone remaining in the kidney may be snapped in two by the person making use 
of any unaccustomed exertion, of which my friend Crisp has mentioned to me the 
followiittg example :—A medical man whilst jumping over a flower bed, dropped down 
suddenly with intense pain in the loin, which continued for two or three hours. He 
died a few months after of heart disease and other lesions, and on examination of his 
body, a stone was found in the kidney of irregular oblong form, which was separated 
transversely into two nearly equal halves.—J. F. 8.] 


2017. The treatment, when the object is the solution of the renal stone, 
or the getting rid of the disposition to lithogenesis, must be guided by 
the rules already laid down (par. 2011-13.) It is in general confined 
only to lessening the symptoms, by blood-letting, mild mucilaginous drinks, 
antispasmodic remedies, baths, rubbings and the like (1). 

The removal of the stone by cutting (Nephrotomia) can only be 
undertaken, when an cedematous, or fluctuating swelling, or a fistula has 
formed in the loins. Having opened the abscess, its bottom must be ex- 
amined with the finger or the probe, and if a stone be met with it must 
be removed, after enlarging the wound, if it be too confined. If there 
be a fistula leading down to a stone, it must be properly enlarged with 
sponge tent or with a bistoury. If the stone be fixed, its extraction must 
be postponed till it has become somewhat loose. Oftentimes a superficial 
suppurating cavity is found between the muscles and the skin, from which 
an opening leads to the abscess in the kidney. The wound, whether or 
not a stone be found, should be kept open with wads of lint attached toa 
thread, as long as stones are formed in the kidney, or the diseased secre- 
tion exists in the urine (2). 


[ (1) “If there be symptoms,” says Broprz, “ which lead you to suspect that a stone 
is lodged in the kidney, it is of course desirable that it should be made, if possible, to 
pass into the ureter, before it has attained such a size as to be incapable of being con- 
veyed along the canal into the bladder. Horse exercise, especially hard trotting, in such 
a case generally produces bloody urine. This shows that the calculus is made to un- 
dergo some change of position, and whatever produces this effect, is, of course, favour- 
able to its escape from the kidney.—! With due respect to this high authority, I should he- 
sitate in advising horse exercise, or any other violent effort to excite change of place in 
the stone, for fear of setting up active inflammation in the kidney, already irritated by 
the pressure of stone, and which might not be very easily or certainly repressed.— 
J. F. s.}—It is reasonable to suppose, that medicines which occasion a more abun- 
dant flow of urine, combined with diluting drinks, may also be useful under these 
circumstances. Where a calculus retained in the kidney produces considerable pain in 
the loins and neighbouring parts, the patient will sometimes derive benefit from local 
blood-letting, by cupping, or by leeches. At other times the application of the bella- 
donna plaster. You may also employ setons and issues in the loins, as recommended 
by Ear.E (d). According tu my experience, however, the last-mentioned remedies are 
seldom very useful, except in those cases in which disease of the kidneys, and especially 
abscess of the kidney, has taken place as a consequence of the lodgment of the calculus. 
That they are sometimes eminently useful, under these last-named circumstances, I 
cannot doubt.” (p. 241.) 

‘When the inflammation of the kidneys is supposed to be connected with the pre- 
sence of renal calculi,” which is by far the most frequent occurrence, PRouT recom- 
mends, “in connexion with general blood-letting or cupping (if necessary) and the warm 

(a) Mem. de VAcad. de Chirurgie, vol. iii. b) Lectures, vol. ii. p. 222. 
p. 266. c) Above cited, p. 69. 
(d) Med.-Chir. Trans., vol. xi. p. 211. 
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bath, calomel in active doses, which, when the constitution is otherwise sound, may be 
employed with great advantage, especially if it be immediately followed or accom- 
panied by the use of hyoscyamus in pretty large doses, so as to ensure the anti-spasmodic 
effects of the latter on the system; and when the urine is high-coloured and acid, the 
purgative effects of the calomel may be increased or kept up by the use of some of the 
diuretic purgatives, such as the neutral salts, and particularly the tartarized soda. This 
plan may be pursued for a greater or less time, according to the circumstances of the 
patient ; and will, in favourable cases, be followed by the expulsion of the caleulus from 
the kidney, without the severe symptoms commonly accompanying its descent down 
the ureter.” (pp. 219, 20.) 

(2) Inconnexion with the subject of stone in the kidney, the following observations 
of Bropik on what he considers to be 

Gouty Inflammation of the Kidney are worthy of particular notice. “A class of 
cases you will occasionally meet with,” says he, “ among the affluent classes of society, 
the symptoms of which bear no small resemblance to those just described, although 
they have a very different origin; and the diagnosis of which is of no small im- 
portance in practice. The persons liable to be thus affected are those who lead in- 
dolent lives, indulging themselves, at the same time, in all the luxuries of the table. 
There is pain in the loins, often very severe, extending downwards to the groin; the 
urine is scanty and high coloured, depositing, as it cools, an abundant red or 
yellow sediment (lithate of ammonia.) So far the symptoms a good deal resemble 
those produced by the passage of a calculus down the ureter; but the absence or 
pain in the testicle, of sickness and faintness, and the presence of no small degree 
of symptomatic fever, enable you to distinguish the two orders of cases from each 
other. The effect produced by the remedies will assist you in your diagnosis. The 
symptoms which have been just described are of a gouty origin, and yield almost 
immediately to a free exhibition of colchicum; which, however, it is generally more 
prudent not to administer until after the bowels have been emptied, by the exhibition of 
some grains of calomel, followed by a draught of infusion of senna with the sulphate 
of magnesia, or some other saline aperient.” (p. 232.)] 


III.—OF STONE IN THE URETERS. 


(Calculus Uretericus, Lat.; Stein in den Harnleiter, Germ.; Calcul engagé dans 
Curetére, Fr.) 


2018. When a stone descends from the kidney into the ureter, more or 
less violent symptoms arise, in proportion as the passage of the urime 
through the ureter is completely or partially prevented. Pain comes on 
which descends from the kidney to the pelvis, and the patient often feels 
distinctly the gradual progress of the stone. The ureter is often consi- 
derably distended by the urine collected above the stone. Symptoms of 
stone in the kidney will also have been previously observed. When the 
stone escapes from the ureter into the bladder, the symptoms quickly 
subside, and those of stone in the bladder arise (1). 

The treatment is precisely similar to that for stone in the kidney, and 
for ischuria ureterica (2). 

(1) “‘ The time occupied by the passage of the calculus along the ureter varies in 
different cases,” says Brop1xE(a), “according to the dimensions and figure of the calculus, 
and the impulse which it receives from the current of urine behind it. Sometimes the 
calculus may reach the bladder almost immediately ; at other times it may be lodged in 
the ureter for many hours, or even for two or three days. Where the passage of it is 
thus protracted, the parts to which the pain is sympathetically referred, become tender 
to the touch, and the testicle not unfrequently is actually inflamed and swollen, the 
inflammation of it continuing for some time after the cause which produced it had 
ceased to operate. * * * The pain is often very severe, and in that case attended 
with sickness and vomiting, prostration of strength, cold extremities, a feeble pulse, 
and a pallid countenance; in short the patient is what is commonly called in a state of 
collapse. ‘These symptoms are followed by pain referred to the inside of the thighs 
and the testicle; and frequently the testicle is drawn upwards to the groin by a 


(a) Lectures in London Med. Gaz., vol. viii. 
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spasmodic contraction of the cremaster muscle; no relief is experienced until the 
calculus has escaped from the lower orifice of the ureter, and entered the bladder; but 
as soon as this has happened, the patient’s tortures, for they truly deserve that appella- 
tion, are at an end. (p. 66.) It seldom happens that the excretory duct of the kidney 
is completely obstructed, but when it is so the necessary consequence is that the urine 
becomes accumulated in the infundibula, and that these become dilated to a large size, 
forming membranous cysts; while the glandular structure of the organ is expanded, 
and in a great measure absorbed from the pressure which is thus exercised upon it. In 
some cases, you find at last the kidney converted into a large membranous bag, on the 
surface of which scarcely a vestige of the glandular structure is perceptible, while the 
interior of it is composed of a number of cells communicating with each (other, and all 
containing urine.” (p. 68.) 

“ But a calculus (a) may be of such size as to be stopped in its passage to the bladder, 
and retained in the ureter. One might suppose, that under these circumstances, the 
ureter would become more and more dilated, and at last burst, as the urethra bursts 
behind a stricture. I cannot say this never happens; and indeed MorcGacni quotes 
a case from another writer, in which there is reason to believe that such an event 
actually occurred. However, this is not the constant order of events, as the following 
case, which occurred to Brop1E, will prove; a person for several years had been 
subject to the formation of renal calculi, which were passed by the urethra. At last, 
however, an attack came on, no stone passed, and he ceased to void urine ; a catheter was 
passed, but no urine flowed ; the patient became comatose, and died ten or twelve days 
after.’ In one kidney there were several calculi; there were none in the other. In 
the latter and in the upper part of that canal, there was a calculus, as it were wedged in, 
of about the size of a horse bean. A patient died also under TRAVERs’s care, with the 
same symptoms, having each ureter where it arises from the pelvis of the kidney com- 
pletely obstructed by a calculus.” (pp. 241, 42.) 

Persons may also die from suppuration oceurring in the kidney, whilst its escape is 
prevented by a stone blocking up the ureter. A case of this kind is related by AsTLEY 
CoorEr (6) as having occurred to the elder Ci1nE ; he had operated on a boy for stone 
in the bladder. “The boy had recovered from the operation, when he was seized with 
rigors, great pain in the course of the ureter, and vomiting; a swelling formed just above 
the seat of the cecum, in the right iliac fossa, which gradually increased, and the boy’s 
constitution quickly gave way. On examination after death, the pelvis of the kidney 
and the ureter were found distended with matter; and at the end of the ureter near the 
bladder, a stone was discovered, which had prevented the escape of the urine and matter 
into the bladder, and thus occasioned death.” (p. 225.) He mentions also the case of a 
woman who “ had great pain in her loins, and tenderness in her abdomen, with so much 
fever, that she did not live long. * * * Uponmaking an incision into the abdomen, 
there issued a strong urinous smell, and a watery fluid mixed with matter. The intes- 
tines were inflamed and adherent; the bladder was small; one kidney was much 
enlarged, and the other unaltered; the ureter of the enlarged kidney was greatly 
increased in size, and full of matter; it was completely closed at the lower part by a 
calculus, and had given way above, so as to allow of the escape of the urine and matter 
into the abdomen.” (p. 226.) He also relates one case in which a stone stopped for some 
time in the ureter, and the latter having become adherent to the colon, ulceration ensued, 
and the stone was discharged by stool; and another where “an abscess formed near the 
anterior superior spinous process of the tlium from which a calculus and a quantity of 
matter were discharged, and the patient recovered.” (p. 227.) 

(2) As to treatment, Ast.ey Cooper recommends large bleeding, warm bath, 
opium, liquor potasse, to allay irritation, and the abdomen to be fomented, and gently 
rubbed from above downwards to assist mechanically the passage of the calculus. 


(p. 227.)] 


IV.—OF STONE IN THE BLADDER. 
(Calculus Vesicalis, Lat.; Harnblasenstein, Germ.; Calcule Veésical, Fr.) 


2019. Stone in the urinary bladder is either primarily formed in the 
kidney, and enlarges in the bladder, or it forms in the bladder, as in 
incrustations on foreign bodies. The variety of stone in the urinary 
bladder is very great, as regards shape, size, number, and position ; and 
on these, in part, depends the severity of the symptoms which it excites. 


(a) Lectures, at the head of this article. (6) Lectures, vol. ii. 
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[Caleulous disorders,” observes Bropre, “ prevail differently in different classes of 
society, among individuals of different ages, and in different climates and districts, 
Among the lower classes, children are much more liable to calculi than adult per- 
sons. You know how large a proportion of our hospital patients admitted for litho- 
tomy are children. On the other hand, in private practice, that is, among the 
upper classes of society, very few of our patients are children, and the great 
majority are persons above fifty years of age. Nor are these things of difficult 
explanation. The great majority of calculi are originally composed of lithic 
(uric) acid, that is, have a lithic acid nucleus. * * * In all classes, persons of a 
middle age are less frequently affected by stone in the bladder than those who are 
younger or older.” (p. 253.) 

These observations are confirmed by the following analysis of three hundred and 
fifty-four cases, between the ages of two and of seventy-nine years, which has been given 
by Smrrs, of Bristol (a), together with the results of the operation, which was per- 
formed on all, seven only of the number being females, of whom two were under 
ten years, three between ten and twenty, one between twenty and thirty, and one 
between thirty and forty. 


Anatysis of 354 Cases of Lithotomy. 
“135 from 2 years to10; Cured, 106; Died, 29, or one death in 43 


65 10 20 52 13 5 
35 20 30 30 5 7 
34 30 40 27 7 5 
37 40 50 26 11 3 
28 50 60 29 6 42 
18 60 70 11 7 Qt 
2 70 79 1 1 2 
354 275 79 41” 


SmiTH estimates the number of stone-operations in the provinces at 90; in the 
London hospitals, at 47; and in London private practice, at 30; making a total of 
167: in the whole of Scotland, at 12; in Ireland, the same; and that, if we take 
the whole in round numbers at 200, we shall have the very extreme point of cal- 
culous cases for our whole population. He also notices the curious fact, that certain 
districts abound in cases; whilst, in others, the disease is scarcely known. “Let us 
instance Norfolk and Hereford; and again, it is a surprising truth, that in the 
hospital at Norwich alone, the numbers are as great as either in all Ireland or 
Scotland.” (p. 50-2.) Whilst in the County Hospital at Hereford there had not 
been a single stone-patient in the course of forty-five years. Sailors appear to be 
remarkably free from stone in the bladder, as from A. CopLanp Hurcutnson’s (b) 
account; only eight cases occurred in the course of fifteen years in the navy, during 
which period the average annual number of men in the service was 132,000. And 
he asks two questions—first, that it appearing “seamen, who have rarely oppor- 
tunities of indulging in the use of malt liquors, are, in great measure, exempt from 
urinary concretions, whether all kinds of fermented liquors be not favourable to 
the production and accretion of such disorders ?” second, “ may it not, therefore, 
happen, in the instance of seafaring men, that the peculiarities of their regimen, and 
especially the great quantities of muriate of soda they habitually take with their food, 
contribute to produce this effect?” (p. 453.)] 


2020. In regard to the form of stone in the urinary bladder, what 
has been already stated in general (par. 2005) applies here also. In 
most cases, especially when there is but a single stone, it is oval, and some- 
what flattened on both sides; its surface smooth, bossed, or angular, and 
often with facettes of various forms (1). Its size usually varies between 
that of an almond and of a hen’s egg; it may, however, be much 
larger (2). In general, there is only one stone in the bladder ; but, 
sometimes, several, even as many as a hundred, exist at the same 
time (3). In such cases, the stones, as already remarked, are, in some 
places, smooth, ground away, and variously formed, by lying against 


(a) A Statistical Inquiry into the frequency of () On the Comparative Infrequency of Urinary 
Stone in the Bladder in Great Britain and Ireland ; Calculi among Seafaring People ; in Med.-Chir. 
in Med.-Chir,. Trans., vol. xi. p.1. 1820. Trans., vol. ix. 1818. 
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each other. According to their chemical composition, they vary in 
reference to their firmness, colour, and the like. In most instances, 
the stone lies loosely at the bottom of the bladder; but not unfre- 
quently it is attached at one place, which may occur in different ways, 
First. The stone sticks in the orifice of the ureter, or, in escaping from 
the ureter, it slips between the membranes of the bladder, and en- 
larges, so that it lies in a cavity of its own, which communicates with 
the bladder itself by a roundish opening. Second. It lies in a diverti- 
culum of the bladder, or in a hernia of the bladder (4), Third. In many 
persons the inner surface of the bladder has a peculiar net-like disposi- 
tion, by which fan-shaped hollows are formed; and if the formation of 
a stone begin in one of these, the hollow is gradually enlarged, and 
the stone is, for the most part, overspread by the internal coat of the 
bladder. In proportion as the stone increases, the enclosing mem- 
brane stretches, so that it is connected to the other part of the bladder 
merely by a neck (5). Fourth. Stones, which form in the prostate 
gland, may partially project into the bladder. %fth. In consequence 
of the irritation of the stone, and the inflammation depending thereon, 
false membranes are formed by the exudation of plastic lymph, which 
partially cover the stone. 

Stones which are enclosed and held fast in one of the above ways (Calculi 
saccati, Lat.; Umschlossenen und festgehaltenen Steine, Germ. ; Cal- 
culs enchatonnés, Fr.) must be distinguished from the so-called adherent 
stones, (Caleuli adherentes, Lat.; Angewachsenen Steine, Germ.; Cal- 
culs adhérens, Fr.,) a term which can only apply to those cases in which 
excrescences, fungus, and polypi of the bladder become incrusted (q@). 


[(1) In reference to those stones occasionally met with, and which being contracted 
in their middle, have scmewhat the shape of an hour-glass, TayLor (6) observes:— 
«It has been conjectured that in such cases they have been partly lodged in the 
orifice of the ureter or in a pouch of the bladder, and that the growth of the calculus 
has continued unobstructed at the two extremities, while it has been prevented in the 
middle by the constriction of the orifice. But the deposition of crystals, even on the 
constricted portion, seems scarcely consistent with this explanation, unless it is con- 
ceived that they were deposited after the calculus had escaped into the cavity of the 
bladder.” (p. 83.) 

(2) 'The size of stones is very variable. The largest stone is, I believe, that from 
Sir WALTER OGILVIE, which is in the College Museum H 2, consisting of mixed 
phosphates ; it weighs forty-four ounces, measures sixteen inches around its long axis, 
and fourteen around its short axis. Its origin seems to have been traced to his 
having received a blow in his back from the boom of a vessel, when twenty-three 
years of age; in consequence of which it was necessary to draw off his water with 
a catheter for two months; and for a twelvemonth after he was obliged to keep in 
bed, in a horizontal posture; his bladder, however, recovered its powers. Twenty 
years after, symptoms of stone having appeared, and sounding having led to the 
belief in the existence of a large stone, the operation was advised, but not assented 
to. He continued to become worse, and towards the latter end of his life he could 
“make no water, without standing almost on his head, so as to cause the upper part 
of his bladder to become the lower, and this he was obliged to do frequently, some- 
times every ten minutes, as the quantity voided each time was less than the measure 
of a wine-glass. At last, however, thirty years after the accident, he was so worn 
out, he was determined to have the stone removed, which could now be felt above 
the pubes, forming a large prominent tumour, and below it prevented the entrance of a 
sound into the bladder. The operation was attempted by CLINE, but no kind of 
forceps could be introduced till a soft part of the stone having been found, some of 
it was broken away with the finger, and then the forceps broke away more, till, 

(a) Housrer, Observations sur les Pierres en- _— above cited, vol. i. p. 59-77.—WattueEr, above 


kystees et adhérentes a la vessie; in Mém. de cited, p. 424. 
Acad. de Chirurgie, vol. i. p. 595,—Drscuamps, (b) College Catalogue, part i. 
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with the aid of the scoop, about a teacupful of fragments was removed ; but the greater 
part of the stone remaining hard and impenetrable, and Sir WaLTErR being much ex- 
hausted, the operation was given up: he died on the tenth day. The stone appeared 
moulded by the bladder; the lower part confined by the bony pelvis, with its im- 
pression, and was smaller than the upper part, which had projected so as to lie on 
the pubes (a). 

Of stones which have been removed, AstLEY CoorpER mentions one in Trinity 
College, Cambridge, which weighs thirty-two ounces and seven drams; a cast in 
St. Thomas’s Museum of ene which weighed twenty-five ounces; another of sixteen 
ounces which he himself removed, but without success; one removed piecemeal, by 
Mayo (6), of Winchester, weighing fourteen ounces and two drams, and measuring 
eight inches and a half in its smallest, and ten in its largest diameter; one in the 
Museum of the Norfolk and Norwich Hospital, of eight ounces. The largest stone 
removed successfully by AstLEy Cooper, weighed near six ounces. SMITH (c) 
mentions a cast in the Bristol Museum, of a stone which weighed ten ounces and a 
half, and measured nearly ten inches in circumference: the patient recovered in 
eleven weeks. In the Museum of the College there is a stone, A ¢ 7, composed of 
three large uric acid stones, cemented together with mixed phosphates, which weighs 
seventeen ounces: it was removed by CHESELDEN, in St. Thomas’s Hospital, from a 
man fifty years of age, but he died the next day after the operation. 

As to the small size of stones, perhaps that of ten grains from a lad of thirteen years, 
and that of a few grains from a boy of sixteen, removed by Martineau (d), may be 
considered among the smallest. 

(3) “ The greatest number of stones I ever extracted in the operation of lithotomy,” 
says AsTLEy Cooper, “ was one hundred and forty two, many of them about the size of 
marbles. A great number of stones does not add much to the patient’s danger in the 
operation ; for it is not the frequent introduction of the forceps, but the violence which 
is used in extracting the stone or stones which produces mischief; thus the removal of 
one large stone, is more to be dreaded than that of many small.” (p. 233.) 

(4) In the Museum of the College of Surgeons, there is a fusible stone which was re- 
moved by Porr (e), from a vesical rupture in a boy of thirteen. “ When six years old 
he was seized with an acute pain about the region of the pubes, which lasted near an 
hour and a half, and suddenly ceasing he became easy. During the time his pain lasted 
he could not discharge a drop of water, though he endeavoured so to do, but as it ceased 
he pissed freely. In a few days after a small tumour was discovered, about the size of 
a pea, in the spermatic process just below the groin; it gave the child no pain, and 
therefore no notice was taken of it.’ When thirteen years old it became troublesome 
from its weight, though he had never any pain in his back and loins, and it was there- 
fore determined to remove it. This was done by a cut through the skin and cellular 
membrane, the whole length of the process and scrotum. which exposed a firm white 
membranous bag or cyst, narrowing upwards, and being followed was found “‘ depend- 
ent from and continuous with a membranous duct, about the breadth of the largest 
wheatstraw, or what it was more like to,a human wreter, which passed out from the 
abdomen through the opening in the muscle.” On dividing this duct, immediately above 
the tumour, four ounces of a clear fluid issued, and the mouth of the cyst expanding, 
presented a stone similar to that found in the human bladder. To decide on the con- 
nexion of the cyst with the bladder, the boy was after some time directed to make water, 
when a large stream of urine flowed through the wound instead of by the urethra. He 
recovered. In the preparation the stone is enveloped in the cyst. 

(5) The case related by Bropre of “an elderly person, who for the most part suffered 
little inconvenience from the disease, but every now and then was suddenly seized with 
usual symptoms of stone and very severe ones too,” seems to be of this kind, except, 
that it does not appear to have had any neck, which as far asI have had opportunity of 
seeing is very rare. He lived three or four years after the detection of the disease, and 
died of pleurisy. ‘On examining the body, I found,” says Brop1®, “ the stone embedded 
in a cyst near the fundus of the bladder. The cyst was formed in this case, not by the 
protrusion of the mucous membrane between the muscular fibres, but by a dilatation of 
both tunicles of the bladder, the muscular as well as the mucous. It was such a rece 
tacle as would be supposed a large calculus which had long been resident in the bladder, 
might gradually have made for itself. The stone was not so closely embraced by the 
cyst as to prevent it occasionally slipping out of it, and I suspect that this actually hap 


(a) Tay or’s Catalogue, part i. p. 11€-19. 
(b) Med.-Chir. Trans., vol. xi. p. 55. 1820. d) Med.-Chir. Trans., vol. xi. p. 407. 
(c) Ibid., p. 15, e) Chirurgical Works, vol. iii. p. 324. 
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pened, and that it was when the stone lay in the cyst, that the patient was free from the 
usual symptoms of calculus, and that his sufferings took place when the stone escaped 
from it into the general cavity of the bladder.” (pp. 258, 59.) 

(6) WickHam (a) relates the case of a boy four years old, on whom he performed 
the lateral operation, and met with some difficulty in extracting the stone; “no untoward 
symptom occurred until about the eighth day, when the water returned. to its accus- 
tomed course, which was attended by severe pain, the boy screaming very loudly at 
each effort to make water. This continued till the fourteenth day, the wound having 
appeared foul and the surrounding parts inflamed for two or three days previously, 
when a substance came away from the wound, having the following appearance. It is 
a cyst, apparently of the same structure as the bladder; its size is sufficient to contain 
the calculus, which weighed two drams; the opening into it is just large enough to 
admit ofits exit, and its whole internal surface is lined with calculous matter, in fact, 
studded with large pieces of calculi. * * *~ I have no hesitation,” says WICKHAM, 
“in pronouncing the substance voided by the wound to be a cyst, in which the stone 
was contained previous to the operation.” (p. 186.) I cannot agree with WIcKHAM’s 
conclusion on this point, as he states (in describing the operation) that “ the stone being 
completely exposed, he passed in the forceps again, and took away the calculus without 
difficulty,” though he had done nothing more than dilating the gorget wound, which he 
thought had not been made sufficiently large, by a very slight effort with bis finger. 
I do not think the stone had been encysted, not even by a false membrane, as here de- 
scribed by CHELtus, but it seems to me corresponding precisely to the following cir- 
cumstance mentioned by Bropre :— It occasionally happens, that coagulated lymph is 
effused from the inflamed mucous membrane of the bladder. The inflamed mucous 
membrane also secretes the adhesive mucus which contains the phosphate of lime. A 
portion of the phosphate of lime thus produced, mixed probably with some of the triple 
phosphate from the urine, is deposited on the lymph, and thus the incrustation takes 
place. It corresponds exactly to the incrustation of the wound of the perineum, which 
occurs after lithotomy, where the operation is followed by the secretion of the same 
ropy mucus from the bladder.” (p. 260.) 

Bropie speaks of “a class of cases which, being of rare occurrence, do not seem, in 
the present state of our knowledge to be of much practical importance,” and quotes from 
a letter of HErsTER (0b), “ the history of a patient who, having for a considerable time, 
laboured under the symptoms of stone in the bladder, began to void by the urethra 
what had all the appearance of portions of a larger calculus, broken down into fragments 
of various shapes and sizes. The number of these fragments at last amounted to more 
than two hundred, and now the discharge ceased, the symptoms at the same time having 
subsided, and the patient being restored to perfect health. In this instance, the dis- 
charge of the fragments of the calculus was attributed to the use of certain mineral 
waters.” Prout mentions a case, in which, however, the same happened without the 
patient using mineral waters, or any kind of medicine; and Cross speaks of numerous 
fragments which he obtained from a gentleman after a ride on horseback; as well also 
“ of twenty-two calculi removed after death, from a patient seventy years of age, which 
are of a very irregular shape, but admit of being so arranged as to form four regular 
and well-shaped calculi, each of the size of a pigeon’s egg, which, with the appearance 
of the different surfaces, proves that the calculi had broken in the bladder by knocking 
against each other under certain movements of the body. The incrusted state of the 
fractured surfaces proves, that the calculi were broken some time before the death of the 
individual.” (p. 10.) Bropre, himself, has also seen three cases of the same. kind; in 
one, evident fragments of a larger calculus were voided by a young lady; in another, 
numerous small calculi were voided next day after a journey, which had the appear- 
ance of having been recently broken, probably from the concussion of them one 
against the other during the journey; and a third, in which after or whilst drinking 
some mineral waters, “ he began to void with his urine broken pieces of calculi of 
various shapes and sizes, but generally with one concave surface, and rough irregular 
edges, as if the various lamine of which the calculi were composed had cracked, and 
then had become separated from each other. After some time a great number of these 
fragments having come away, the discharge of them ceased, the patient, being at the 
same time, relieved from all the symptoms under which he had formerly laboured.” 
(p. 269-71.) hag 

In the Museum at the Royal College of Surgeons there are several examples of 
similar broken stones. | 


2021. The symptoms of stone in the bladder are very various. In 
(a) London Medical Gazette, vol. iii. 1829. (b) Phil. Trans., vol. xxxvii. p. 13. 1731, 32. 
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general, when the stone is primarily formed in the kidney, there is more or 
less severe pain in the kidney, and running along the ureter. This is 
wanting if the stone be first formed in the bladder itself, and especially 
must not be considered as a certain and constant symptom. ‘The patients 
have a sensation of warmth or painful tickling in the glans penis, and 
they, therefore, especially if children, are continually pulling the penis 
about and drawing it away from the body. These sensations show them- 
selves at the beginning of the disease, but only when the patient exerts 
himself violently, or the posture of his body is suddenly changed, or im- 
mediately after passing the last drops of urine. The orifice of the urethra 
is inflamed, as in a clap. The call to make water occurs very frequently, 
and whilst the water flows, there is a burning pain at the tip of the glans. 
The stream of urine is often suddenly interrupted; the most insufferable 
pain occurs with severe forcing, and the urine only again begins to flow 
when the patient changes his posture, lies on his back or the like. The 
discharge of the last:drop of urine is attended with the most violent pain, 
as the bladder then contracts upon the stone. The call to make water is 
accompanied with frequent forcing at stool, and often to such degree that 
the rectum protrudes, and frequently the hemorrhoidal vessels swell from 
the irritation of the bowel. ‘The same also occurs in women, with the 
vagina, which in a long continued state of irritation and inflammation, 
becomes the seat of constant mucous discharge, and often protrudes. The 
urine passed is generally pale, limpid, and has a peculiar offensive smell. 
If the patient keep quiet, the symptoms are usually slighter;. but they 
increase on every movement, in walking, riding on horseback, or in a 
carriage, in which latter case the patient often feels as if a foreign body 
fell from one part of the bladder to another; after violent movements 
some drops of blood frequently flow from the urethra. ‘The patient com- 
plains not unfrequently of a painful drawing up of the testicles, accom- 
panied with numbness along the inside of the thigh, sometimes running 
down even to the foot. He also often feels a tormenting violent pain in 
the sole of the foot, sometimes a slight sensation of numbness, or a trouble- 
some tickling. As the irritation of the stone on the walls of the bladder 
continues, they are brought into a state of slow inflammation, the urine is 
mingled with much thick mucus; the walls of the bladder become thick- 
ened, and contract around the stone, so that with diminished capacity, and 
inability of distension, the bladder can no longer retain the urine within 
it, but discharges it every minute. The inflammation may extend to the 
ureters and kidneys, and it may cause ulceration and other kinds of de- 
struction. In consequence of these symptoms, and of the constant pain 
which deprives the patient of rest and sleep, the digestive organs are 
sympathetically affected, the powers sink, and are at last destroyed with 
symptoms of hectic fever. 

2022. These symptoms undergo various modifications according to the 
constitution of the patient, the nature of the stone, and the place where it 
is situated. ‘The more sensitive the patient is, the less regular and quiet 
his mode of living, the greater are his sufferings. The larger the stone is, 
the more severe are thesymptoms. With smooth stones, or with such as 
are enveloped in a sac, the symptoms are less; but with a stone lying 
loose, of an angular shape, or of the mulberry kind, they are more vio- 
lent. If the stone be seated at the orifice of the ureter or in the neck of 
the bladder, the symptoms are more severe, and in the latter case it may 
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hinder or prevent. the discharge of urine; it may, by irritating the open- 
ings of the spermatic ducts, produce painful priapism and swelling of the 
testicles. A stone frequently causes no inconvenience if it be fixed at 
any one part of the bladder, and the pain only comes on when, by any 
movement or exertion, it is brought into another place. Ifa large stone 
be constantly at the bottom of the bladder, it may cause ulceration of it, 
and also of the corresponding wall of the rectum, and in this way be dis- 
charged. The same also may happen in women by ulceration of the wall 
of the vagina. Instances have, however, occurred in which even large 
stones lying loose in the bladder have been borne for many years without 
having produced any particular inconvenience. 

Hach several kind of stone has its own peculiar symptoms (Prout.) With uric acid 
stones they are generally less severe than with other kinds; the urine is natural, but 
a little darker in colour; its specific gravity is greater than usual; on cooling, it 
leaves a crystalline sediment mixed with mucus, which increases on any accidental 
irritation; the urine, at first turbid, becomes clear by standing. With oxalate of 
lime stones the symptoms are very violent, (I have, however, several times noticed 
the reverse,) and the urine is clear, and deposits neither uric acid nor phosphates. 
Stones composed of phosphates produce the most severe symptoms; the urine in this 
case is quite characteristically curdy, turbid, specifically light, deposits much phos- 
phate and mucus, sometimes is alkaline, putrid, stinking, and secreted in large quantity, 
and the constitution generally suffers considerably. 

2023. The above-mentioned symptoms Jead to the supposition merely 
of the presence of a stone in the bladder; a certain knowledge of it can 
only be obtained by examination with a sound, by the distinct feel of a 
hard resistance, and by the metallic tinkling. Examination (searching, 
as it was formerly, and sounding, as it is now generally called) even, can 
in many cases give only a doubtful result, or none at all; for instance, 
with a very small stone, such as are for the most part or completely covered 
by the inner membrane of the bladder, or by a false membrane, or are 
enclosed in a diverticulum of the bladder. As it depends on the size, 
nature, and position of the stone, whether it be touched by the beak of 
the sound more readily or with difficulty, so, in making the examina- 
tion, the bladder must be gently felt all round, and the patient sounded 
with his bladder full and empty, and in different postures. Examination 
by introducing the finger into the rectum at the same time, may make 
easy the finding of the stone; and a large stone which lies in the bottom 
of the. bladder may often be distinctly felt by the finger in this way. 

KLEIN (@) observes that silver sounds, in very sensitive persons, often excite con- 
siderable pain and coutraction of the bladder, which interferes with the examination 


of the stone; whilst the tron sound, or even an elastic catheter, causes neither pain nor 
contraction, and easily finds the stone. 

[(1) Bropie says :—“ In some cases a calculus which has not been discovered by. 
means of the sound is at once detected by means of the elastic gum catheter. This is an 
observation made by Sir EvErarp Hog, the correctness of which I have had frequent 
opportunity of verifying. The gum catheter should be introduced without the iron 
stilette, while the patient is standing, with his bladder full of urine. You allow the 
urine to flow through the catheter, and, as the last portion of it comes away, the calculus 
falls down on the extremity of the instrument, in withdrawing which you feel it quite 
distinctly.” (p. 277.) 

It may be well to observe, that if the patient’s symptoms continue it will be right to 
sound him again and again at proper intervals, as the stone may increase im size or 
alter its position, so that at last, after repeated fruitless attempts during many months, 
it may be detected. This I have known in more than one or two instances, In rare 
cases, however, though a stone really exists, it cannot be found by the most careful 


an Praktische Ansichten der bedeutendsten Chirurgischen Operationen, part iii. p.35. Stuttgardt, 
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sounding, which happened to the celebrated French Surgeon, LA Perrontg, in whom 
the stone was only discovered after death. 

“ There may be a stone,” Bropie observes, “ without the usual symptoms, and there 
may be many of the usual symptoms without a stone in the bladder. In children espe- 
cially, the deposition of lithic (uric) acid sand by the urine will not unfrequently pro- 
duce not only pain in the glans, but bloody urine, and all the other symptoms of stone 
in the bladder.” And he mentions the case of a boy who suffered severely, but no 
stone could be found after repeated soundings. “I then inquired more particularly,” 
says he, “into the child’s health in other respects, and the result was, that I was led to 
prescribe an occasional dose of calomel and rhubarb, with rhubarb and sal polychrest 
in the intervals; and under this simple plan of treatment all the symptoms disap- 
peared in the course of a few weeks.” (p, 275.) 

I have known asimilar ease as regards the symptoms ina child, of two and a half years, 
who sutffered very severely ; a stone was believed to have been felt, and he was cut, but 
no stone found. No violence was used, nor the bladder irritated by continued use of the 
instruments; but it being soon discovered that there was no stone, he was put to 
na quickly recovered of the operation, and at the same time lost all symptoms of 
stone. 

A polypus in the bladder may sometimes, from its irritation, produce symptoms of 
stone, and, being struck by the sound, may lead to the operation. There is a case of 
this kind in the Museum at St. Thomas’s; the patient recovered from the operation, 
but died some time after, when the nature of the disease was ascertained. —J. F. S.] 


2024. By sounding, information can, to a certain degree, be obtained of 
the size and other conditions of the stone. If the stone be large, it is 
always felt at the point of the sound, whatever direction be given to it; if 
small, it frequently slips away, and is only felt at intervals; if it be 
bossed, the sound is often caught. Hard stones give a clear, and soft 
ones a dull sound; but in reference to this point the feel is often very 
deceitful. When a stone does not lie loose in the bladder, but is lodged 
in a sac, the sound, as it does not touch it directly, gives a feel which 
cannot decidedly distinguish between a stone and a fungous growth or 
other swelling on the inner surface of the bladder. 


Leroy D’ETIoLLE (a) has invented an instrument for measuring urinary stones ; it is 
easy, however, with the greatest care, to be deceived by it, as it is difficult to avoid grasp- 
ing the stone again and again in the same diameter. The best lithometer is, according to 
the observations of Sanson and PicgNz#, the common sound. When the stone is found, 
the beak of the instrument is to be carried to the hind end of the stone, and then brought 
gently forwards, moving it at the same time gently on its axis. At each motion the 
stone is felt, and if it be noticed how far the sound projects from the urethra, at the 
moment it touches the hind end of the stone, and how much further it projects at the 
time when the stone can no longer be felt, then the diameter of the stone from behind 
forwards may be determined. For the purpose of ascertaining the lateral diameter, the 
sound must be carried from one side to the other, and the extent noted through which 
its handle passes, by which means the lateral diameter can be measured. In order to 
hear distinctly the stroke of the sound upon the stone, and to guard against mistake, if 
the stone be covered with mucus, or if a hard part of the wall of the bladder be touched, 
it has been proposed to apply the ear to the pubic region. Moreau and Brerier have 
added a stethoscope to the sound. Prriem (}) also, and Leroy D’ETIoLLe use a long 
elastic tube, the upper end of which is furnished with a stethoscope. 

[It is often difficult to ascertain the size of a stone, as its position may render it more 
or less accessible to the sound, and when its diameters are unequal the sound may travel 
upon it in such way as to give a notion of its size very contrary to that it really has. 
The readiness with which the stone is struck immediately on the entrance of the sound 
into the bladder, and the less or greater ease with which it can be displaced are probably 
among the best means of concluding satisfactorily as to its bulk; and more especially if 
the time during which the patient has had symptoms of the disease be taken into the 
account; as if these have existed long, it may be expected the stone is large, whilst the 
contrary may be presumed if the symptoms have been recent.—J. F. 8.} 


a) Journal général de Médecine, vol. cix. p.5. 1829. 
b) Das Lithoscop oder Beschreibung eines Instrumentes zur sicheren Diagnose der Harnblasen:steine. 


Wirzburg, 1838. 
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2025. The following are the various modes of treatment recommended 
and employed for the removal of stone in the bladder :— 

First, The internal use of stone solvents (Lithontriptics.) 

Second, The injection of solvents into the bladder. 

Third, Solution by means of the galvanic pile. 

Fourth, Extraction of the stone through the wrethra. 

Fifth, Breaking up the stone in the bladder (Lithotrity.) 

Sixth, The operation of cutting for the stone (Lithotomy.) 


I.—INTERNAL USE OF STONE SOLVENTS. 
(Remedia lithontriptica, Lat.; Steinauflisenden Mittel, Germ.) 


2026. The stone-solvents, which in former times were used in so great 
number, although without any knowledge of their possible operation, can 
only by the advance of chemistry, and by a precise knowledge of the con- 
stituents of stone in the bladder, attain their proper application and effi- 
ciency. The circumstances which have been considered in the treatment 
of gravel also apply here. (par. 2011-2013.) For stones consisting of 
uric acid, alkalies, for those of phosphates, the use of acids have been 
recommended, with corresponding dietetic treatment. In regard to acids, 
it must also be added, that they operate only against the phosphatic 
diathesis, and probably have no effect in dissolving stones, except by in- 
jection. 

Many empirical remedies consist principally of alkalies, as SrepuEns’s remedy, and 
others. Some, as so many of the vegetable remedies, operate only by alleviation, 
through the large quantity of drink combined with their use. Many mineral waters 
operate both ways. 

2027. The efficacy of these remedies has been too highly valued by 
many practitioners, and by others too much decried. If we cannot expect 
by the use of these remedies to dissolve large stones, yet, however, their 
increase may be prevented, the symptoms caused by the stone diminished, 
and small stones perhaps got rid of. Under circumstances which forbid 
the removal of a large stone by operation, or after the performance of an 
operation, to get rid of the diathesis producing stone, their employment 
is always very advantageous. 

Upon the effect of pure water see Lirrre (a); of SrepHENS’s remedy, see Moranp (6), 
Baume (c); of lime water, see Wurrs, R. (d), BurueT (e), Secatas(f), LANGIER (9); 
of magnesia, see BraNDE (1), HorrMann (7); of carbonate of soda, see Mascaent (7), 
MaGENDIE (k), Leroy (1); of bicarbonate of soda, see GENoIs (m); of the mineral 
waters of Vichy see CHARLES PETIT (7). 

Upon the operation of these different remedies, various experiments have been made, 
and especially the efficacy of the waters of Vichy proved by A. CHEVALIER (0). 


Even when, by the continued use of alkalies,the inconveniences of stone in the bladder 
are arrested; there is, according to Howsurp (p), no proof that it is dissolved; for, 


(a) Mém. del’Acad. des Sciences. 1720. p. 436. 
(b) Ibid., 1740. p. 177. 
(c) Elémens de Pharmacie, p. 299. 


(7) Exposé des divers procédés employés jusqu’a 
ce jour pour guerir de la Pierre sans avoir recours 
a Voperation de Taille, p. 59. Paris, 1825. 


(d) An Essay on the virtues of Lime, in the 
Cure of the Stone. Edinburgh, 1755. 

(e) Recueil de l’Acad. des Sc. pour 1700. 

(f) Essai sur la Gravelle, p. 59. 

(g) Mem. de l’Acad. de Medecine, vol. i. p.405. 

(A) Philosophical Transactions. 1810. p. 186. 

(i) Observationes et Annotationes, cent. i. 
cap. Vv. 

(7) Memorie della Societa Italiana, vol. xi. No.34. 

(k) Above cited. 


(m) Revue Médicale, 1826. vol. iii. p. 515. 

(n) Du Traitement médicale des Calculs Uri- 
naires et particuliérement de leur dissolution par 
les eaux de Vichy. Paris, 1834.—Nouvelles Ob- 
servations guérisons dans les calculs urinaires au 
moyen des eaux thermales de Vichy. Paris 1837. 

(v) Essai sur la dissolution de la Gravelle et des 
Calculs de la Vessie. Paris, 1837.—See also WILuIs, 
above cited. 

(p) Above cited, p. 102. 
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by the specific effect of the alkalies on the bladder, its coats are relaxed, and so a sac is 
formed by the weight of the stone. If, then, the disturbance of the digestion, which has 
followed the use of alkalies, render the employment of tonic remedies necessary, whereby 
the muscular activity of the bladder is again excited, the bladder contracts completely 
around the stone, and encloses it ina blind pouch. Others have imagined, that by the 
alkalescence of the urine thus produced, a deposit of phosphates upon the stone takes 
place, by which the irritating effect upon the bladder is lessened. 

[The best instance of a stone having undergone partial solution whilst in the bladder js 
LisTon’s case, C. f. 8, in the Museum of the Royal College of Surgeons. It was removed 
by operation. “The external surface of the calculus is very rough and uneven, and in 
some places is eaten into small holes, which are excavated, or, as it were, undermined 
at their sides. Its section shows that the concentric layers of uric acid, of which the 
calculus is composed, are not continued entirely round it, but terminate abruptly at those 
parts which correspond to the excavations on the surface, as if a portion of the calculus 
at these points had been either broken away or dissolved. That these effects, however 
produced, must have taken place whilst the calculus was in the bladder, is shown by the 
layer of the earthy phosphates covering all its irregularities” (a).] 


II.—INJECTION oF SoLVENTS INTO THE BLADDER. 


2028. Injections into the urinary bladder, which had long been recom- 
mended and employed for the solution of stone, were first subjected to 
definite rules by Fourcroy and Vauquetin (6). The solution of uric 
acid and urate of ammonia was to be effected by diluted alkalies ; those 
composed of phosphates, by dilute hydrochloric acid ; and those of oxa- 
late of lime, by dilute nitric acid. With the view of acting more 
powerfully upon the stone, without subjecting the bladder itself to the 
irritating and solvent materials, it has been endeavoured to enclose the 
stone in a bag which could withstand the effect of the injection; for 
which purpose Percy, Crv1aLe, and Leroy (c) have made some propo- 
sals, and Rosiner (d) has recommended a peculiar apparatus, by which 
the stone may be enclosed in a bag made of intestine, and the injection 
made by means of a catheter with a double passage. 


Phosphatic stones of triple phosphate and lime, are said not to be dissolved by solu- 
tions of alkaline bicarbonates, but broken up and converted into powder. Oxalate of 
lime stones are liable to the same change. (Writis.) A. Ure recommends the use 
of hippuric acid, (carbonate of lithia,) from which, however, according to GaRRop’s 
and K®rLLEr’s experiments, but little advantage can be expected. Brrzexius, who 
has expressed himself favourably as to the possibility of the success of injections, and 
has recommended frequent trials, proposes a lukewarm mixture, of one part of car- 
bonate of potash and nine hundred parts of water, with some mucilage; and in cases 
where the stone consists of uric acid, a solution of borax. 


2029. With the purpose of effecting the solution of the stone by the 
continued flow of a large quantity of water, or of some chemical solvent, 
GRUITHUISEN (e) has proposed an apparatus, and CLoquer (f) has 
recommended again the double-passaged catheter previously proposed by 
HALgEs. 

2030. Opinions as to these modes of treatment differ as much as 
those upon internal treatment. There are still but few facts which 
prove the efficacy of this plan of proceeding. The frequent variety 
in the layers of the stone must not indeed be considered as a very 
great obstacle to this treatment, as, partly by the nature of the urine, 

(a) Taytor’s Catalogue, part i. p. 92. (d) Répert. gén. d’Anat. et Physiol. pathol. et 

(6) Mémoires de la Soc. d’Emulat., vol. ii. de Clin. Chir., vol. i. Paris, 1826. 

; (e) Salb. Med.-Chir, Zeit., vol. i. p. 289. 1813, 


p. 76. , 
c) Above cited, p. 88. —TeExTor; in same, vol. ii. p. 94. 
Pp P 
(f) In Leroy, above cited, pl. ii. f. 7. 
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by the result of the injections, by tle modes of treatment, to be men- 
tioned when crushing the stone is treated of, by the extraction of single 
fragments of stone, its character at different periods can be ascertained. 
Stones of oxalate of lime would be dissolved with most difficulty (a). 


The most recent experiments made on this subject are those of PeLouze (b), from 
which it appears—First, that the effectof different agents upon urinary stones is less 
upon the substances of which they consist, than upon the animal matter. The ope- 
ration proceeds very slowly, even out of the bladder. Second, that by drinks and 
baths a eure is scarcely ever effected. Third, that the result of injections, although 
they act more powerfully, is problematical, and the danger of inflammation is not 
counterbalanced, as in lithotrity, by a quick destruction of the stone. Fourth, that 
although the combination of lithotrity with injections increases the probability of suc- 
cess, yet it is most advisable to proceed with lithotrity (c). 

[Prout observes :—‘ When the very weak state of the solvent that can be injected into 
the bladder is taken into account, the consequent length of time necessary for continu- 
ing the experiment, and above all the refractory nature of certain calcult, I confess I 
am very much disposed to doubt if any solvent at present known can, in the great 
majority of instances, be ever so administered as to produce the desired effect; and 
this, I believe, is the general opinion on the subject.” (p. 284.)] 

« It has been observed by chemists,” says Broprs, “that lithic acid admits of being 
dissolved by a strong solution of pure or caustic alkali. It has been also observed 
that calculi composed of the phosphates are acted on by the mineral acids, and it may not 
unreasonably be entertained as a question, how far those changes, which take place out of 
the body, may be produced while the calculus is still in the bladder of a living person. 
* * * T fear those who have expected by these methods to relieve patients of lithic acid 
calculi, have much overrated the effects of alkaline lizivia on them. The fact is, that 
although alkalies certainly are capable of acting on this kind of caleulus, their action, 
except when employed in a very concentrated form, is so inconsiderable, as to amount 
almost to nothing. Neither the stomach nor the bladder is capable of bearing the quan- 
tity of alkali which is necessary to the production of the desired effect; and even if they 
were, it would be impossible to maintain so constant a supply of the alkali as would 
be necessary to the destruction of a calculus of even moderate dimensions. Mr. 
BRANDE, moreover, has observed, that the carbonate of potass and soda have no action 
on lithic acid; that they are incapable of dissolving it; and that if the pure alkali be 
taken by the mouth, it never reaches the bladder in this state, but only in that of a 
carbonate ; and here then is an insuperable objection to all attempts to dissolve lithic 
(uric) acid calculi by means of alkalies taken into the stomach. When there is a 
lithie (uric) acid calculus in the bladder, and. the lithic acid diathesis prevails in the 
system, the first effect of alkalies taken into the stomach is to render the urine neutral ; 
thus preventing the further increase of the calculus. So far, then, alkalies are useful. 
But if they are administered in still larger quantity, so as to render the urine alkaline, 
the phosphates begin to be deposited. The calculus then continues to grow even more 
rapidly than before; but its composition is altered, and layers: of the triple phosphate 
are deposited on the lithic acid nucleus. Such is the view of the subject taken by Mr. 
BRANDE.” (p. 290-92.) 

BropteE shows the fallacy of the statements in reference to the presumed solution of 
stone,.by observing that the fragments occasionally passing, are to, be referred to frac- 
ture of the stone from mechanical causes, as already mentioned; or that the supposed 
fragments are in reality new formations, and the result of the medicines employed. 
As to the cessation of the symptoms, it is no proof the solution of the stone, as by the 
use of medicine, a fresh coating may be given to it of a less irritating character, and 
the stone still exist, as in the case of Admiral Doveias mentioned by ASTLEY 
Coopsr (d). - 

Bropisg, however, considers that “ the mineral acids undoubtedly exercise a greater 
chemical action on caleuli composed of the phosphates than alkalies do on those which 
are composed of lithic (uric) acid. * * * JI found that where the mucous 
membrane of the bladder was not inflamed at all, or inflamed only in a slight degree, 
the proportion of nitric acid might be increased to two minims or two minims and a 
half of the concentrated acid to an ounce of distilled water, without any ill consequence 


_(a}In the British and Foreign Quarterly Me- (b) Comptes-rendus de l’Acad. des Sciences, 
dical Review, vol. xii. p. 398 ; and also in Jones, vol. xiv. p. 429. 1842. 
p- 118, all has been collected in reference to the (c) Wiiuis and Jonrs, above cited. 


effects of Injections upon Stones. (d) Lectures on Surgery, vol. ii. p. 241. 
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or even inconvenience arising from it. I next endeavoured to ascertain to what extent 
a solution of this strength was capable of acting onacalculus of the mixed phosphates, 
The change produced was sufficiently obvious, especially when the solution was made 
to pass over the calculus in a stream for a considerable time. It gradually diminished 
in size, and at last began to be broken down into minute fragments.” For this purpose 
he at first used a gold catheter with a double channel, through which a constant current 
was kept up; but afterwards found an elastic gum bottle with a stop-cock, and elastic 
gum tube attached to it. He first washed out the bladder with distilled water to get rid 
of the mucus lodged in it, and then injected the solution of nitric acid very slowly, 
using the same liquid over and over again several times. The liquid was afterwards 
tested with a highly concentrated solution of pure ammonia, and it was found that if 
the ammonia was added in sufficient, but not too large quantity, the phosphates were 
precipitated in abundance. Hence he concludes, “ first, that a calculus, composed exter- 
nally of the phosphates, may be acted on by this injection, so as to become gradually 
reduced in size, while it is still in the bladder of a living person ; second, that there is 
reason to believe that small calculi, composed throughout of the mixed phosphates, such 
as one met with in some cases of diseased prostate gland and bladder, are capable of 
being entirely dissolved under this mode of treatment, and that it is probable that it 
may therefore be applied with advantage to some of these cases, in which, from the 
contracted state of the bladder, or from other circumstances, the extraction of such 
calcult by means of the urethra-forceps, cannot be accomplished.” (p. 292-99.)] 


III.—Or Dissotvinc STONE BY MEANS OF THE GALVANIc PILE. 


2031. GruITHUISEN (db) rests his proposal of dissolving urinary stone 
by the action of the galvanic pile, upon DEsMorTiER’s experiments. 
Prevost and Dumas (ce) have made experiments both out of the body and 
upon animals. ‘The apparatus consists of an elastic catheter, containing 
two platina conductors, covered with silk throughout their whole length, 
except at their ends, which are kept apart by a spring, and attached to an 
ivory knob, which closes the opening of the catheter. This knob is com- 
posed of two hemispheres, each of which is attached to a conductor, so 
that the flat surfaces where the platina is exposed, comes in contact. with 
the stone. An injection of diluted nitric acid renders the galvanie pile 
more active than water alone. With this treatment, no experiments have 
yet been made on men. 


[In 1844 an American named Hutt, in London, attempted to dissolve stone in the 
bladder by galvanism, but I do not know with what success. The patient had stone, 
for I sounded and felt it.—J. F. 8. ] 


IV.—Or THE EXTRACTION OF THE STONE THROUGH THE URETHRA. 


2032. The shortness and extensibility of the wrethra in females, and 
the not unfrequent spontaneous passage of stones of considerable size, 
have led to the extraction of stones in women, by dilating the urethra. 
Circumstances are less favourable in men, and the instances of void- 
ance of large stones by them are much rarer. According to Prosper 
Aurinus (a), the dilatation was specially suited to men, and was per- 
formed among the Egyptians by blowing air into the urethra through 
tubes of increasing size, after which the stone was pressed into the neck 
of the bladder by the finger introduced into the rectum, (in women the 
finger was placed in the vagina,) and then the stone was brought out by 
sucking vigorously at the penis. Enlargement of the diameter of the 
urethra to five lines can be effected in men only with much trouble; in 
most cases such extension is unbearable. Small stones, therefore, can 


(a) Above cited. 


(b) Annales de Chimie et de Physique, vol. xxiii. p. 202. 1823.—Leroy, Alteration of the Apparatus, 
in his work ahove cited, p. 102. 
(c) De Medicina Agypt., p. 224. Lugd. Batay,, 1719. 
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alone be extracted in this way from men, and the enlargement of the 
urethra is best effected by increasingly thick elastic sounds. When the 
urethra has been sufficiently enlarged, the patient must hold his water, 
bend himself forwards, and as the sound is withdrawn quickly, the small 
stone escapes with the stream of urine, or is extracted by a peculiar pair 


of forceps (1). For enlarging the female wrethra, Wxtss’s dilator is 
used (2). on] 

Forceps of this kind had been formerly proposed by SANcTorIUS and SEVERINUS, 
and Hunrer’s forceps had been employed for the same purpose (a). ASTLEY COOPER'S 
forceps (b) are especially applicable. According to him such little stones are always 
lodged in a sac of the bladder behind. the enlarged prostate gland, and are frequently 
not discovered, if in sounding, the point of the instrument be not directed towards the 
rectum, or the front of the rectum pushed up by the finger introduced into it (3). 

[(1) Bropie, for this purpose, directs the introduction of “a bougie, or a metallic 
sound, of such a size as the urethra will admit without inflammation being induced. 
Every day, or every other day, according to circumstances, introduce one a little larger, 
and thus you may dilate the urethra gradually, until it isa good deal larger than its 
natural size. * * * When this process has been carried as far as it can be, let the 
patient drink plentifully of diluting drinks. It may be worth while even to give some 
of the compound spirit of juniper or other diuretic, at the same time, and the calculus 
will probably, some time or other, be carried by the current of urine into the dilated 
urethra ;” or, “once daily introduce a large bougie into the urethra and bladder, and 
there let it remain; then let the patient drink plentifully of barley water, or toast and 
water, or weak tea, so that the bladder may become loaded with urine. When the 
patient can bear the distension of it no longer, let him place a vessel on a chair, stand- 
ing, and leaning forward over it; on the bougie being withdrawn, the urine will follow 
in a full stream, and the calculus may probably accompany it.” (pp. 281, 82.) 

(2) Inthe female the urethra being short will easily dilate of itself, and even per- 
mit the passage of a stone weighing an ounce, as ina case mentioned by ASTLEY 
Cooprr; and, “ unless a stone be extremely large,” he says, “ it should be removed by 
dilatation of the urethra, which may, by a speculum or pair of forceps, be opened suf- 
ficiently in a few minutes for this purpose. The advantage attending this mode of 
extracting a stone is, that the passage again contracts, and the urine is afterwards 
retained. In the first case in which I performed this operation in Guy’s Hospital, 
having used sponge tent, the patient perfectly recovered in a very few days.” (pp. 301, 
302.) This is not, however, always the case, for sometimes the urethra is long before 
it recovers its tone, and consequently during that period there is a tiresome inconti- 
nence of urine.—4J. F. Ss. 

Liston (c) says:—“ The best mode of extracting foreign bodies from the female 
bladder is to widen the urethra gradually by means of the screw dilator, then, by the in- 
duction of a straight blunt-pointed knife, to notch the neck of the bladder slightly 
towards each ramus of the pubes, so as to divide the dense fibrous band encircling 
it; the dilatation is continued, and in a few minutes the finger can be admitted, the 
stone then can be readily grasped by a pair of forceps ; and it is astonishing how large 
a body may be removed by these means.” (p. 525.) 

(3) The urethra forceps, commonly called CoopEr’s, were the invention of Wetss, 
the instrument-maker, which Bropie considers objectionable, as “ it is difficult to 
explore with it every part of the bladder, and in opening the blades the neck of the 
bladder is always painfully dilated;’ and he prefers another instrument afterwards 
invented by the same maker, and “ composed of two pieces of steel, one sliding longi- 
tudinally in a groove of the other. The extremity which enters the bladder is curved, 
but not in the manner of the common catheter, the curve being more abrupt and the 
curved part considerably shorter. When the forceps is to be opened the sliding piece 
is drawn towards the handle, and thus the blades, in being separated, are still kept 
parallel to each other; they are closed by an opposite movement. * * * _The patient 
should be laid on his back, and it is generally better that his pelvis should be supported 
by a thick cushion, so that it may be higher than his shoulders. ‘The first step of the 
operation is to introduce a silver catheter, and thus empty its contents. From five to six 
ounces of tepid water are then to be injected into the bladder, so as to distend it mode- 
rately. If any considerable portion of the water should escape, the injection should be 


(a) LeRoy, above cited. (b) Medico-Chirurg. Trans., vol. xi. p. 359, pl. vi. 1820. 
(c) Practical Surgery. 
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repeated, it being absolutely necessary that the operation should never be attempted on an 
empty bladder. The forceps is next introduced, and, of course, with the blades closed. 
It is first to be used as a sound, so as to ascertain the exact situation of the calculus. If 
this be not readily detected, the patient may be directed to turn on one side, placing 
himself on his back again afterwards, by which change of position the calculus may pro- 
bably be made to roll into some more convenient place within reach of the forceps. The 
blades of the forceps are then to be cautiously opened over the calculus, and afterwards 
closed upon it. By this simple management, with a light hand, the calculus is seized 
with facility in many cases, otherwise you may adopt the following method, which rarely 
fails :—Let the forceps be opened with the convexity of its blades pressed against that part 
of the bladder which is towards the rectum, so as to make it the lowest or most depending 
situation. Then, by a slight motion given to the handle of the instrument, the calculus 
is made to roll into its grasp, and thus I have often been enabled to remove several 
small stones at once. * * * When the calculus is grasped you may know exactly its 
diameter by means of a scale fixed to the handle of the forceps.” If small, Brop1E says, 
forceps and stone may be withdrawn at once; if very large, so that it will not enter the 
urethra, it may be dropped at once, and other means resorted to; but if of intermediate 
size, and capable of entering the urethra, from the easy dilatability of the neck of the 
bladder, so as to be “ drawn into that portion of the canal which lies in the perineum 
and there stops, it may then be very distinctly felt through the integuments behind the 
scrotum ; and if a small incision be made on it in this situation, it is easily extracted, 
the forceps, after the removal of the stone, being closed and withdrawn in the usual 
manner.” An elastic catheter must be left in to draw off the water and prevent drib- 
bling through the wound. If the forceps and stone can be brought forward and only 
“ meet an impediment in the anterior part of the canal, that is, at the external orifice 
or exactly at the anterior part of the scrotum, or somewhere in the intermediate space ; 
if the impediment be close to the orifice that part is easily dilated by means of a probe- 
pointed bistoury ; and if it be in another part of the canal, you may remove it by means 
of an incision made through the skin, corpus spongiosum, and membrane of the urethra. 
Let me caution you, however, never to make such an inciston into the urethra immediately 
in front of the scrotum. It is difficult when you do so, even by the constant retention 
of an elastic gum catheter, to prevent a small quantity of urine finding its way into the 
loose cellular texture of the scrotum, and this may be productive of a succession of trou- 
blesome abscesses, or even of dangerous consequences.” (p. 283-87.) ] 


V.—Or CrusHING THE STONE. 
( Lithotritia, Lithotripsia, Lat.; Zertriimmerung des Steines, Germ.; Lithotritie, 
Lithotripsie, Fr.) 
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2033. Although hints about the extraction of an urinary stone after 
previously crushing it in the bladder, are found in Census (1) and At- 
BUCASIS (2), and the successful experiments of two persons upon them- 
selves have been recorded (3), yet GRUITHUISEN (a) made the first actual 
proposal, in which, by means of a straight tube introduced into the 
bladder, and a wire loop projected out of it, the stone being held fast, was 
penetrated by a borer or trepan passed through the tube, and the crushing 
of the small pieces effected by the introduction of forceps through the tube ; 
this was not thought anything of, and partly because the proposed method 
was considered impracticable. Even ExpErton’s (0) instrument, curved 
like the common catheter, and with two opening arms, by which the stone 
might be grasped and destroyed by means of a file, was not much regarded. 


(1) Cexsus (c) says:—“ Calculus fendendus est. Id hoc modo fit. Uncus injicitur 
calculo, ut facile eum concussum teneat, ne is retro revolvatur ; tum ferramentum adhi- 
bitur crassitudinis modice, prima parte tenui, sed retusa, quodadmodum calculum ex 
altera parte ictum fendit.” 


(2) Axpucasts (d):—* Leta slender instrument be taken * * * and gently introduced 
into the penis; roll the stone into the middle of the bladder, and if it be soft, let it be 
broken and discharged.” 

According to HaLier (e), Sancrorrus described a three-armed catheter, through 
which a stilette with a file end was passed, and the stone broken up, and the pieces 
having been seized by the branches of the catheter, were removed. 


(3) The former of these persons introduced, by means of a flexible sound passed into 
the bladder a straight steel rod with its extremity ground toa point, down to the stone, 
and struck upon the outer end of the rod, in consequence of which little pieces were 
separated from the stone and voided with the urine (4). The latter, by means of an 
elastic sound, carried down a fine file, about thrice in every twenty-four hours, between 
the stone and the bladder, and used it asa file upon the stone, which he endeavoured to 
bring near the neck of the bladder (5). 


(4) This (f ) the celebrated case (“if well proved,” as CHAausstER and Percy observe) 
of the Monk of C1TEaux, and to the notice above given may be added, that having intro- 
duced the rod, he struck its end with a hammer with some little sharp sudden strokes, 
sufficient to detach some little pieces and splinters, which were carried off by the urine, 
and with which in the course of a year he filled a little box. 


(5) This person was General Martt1n, (7) who gives the following account of his pro- 
ceedings :—“ As I generally found the stones by the neck of the bladder, it suggested to 
me that by making a catheter with small holes on the side, I perhaps could break the 
sharp points of the stones by passing the catheter between the stones and bladder; this 
by a small catheter I could introduce between the stones and bladder, and I succeeded in 
bringing many small pieces away, and after no more. But as I constantly found the 
stones, my good genius suggested me to make files, and by introducing them on the 
catheter, and with small motion, I either filed or scraped the whole stones out during 
about nine months. When I could not get at the stones, I injected warm water in the 
bladder, which I rejetted or urined out with force, and large stream, and mostly always 
the stone came to the neck of the bladder and stopped the water, then it was my time to 
file again, which I did, inclining my body against the wall for to be able to keep the 
Stones as much as I could in position to be able to fill it often. * * * As I saw my pro- 
gress by many small pieces which I still have, besides the sand, or fine sandy part, it made 
me persevere in that mode till I brought every piece out, and then, afterwards, I found 
myself able to walk, ride, &c., as every body else, which I had not done for many years ; 
and I made water very well, though still always a little matter preceded the urine, and 
also by straining, some few drops came out after the urine.” (pp. 251, 252.) How long 
time was occupied in this process is not mentioned, nor does it appear how long he lived 
after having, as he stated, thus relieved himself, He died in 1800, and in the note 

(a) Salzburg Med.-Chir. Zeitung, vol. i. p. 289, (e) Biblioth. Chirurg., vol.i. p. 313. 

1-9, 1813. (f) Rapport fait a l’Académie Royale des 

(b) Edinb. Med. and Surg. Journ., vol. xv. Sciences, par CHausster et Percy, sur le ;nou- 
p. 261, f..1, 2,3). S19. veau moyen du Dr, Civ1aL¥, p. 17). Paris, 1824. 


(c) De Medicind, book vii. chap. iii, sect. iii. (g) Homer, Practical Observations on the Treat- 


(4) Liber Theorice neenon Practice, fol. | ment of Diseases of the Prostate Gland, vol. ii. 
Aug. Vind., 1519. p. 94, 1818. 
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appended to the letter, EvERARD HomE says :—* There can be no doubt, but the diseased 
state of the prostate gland was the cause of his death, since the pain of the urine passing 
over its surface was greater than he could well bear. From his own confession of havin 
a fit of the gravel, after he had brought the stones away, and being obliged to tickle the 
head of the penis before he could make a drop of water, I am strongly disposed to be- 
lieve, that had the body been inspected, more than one stone would have been found in 
the bladder.” (p. 259.)] 

2034. The path first cleared by GruiTHUISEN has been retrodden by 
Civiane, Leroy D’ErroLie and Amussat, and the instruments they 
have advised, which correspond with those proposed by GRUITHUISEN, 
are to a certain extent to be considered merely modifications of his. For 
this reason the contention between Crv1ALE and Leroy D’Erio.ute is of 
less consequence, as even the straightness of the instrument, the result of 
AmussAt’s observations, had been already proposed by GruITHUISEN. In 
other respects, however, the merits of these Surgeons are not diminished, 
as by their emulation this operation has been perfected and subjected to 
definitive rules ; and as also it was first performed by CivraLE on living 
persons, and not merely brought into practice but its permanence ensured. 
Besides CiviaLrE, Leroy D’ErroLtite and AmussaT have most contri- 
buted to the improvement of the instruments, JAcoBson, HEURTELOUP 
and CHARRIERE’S inventions especially, to the simplification and greater 
certainty of the practice, so that of late years this operation has been 
brought to a great degree of simplicity and perfection. 

2035. ‘The numerous instruments recommended for the practice of 
lithotrity have this in common, that having been introduced through 
the urethra into the bladder, they grasp and fix the stone, and by a 
force exerted upon it, break the stone into so small pieces, that they 
can pass through the urethra. All these instruments may be most 
conveniently arranged under three classes :—First, the stone being 
grasped by its periphery, is gradually destroyed towards its centre ; 
second, t is perforated, to render it breakable, so that it may then 
be crushed; third, tt is then crushed, by pressure from its periphery, 
towards the centre. 

To the first class of these instruments, which effect the gradual destruction of the 
surface of the stone, belong the instruments of ELDERTON, (1819,) of MEyRIEv, made - 
public by Tancnou, (1850,) of RecamieEr, (1830,) which fix the stone with forceps, 
and act upon it with the file; Riga’s (1830) instrument, which fixes the stone 
with a perforator, for the purpose of moving it upon the file-like surfaces of the 
arms of the forceps (_foret & chemise.) 

To the second class belong the instruments of GRUITHUISEN, (1812,) of CrvrALE and 
Leroy D’ETroLe, (1823,) with the modifications of GrirrirHs, Luckens, ScHErn- 
LEIN ; of HEURTELOUP, (1828,) and of Ricat, (1830,) for the purpose of breaking the 
stone by an eccentric power; of Pravaz, (1830,) curved like a common catheter, 
and similar to that of BENvENuTI (1830.) The form of perforator as given by 
Civr1aLe, Leroy, AMussatT, GREILING, CHARRIZRE, and others, varies very much. 

In the third class are Amussat’s instrument, (1832,) HEuRTELouP’s brise-coque, 
(1828,) JAcoBson’s instrument, (1830,) with its modification by DupuyrrEen, who 
increased the number of limbs for the purpose of getting rid of the angles, which the 
grasp forms; Leroy and GreEILING’s instruments; the percuteur of HruRTELouP, 
(1832,) with the alterations of SrcaLas, Banca, AmussaT, WEIss, CIV1ALE, Leroy, 
BeniquE, CHARRIERE, and others; CHARRIZRE’S percuteur & pignon. ScuiEtss has 
attached a perforator to the percuteur so as to act in two ways upon the stone. The 
description of these instruments, which would be insufficient, is omitted, and the 
reader is referred for their complete description and engravings of them to the works 
of Leroy D’ErTI0L1LE, and others, and especially to those of ScHiLEiss, von Lowen- 
FELD, and others (a). 

; (a) Above cited. 
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9036. The history of lithotrity affords a sufficient opportunity for 
deciding on the fitness of these various instruments. — Those which 
effect a gradual rubbing away of the surface of the stone have never 
enjoyed any particular favour. The perforating instruments, although 
they led to the direct introduction of lithotrity, have been set aside 
by Jacosson’s lithoclast ; and both have been, to a certain degree, 
supplanted by Heurrexovur’s pereuteur, From a close examination of 
the three-limbed perforating forceps of Crv1ALE, and Leroy, of Jacos- 
gon’s instrument, of HEuRTELovP’s percuteur, with screw and hammer, 
or & pignon, there seem to be good grounds for their employment and effect. 

9037. The three-limbed perforating forceps are indeed generally in- 
troduced with ease; but there are circumstances in reference to the 
state of the prostate, which may render their introduction difficult, 
and even impossible. In general they readily grasp a large stone ; but 
the entrance of a large stone between their branches may be difficult, 
and it may also be exceedingly troublesome to grasp a small stone; 
their expanded branches may also injure a corresponding number of 
points on the walls of the bladder. When the stone is grasped it can- 
not easily escape, its rubbing into fine powder is very favourable for 
its discharge ; but at its final breaking up, there still remain frag- 
ments, the grasping and crushing of which is very difficult. Hence 
arises the tediousness of this method; the stone must be grasped, bored, 
and let go, must be again grasped and bored, till it can at last be broken 
up. ‘These manceuvres are difficult, tedious, and painful, to both patient 
and operator. One limb of the forceps may get into one of the bored 
holes, from which it is freed with difficulty; the perforator itself, if it 
operate on an irregularly-shaped stone, and which is perforated at one 
part, may act upon one arm of the forceps, and injure, or even break it. 

2038. JAcoBson’s instrument is easily introduced ; searching for and 
grasping the stone with it is less dangerous, as when it is opened, the 
stone almost of itself gets into it; on account of its curve, however, 
it is dificult to sound certain parts of the bladder—for instance, near 
its neck. Flat stones are always seized with more difficulty by it than 
by the three-limbed forceps, and not always easily fixed. ‘The stone is 
sometimes broken slowly, without pain, and without the pieces striking 
injuriously against the walls of the bladder. No stone can resist its 
action (DuruyTREN, Pianx); and if the instrument should break, 
its pieces remain connected with the body of the instrument, and by 
giving it the proper direction, may be withdrawn with it, without 
danger or difficulty. ‘The dimensions of the instrument, however, may 
be so large that it cannot grasp a large stone; it is, therefore, suitable 
only for small stones. It is, above all, necessary that the stone should 
be caught in the middle, as otherwise it is difficult to fix, and easily 
escapes. Lastly, the remainder of the stone may continue attached to the 
branches of the instrument, and render its withdrawal difficult, or even 
impossible : this awkward circumstance is, however, prevented by LrE- 
RoyY’s modification. 

2039. HrurTEeour’s percuteur is most easily of all introduced into, 
and managed when in, the bladder. Stones of every shape and size can 
be firmly grasped by it, and their escape is less to be feared than from 
any other instrument. The position of the stone, when seized, can be 
more easily changed, its size measured, and every part of the bladder more 
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readily examined, by the angular curve of the instrument. Its operation 
is powerful and quick ; large stones can be crushed with it more quickly 
and with less effort, and are converted into a coarse soft powder; but the 
fragments of hard stones are very angular and sharp-edged, and produce, 
by irritating the bladder, pain, difficulty in their passage through the 
urethra, and frequently their lodgement there. The strength of the in- 
strument, notwithstanding its small size, in comparison with others, is, 
when properly used, so great that there is no fear of its breaking. To 
this may be added, that it is by far the least costly instrument. The 
pereuteur, therefore, possesses all the advantages of the other instru- 
ments, without any of their disadvantages, and it may be with certainty 
_ presumed that it will supersede them all. 

2040. Before proceeding to the operation, the most perfect information 
must be obtained, by examination of the position, form, size, and consis- 
tence of the stone and of the state of the urinary organs. For this purpose 
a common catheter may be made use of as already directed (a). If there 
be no circumstances contraindicating lithotrity, if no further preparation 
of the patient be requisite, or it have been already made, the rectum 
must be emptied with a clyster some hours previous to the operation. 

Previous to the introduction of the straight perforator, Crv1ALE and others have for 
the space of a fortnight, in addition to very strict diet and luke-warm bathing, enlarged 
the canal of the urethra, by the daily use of elastic bougies, to such extent as to render 
the introduction of the instrument easy. The patient is thus at the same time accus- 
tomed to the irritation of a foreign body, on which account C1v1ALE also uses bougies, 
even when the passage of the urethra is sufficiently wide. 

2041. The patient should lie upon a common bed, or upon a table 
covered with a matrass, both of which should be sufficiently high, that 
the operator have not to stop. It should also be narrow, and the matrass 
firm. The buttocks are to be raised on pillows, the back flat, the 
shoulders and head a little raised. The patient should either lie length- 
ways and the operator standing on his right side, or obliquely, with his 
rump on the edge of the bed, in which position his feet are either to rest 
on a stool, or to be supported by assistants, and the operator stands be- 
tween his thighs. 

The beds specially for this purpose, as recommended by HEeurTELoup, Bancat, and 
TANCHOU, are thus rendered superfluous, although they are advantageous, by placing 
the patient easily and quickly in the fitting posture, and giving the operator more 
facility and security. Ricat’s chest-like contrivance, which contains all the lithotriptic 
instruments, may also be placed on a table to give the patient a proper position. 
The apparatus used for firmly fixing the instrument te the bed, when the stone is 
crushed with the hammer, is not necessary; for, even if the hammer be used, the 
instrument can be fixed by the hand alone, or by a movable holder, as the crushing of 
the stone must only be attempted by light short strokes, and an immovable fixing of 
the instrument may, if the patient move, cause mischief, 

2042. After voidance of the urine, a quantity of lukewarm water, 
corresponding to the capacity of the bladder, is to be injected through a 
silver catheter, till a visible or sensible enlargement of the region of the 
bladder is produced, or the patient has an urging to make water. The 
aperture of the catheter is then stopped with the thumb, and the exist- 
ence and position of the stone once more examined; after which the 
catheter having been withdrawn, the lithotriptor is introduced. 


If the orifice of the urethra be very narrow, it must be enlarged downwards with 


(a) Catheters specially for examination, and of similar construction to that of HEURTELOUP’s percu- 
teur, are given by ScHLEIss. 
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Crv1Atr's bistoury, or with a narrow button-ended bistoury, to the extent of a line 
or two. 

2043. In using the three-limbed perforating forceps of CivIALE and 
Leroy, the instrument, closed and properly oiled, must be held with the 
fingers of the right hand, and the penis with those of the left, so directed 
that it occupies a middle position betweeen erection and relaxation; con- 
sequently almost at a right angle with the body, but forming towards the 
belly a somewhat obtuse angle. The same direction being given to the 
instrument, it is introduced into the wrethra, and with gentle twirling and 
pushing alternately, carried on till it come to the under part of the pubic 
arch, without changing its direction, or that of the penis. The instru- 
ment and the penis are now gradually sunk down, at first parallel to 
the horizon, and then brought so far below it as can be done without any 
great difficulty, and then its point gently pushed forwards. If this can- 
not be done, the instrument must be again raised and sunk till the point 
get under the pubic arch; the instrument is then carried in the same 
direction through the prostatic part into the bladder, which is indicated 
by a peculiar feel, by the free movement of the instrument, by the escape 
of a few drops of urine, and by urgency to make water. If there be 
still some resistance before the instrument enter the bladder and it cannot 
be sunk lower, the part of the instrument projecting from the urethra 
must be gently raised, and the neck of the bladder thereby be somewhat 
depressed. 

9044, The stone is in general found without much difficulty, if not 
very small, and if the patient be quiet ; and when found, the instrument 
must be drawn a little back, without causing the least shock, and opened 
more or less, according to the size of the stone ; and then, first the outer 
canula, and afterwards the borer, are to be attached. At the same 
moment that the instrument is pushed a little forwards, the opened limbs 
of the forceps surround and grasp the stone, then the three-limbed 
canula is attached to it and fastened by the screw. By means of the scale 
fixed on the three-limbed tube, and by pushing the borer towards the 
stone, it is ascertained that the latter is actually fixed, and its size is made 
out. The frequent difficulty of grasping the stone may be rendered 
more easy by changing the patient's position, or by pressure on the region 
of the bladder. 

2045. If the stone be very small, it may be at once pulled out. If it 
be very brittle, it often breaks by the closing of the forceps. But when 
this does not happen, the instrument should be laid into the hand-vice, and 
the borer moved against the stone by means of the bow, on which a dull or 
clear murmur is perceived. If the stone be in this way broken to pieces, 
all the pieces rarely fall out of its limbs, and the measure on the again 
retracted canula shows whether the piece grasped will pass through the 
urethra, or whether it must be still more broken. In the latter case, after 
the canula has been fixed, with the screw, the borer must be again 
employed. The instrument is then to be slowly withdrawn by moving it 
gently from above downwards, and from right to left, observing the same 
direction as on its introduction. If in doing this there be still any 
obstacle, which is usually the case at the fossa navicularis, the borer must 
be again applied to the stone, to render it still smaller. The pieces in the 
bladder generally escape with the injected water, or with the urine through 
the enlarged wrethra. If, however, the stone be firm, and the borer merely. 
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pierce without breaking it, the borer must, with certain intervals, operate 
only so long on the stone, till there is but a line from the tip of the forceps. 
Attempts must then be made either to give the stone another position, and 
operate with the borer on its other side, or if the patient be fatigued, the 
operation must be stopped. 

2046. JacoBson’s instrument is introduced just as a common catheter. 
Having reached the bladder, gentle movements are to be made with its 
beak to find the stone; the instrument can also be twisted to the half of 
its long axis, so that its point may be directed against the back of the 
bladder, the handle of the instrument raised, pushed gently forwards and 
backwards, to one or other side, so as to sound every part of the bladder. 
When the stone is found, the curved part of the instrument is to be laid 
on its side upon it, the movable branch pushed forwards, so that the loop 
is formed within the bladder, and then by lateral movements of the instru- 
ment, or by correspondingly raising and sinking one part of the pelvis, 
attempts are made to bring the stone into the loop. When the stone is 
believed to be caught in its middle, the movable branch is drawn some- 
what back, so as to diminish the size of the loop. In order to break the 
stone now grasped, the screw is to be turned from left to right, as far as 
its length allows. If the stone be broken, the loop is to be again opened, 
and it is again attempted in the same way as at first, to grasp the single 
fragments, and to crush them, which must be repeated as often as any 
fragments are to be found for crushing, and the patient does not express 
any considerable pain. When the instrument is withdrawn, its movable 
branch must be pushed sufficiently forward till it be completely closed, 
and if this be prevented by any fragment, the loop is to be repeatedly 
opened, and the instrument made to move in different directions, for the 
purpose of getting rid of the fragments from the loop; and then when the 
instrument is completely closed, it may be withdrawn like a catheter. 
The instrument is used in the same way for repeatedly crushing the stone 
fragments. 

2047. Heurreiour’s percuteur is introduced into the bladder like 
a catheter, and the stone searched for with it. The instrument is then 
opened by withdrawing its male branch, as much as the size of the stone 
requires, which then falls into the concavity of the female branch, almost 
of itself, or by some special movement, and is then caught by pushing 
down the male branch. The beak of the instrument is now brought into 
the middle of the bladder, the female branch held with the left hand, and 
a slowly increasing constant pressure made upon the end of the male 
branch with the right hand. The gradual driving forwards of the male 
branch, the sensation of crushing and the noise often accompanying the 
breaking up of the stone, as well as the sudden driving forwards of the male 
branch and the complete closure of the instrument, show the escape of 
the stone. If the pressure of the hand be insufficient for crushing the 
stone, more force by means of machinery, is employed, by which the 
results just mentioned are produced. If pressure with the hand be insuf- 
ficient to break up the stone, the female branch of the instrument must 
be fixed with the hand-vice already mentioned, or to the proper apparatus 
on the bed, and the extremity of the male branch struck with light, equal, 
quick, and short blows of a hammer, so that the stone is gradually split 
and at last completely smashed in pieces. When the male branch has 

been driven some way down, the hammering may be given up, and the 
7 20 2. 
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further crushing effected by the hand or by the machinery. In this way 
is the operation to be continued till the male instrument has entered com- 
pletely, and the instrument is perfectly closed, by which the actual crush- 
ing, or the escape of the stone is shown. In the latter, as in the former 
case, the stone, or its pieces, must be again caught, and they must be 
crushed as already described, and the process repeated till the stone is 
completely broken to pieces, unless great urging to pass the urine, diseased 
contraction of the bladder, and discharge of the urine, violent pain, the 
patient’s distress and the like, prevent the completion of the operation. 
After the fragments still clinging to the instrument have been got rid of, 
by pushing forwards, and pulling back its male branch, and by other gentle 
motions, and the instrument completely closed, it must be withdrawn by 
a gentle rotatory motion. If there be yet any obstruction from a little 
piece of stone between the branches of the instrument, it must be again 
pushed into the bladder, and attempts, as already mentioned, made to get 
rid of it, so that the instrument may be withdrawn completely closed. 

2048. The duration of a lithotriptic sitting, depends on the sensibility 
of the patient and the symptoms it produces. In general, it occupies five 
or six minutes, but persons who are not very sensitive, can, without 
inconvenience, bear it much longer. The symptom usually arising after 
the introduction of the instrument, is, violent urging to make water, 
which, however, often ceases, when the instrument is managed gently, or 
a few drops of urine have escaped. If a large quantity of urine be 
voided, and in consequence of other circumstances, the operation be still 
continued, it must be proceeded with only with the greatest caution and 
tenderness, on account of the great danger of injuring the walls of the 
bladder. 

2049. After the operation, the treatment must be directed to the 
prevention and removal of the irritative and inflammatory symptoms, and 
the passage of the fragments of stone through the urethra. The patient 
must be kept quiet in bed, or the generative organs supported. in a sus- 
pendor, and he should take only thin broth and mild mucilaginous drink, 
till no trace of irritation remain. But when this has completely ceased, 
he may gradually return to more and solid food, sit up, and go about for 
any length of time, but always having the generative organs supported. 
If febrile symptoms, inflammatory irritation and swelling of the mucous 
membrane of the bladder and wrethra, of the prostate and generative 
organs, and of the inguinal glands occur, antiphlogistic treatment, suiting 
the degree and character of these symptoms, and the constitution of the 
patient, by general or local blood-letting, lukewarm baths, washes and 
internal treatment must be resorted to. If with these symptoms, general 
coldness of the body, and weak, often very small pulse show a prostration 
of the powers, then dry rubbing, aromatic applications, the internal use of 
aromatic infusions, and even of volatile irritants, with due caution, must 
be employed. Inflammatory affections of other organs, which, although 
depending on the constitution of the patient, may be excited by the opera- 
tion, require the closest attention and corresponding treatment. 

2050. The escape of sand and small portions of stone produced by the 
crushing, generally follows the first voidance of the urine, and is repeated 
each time it is afterwards passed ; accompanied with more or less burning 
sensation in the wrethra, but without further irritation... Small fragments, 
even up to four lines, if they be round, do not in general cause any parti- 
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cular symptoms ; but if larger, hard and angular, they irritate and wound 
the mucous membrane of the urethra, excite inflammation, get fixed most 
commonly in the fossa navicularis, and producing difficulty in passing or 
entire retention of urine, excite the most violent and painful symptoms. 
This fixing of the fragments of stone in the wrethra is very frequent, 
according to Lrroy in four cases to one, and hence has arisen the great 
number of instruments proposed for their removal. Often, however, even 
small pieces cannot be forced out, because either the bladder is paralysed 
or its neck is spasmodically contracted. 

2051. To prevent this accident, various plans have been attempted to 
get rid of the fragments of stone from the bladder. H&EuRTELovrP with 
his lithocenose, a straight or curved steel canula, with two side openings 
and a hemispherical terminal piece introduced into the bladder, injects 
water, and allows it to flow out again. ‘The small pieces escape with the 
water, the larger get entangled in the openings, and must then be broken 
up, either by the introduction of a solid tube, or with a toothed knob, which 
ean be rotated (Leroy.) ‘This operation may be often repeated without 
removing the tube till its blind end is loaded with the fragments of the 
stone. HrurTELour also uses spoon-shaped forceps in form of his 
percuteur, and Lreroy the small instrument of Jacosson, introduced 
through a canula. Scuuerss (a) has for this purpose constructed an evac- 
uating catheter, after the fashion of HEuRTELOUP’s percuteur, by which 
he can at the same time inject ; and some have also employed CoorrEr’s 
curved forceps. All theinstruments, however, with which fragments are 
caught hold of and drawn through the wrethra are attended with danger 
of wounding, and injuriously irritating the urethra, in consequence of 
the projection of the angles of the fragments. 

2052. Fragments of stone fixed in the wrethra must be either thrust 
back into the bladder, or drawn out through the urethra, or removed by a 
cut into the wrethra. The suitability of one or other of these modes of 
proceeding must depend on the seat of the lodgment of the fragment: if 
the piece of stone be fixed in the neck of the bladder, or if it have not 
passed the prostatic part, it is most easy and proper to push it back into 
the bladder, which may be done with a thick elastic or metal catheter, or 
by forcible injection into the bladder, so that, when the piece has been 
there pushed, it may be further crushed. When the fragment has pene- 
trated into the membranous part, it often cannot be pushed back into the 
bladder, as the enlargement of the prostate in the wrethra which frequently 
accompanies stone, opposes its return; it is then more advisable and 
necessary to pull it out; and the same practice must be adopted in refer- 
ence to fragments in the fore part of the urethra. 

2053. A variety of instruments have been employed for withdrawing 
fragments of stones fixed in the wrethra ; some of these were known in old 
times, others have been proposed since the introduction of lithotrity, in con- 
sequence of the more frequent occurrence of this accident. ‘The old instru- 
ments are, Lamorre’s forceps, in shape of a snipe’s bill; Hunvrer’s or 
Hates’s forceps; Fasricrus Hitpanus’s forceps; Par’s borer; that 
of Fiscurr for crushing the stone; and Marrni’s metal loop. The later 
instruments are, Hunrer’s forceps, modified with a movable branch; 
Cioquet’s metallic loop, which is passed through a canula, and drawn 
together by means of a screw, so. as to crush the stone when caught ; 

(a) Above cited, pl. viii. f. 15, 17. 
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Cotomsat’s figure-of-eight loop; JacoBson’s miniature instrument ; 
Coorrr’s curved forceps; Amussar and SaGauas’s small percuteur ; 
Crv1Aue’s hook; Lrroy’s three-limbed forceps, with or without a borer ; 
Amussav’s four-limbed forceps; Lrroy’s jointed cwrette, with DuBo- 
WISkKy’s modification, which has a borer added; Lrroy’s urethral forceps, 
with an articulated curette, and a percuteur with a curette ; and AMUSSAT’S 
and Sanson’s catheter furnished with a very large side opening. 

2054. From the number of these instruments may readily be compre- 
hended the difficulty accompanying the withdrawal of the fragments of 
stone from the urethra. Their use always requires the greatest cireum- 
spection and care. The straight or curved cannular forceps of HunTER, 
Leroy, and others, are in general the most fitting, as are also CooPER’s 
forceps, when the fragments are deeper seated in the membranous part of 
the urethra. Leroy’s jointed curette, indeed commonly grasps the stone, 
but only moves, without drawing it out, if it be not also fixed or crushed 
by the borer. According to Pian#, Sanson has in several instances 
where he had in vain used the most suitable instruments, effected the with- 
drawal of stone by means of an elastic catheter, with one or two large 
side openings, with the greatest ease and without pain. The position of the 
fragment of the stone is first determined with a metallic catheter, which is 
then withdrawn, and an elastic catheter with its metal stem passed down to 
the fragment, shows its place a second time, by rubbing against it; the 
metal stem must then be drawn back about two inches, and by twisting the 
- catheter, its opening must be endeavoured to be applied to the stone, 
which almost always at once gets into it, and is withdrawn with the 
catheter. If the fragment be quite close to the orifice of the urethra, it 
may, after slightly enlarging the orifice with a little cut downwards, ( par. 
2042,) be pulled out with a pair of common forceps. 

2055. If a fragment of stone stick so fast in the wrethra, that it can 
neither be thrust back into the bladder, nor pulled out, and if it be situated 
at an accessible part of the urethra, the coverings must be cut through, 
and the fragment removed through the wound. An elastic catheter must 
then be introduced into the bladder, and the wound perfectly united. 

2056. When after the escape of all the fragments of stone, no further 
symptoms appear, a close and careful examination of the bladder must be 
made, according to the rules already laid down, to be perfectly satisfied that 
there is no remnant of the stone,which may cause its reproduction. Prudence 
also requires that the examination should be repeated from time to time, be- 
fore it can be ascertained that the patient is quite freed from the stone. 

2057. Crushing the stone is effected in women in the same way, and 
according to the same rules as in men. The shortness, greater width, and 
extensibility of the female wrethra render the introduction and manage- 
ment of the instrument, as well as the withdrawal of large fragments of 
stone, easier. It must, however, be remembered that on account of this 
very condition of the urethra, it is more difficult to retain the proper 
quantity of the injected fluid, and that the stone mostly lies on the sides of 
the bladder, on which account it may be more easily seized with curved 
than with straight forceps. The finger, however, introduced into the 
vagina can alter the position of the stone, and bring it to the instrument. 
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2058. The operation of cutting for the stone consists in the artificial 
opening of the bladder or of its neck, at some one part, and to such 
extent as will allow the removal of the stone. This operation should 
always be undertaken as soon as possible, because otherwise the stone 
enlarges, and renders the operation proportionally more difficult and 
dangerous. It is, however, contraindicated in severe continued pain in 
the kidneys, which depends either on stone, suppuration, or other destruc- 
tion of those organs; in ulceration of the bladder, which may be dis- 
tinguished from its simple blennorrhagie affections ; in considerable 
thickening or carcinomatous degeneration of its walls; also when the 
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powers are very low sunk, and there has been previous wasting fever ; in 
great enlargement of the stone; and, finally, in its being completely 
encysted. The operation must be deferred if there be any accidental or 
passing disease, if great inflammation of the bladder and its neck, if 
much sympathetic irritation of the digestive organs, continued uneasi- 
ness, vomiting, and the like, as also if there be stricture of the wrethra, 
until the passage be restored. 


The circumstances which contraindicate cutting for the stone require close and 
careful consideration, as experience frequently shows that, even under the most un- 
favourable circumstances the operation is successful, and that with the removal of the 
stone, the symptoms depending on its presence, as for example, the chronic inflamma- 
tory affection of the bladder, cease. If it be well ascertained that the stone is 
encysted, it being perfectly so, must decidedly contraindicate the operation, as in most 
cases it is impossible to set such stone free, or the case may terminate fatally. An 
enormously large stone can only be considered as contraindicating one special mode of 
operation. Cases may occur, though very seldom, in which, though the presence of a 
stone in the bladder is proved by sounding, few or no symptoms occur; its enlargement 
is very gradual, and the operation does not seem to be necessary. It is always, how- 
ever, to be feared, that in deferring the operation till the appearance of symptoms 
which require it, such changes may accrue as will render its result doubtful. This 
especially applies to young persons ; as, on the contrary, in old persons, the operation 
must be considered to be contraindicated (1). . 

[(1) “The age of the patient,” says AsTLEY Cooper, “does not much influence the 
result of the operation, with the exception I shall mention. Old age is not to be a bar 
to it if, so far as the stone will permit, the patient be active and have no other com- 
plaints. Mr. Cine, senior, operated successfully upon a patient at eighty-two; Mr. 
ATTENBURROW, of Nottingham (2), ata still more advanced age. I operated on a gentle- 
man aged seventy-six, and he died about ten years after. About sixty years of age is 
the period at which stone is most frequent in the adult, and then the operation is very 
successful. In the middle period of life, fever is more violent from the operation, and 
the patient is often too much loaded with fat to be submitted to it. Fat persons do not 
generally bear operations well; they have little vital power; they should be reduced 
by diet and medicine ; and they must be accustomed to irritation of the bladder, by 
the frequent introduction of the sound; but still they have more fever and disposition 
to peritonzal inflammation than ata later period of life. The age at which there is 
least danger is from three to twenty, for death is then a very rare occurrence. Under 
the age of two years, children often become convulsed, and die from the operation, on 
account of their excessive irritability.” (pp. 244, 45.) 

(2) His son informs me that this patient was eighty-five years old; and that his 
father had also operated on a man of eighty-seven, who lived to the age of ninety-five. 

The earliest age at which I have known the operation for stone performed with suc- 
cess was twelve months, in two instances successfully by KEaTE, at St. George's Hospital. 
Joun Hunrer operated on a child of eighteen months, but the result is not stated. I 
have recently cut a child of twenty months, but he died on the fourteenth day of peri- 
toneal inflammation, accompanied with small abscesses in the immediate neighbour- 
hood of the wound. CrviaLE(a) has, however, collated many instances of infants 
affected with stone, one of which was cut at ten weeks, but with what result is not stated. 

Although fat persons are not very favourable subjects for stone-operations, yet with 
management they may do well. My friend Green cut a man about fifty, who a short 
time before the operation weighed eighteen stone, but had been reduced, and the girth 
of whose waistcoat was nearly two yards. He did well of the operation, but stone 
formed again; he was lithotritized, and died with inflammation of the mucous mem- 
brane of the bladder.—J. F. S.] 


2059. If the stone-patient’s health be otherwise good and his mode of 
living regular, it will be sufficient preparation for the operation to dimi- 
nish, a few days previously, the ordinary quantity of his diet, to bathe 
him several times in lukewarm water, and for the two immediately pre- 
vious days to restrict his diet further, and to give clysters. In full- 
blooded persons, one or two bleedings should be resorted to; in hemor- 

(a) Traité, above cited, p. 506. 
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rhoidal affections, and specially with loading of the liver, leeches must be 
applied to the anus. In stout persons, with weak constitution, the con- 
dition of the juices and the state of the bowels must be attended to, as 
this kind of constitution may be most prejudicial to the result of the 
operation. Under these circumstances bathing must be used with the 
greatest caution, and tonics are often called for. The use of purgatives, 
commonly employed in the preparatory treatment to cutting the stone, 
requires care; if necessary, at least a few days must intervene between 
their use and the operation. If the patient have worms, they must either 
be first got rid of, and then the operation be performed ; or he may be left 
to his ordinary quantity of diet, attention being paid to its quality, and 
on the day before the operation have broth three or four times, according 
to his appetite, and on the morning itself, bread soaked in beef tea or rice 
porridge. Old persons are to be treated in the same way. In country 
people, who are accustomed to coarse food, a quick change of food, and 
to a lighter kind, may be unfavourable to the result of the operation. 
In very sensitive subjects, small doses of opium, extract. hyoseyami, or 
aq. lauro-cer., may be administered. 

A.—Or CurTinG FoR THE STONE IN MEN. 

2060. The history of cutting for the stone presents six different modes 
in which it is performed on the male, to wit :— 

First, Cutting with the little apparatus. 

Second, 5, Se PCat lens 

Third, - 3 high operation. 

Fourth,  ,, by the lateral re 

Fifth, », into the body of the bladder from the perineum. 

ath, », through the rectum. 

2061. Cutting for the Stone with the Little Apparatus, (Apparatus 
parvus, Hypocystomia, Lat. ; der Steinschnitt mit der kleinen Gerithschaft, 
Germ. ; la Taille par le petit Appareil, Fr.,) called also CELsus’s method, 
because he first described it, consists in making a cut upon the stone 
through the perineum and neck of the bladder, and drawing it out with a 
stone-spoon. ‘This plan remained the only one, and unchanged up to the 
sixteenth century, when it yielded to the great apparatus, and was almost 
entirely confined to childhood. Hrrstrr and Moranpalone have, in more 
modern times, taken it under their protection. 

2062. A strong man sitting on a chair takes the patient on his lap, 
and holds the thighs bent at the knee properly apart. If he be not in 
this way sufficiently fixed, the feet must be held by other assistants on 
each side. The operator introduces two fingers of his left hand into the 
anus, and endeavours, whilst with his right hand above the pubic sym- 
physis he presses the belly downwards, to push the stone into the neck of 
the bladder ; then, upon the projection formed by the stone in the pert- 
neum, on the left side of the raphe, he makes a semilunar cut, the 
horns of which are directed towards the left hip-socket, through the 
perineum into the bladder, divides its neck by a second transverse cut, 
and pulls out the stone with his finger or with a stone-spoon. 


Such is the usual interpretation of the text of CeLsus :—“ Ut super vesicee cervicem 
fit, juxta anum incidi cutis plaga lunata usque ad cervicem vesice debet, cornibus ad 
coxas spectantibus paululum : deinde ea parte, qua strictior ima plaga est, etiamnum sub 
cute, altera transversa plaga facienda est, qua cervix aperiatur” (a). As adeviation from 

(a) De Medicina, lib. vii. cap. xxvi. 
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this text, must be considered the direction, to press the stone upon, and not into, the 
neck of the bladder, by which process the cut seems to be made into the body rather than 
into the neck of the bladder, which HEtsrTer distinctly directs; according to whom, the 
parts which must be cut through are, the skin, the fat, and between the left m. erector 
penis and the bulb, the hinder and under part of the bladder up to its neck. According 
to BRoMFIELD (a), the semicircular cut should be carried in such way above the anus, 
that it may pass through the raphe and its horns lie opposite to the ischial tuberosities. 
This statement, which is objected to by Crosius (b), was assumed by CHAUSSIER (c) 
and by Brciarp (d), to be the true interpretation of the text of CeLsus, and both these 
Surgeons have proposed a peculiar practice by the addition of a staff, which Dupuy- 
TREN adopted successfully in a living person in the year 1824. This proceeding, in 
which the neck of the bladder is cut into on both sides, in a corresponding direction to 
the external cut, will be more fully entered into in considering the lateral operation (e), 
_ The objections to this interpretation may be found in Jourpan (f), Turck (g) 
and in BeGin (A). SCHONMANN (7) defines the external cut, as being semilunar with 
its convexity towards the hip-socket, its upper horn towards the left side of the raphe, 
and the lower towards the left ischial tuberosity. 

2063. This mode of treatment, which has only historical value, is de- 
servedly objected to, as it is very difficult, and sometimes impossible to press 
the stone into the neck of the bladder, which is bruised by so doing; as 
there is no certainty of what parts are cut through; and as the operation 
is performed without a staff, the wrethra may be cut through transversely, 
and the ureters, seminal vesicles, and the vas deferens of the left side may 
be injured (j). It can only be called for in the rare case of a stone deve- 
loped in the neck of the bladder, forming a distinct projection in the 
perineum, and when no staff can be introduced. 

Upon this operation the following works may be consulted :— 

Ceusus, De re medica, lib. vii. cap. xxvi. 

ILsEMANN, J. G., (Pres. L. Hetsrer,) Dissert. de Lithotomia Celsiane preestantia et 
usu. Helmst., 1745. 

Cuosstus, Analecta quedam ad historiam Lithotomie Celsiane. Tubing. 1792. 

Turck, De l’Incision pratiquée par Ces, dans ]’Opération de la Taille chez les 
Hommes. Strasb., 1818. 

2064. Cutting for the Stone with the Great Apparatus, (Appuratus 
magnus, Lat.; der grossen Geriithschaft, Germ. ; le grand Appareil, Fr.,) 
so named on account of the great number of instruments required for the 
operation, was invented by JouHannes DE Romanis in the beginning of 
the sixteenth century, and subsequently made public by Marranus 
Sanctus DE BarLErra, on which account it was long called the SEcrTIO 
Marrana. This method consists in first passing a staff into the bladder, 
in opening the urethra in its spongy part, bya cut through the perineum, 
and in enlarging the neck of the bladder, by particular instruments, to 
such extent that the stone can be pulled out. 

2065. The patient having leaned backwards on an oblique surface, was 
placed upon a high stool, or on the edge of a table; his hands bound to 
his feet, which were drawn up and separated from each other, and at the 
same time several turns of the bandage passed round his neck and 


(a) Chirurgical Cases and Observations, vol. ii. p. 218. 


(b) Analecta queedam ad historiam Lithotomiz 
Celsiane. Tubing., 1782. 

(c) Morvanp, Dissert. Propositions sur divers 
objets de Médecine. Paris, 1800. : 

(d) Propositions sur quelques points de Mede- 
cine. Paris, 1913. } 
(e) Insemann, J. G., (Pres. L.Hersrer, ) Dissert. 
de Lithotomize Celsianw prestantia et usu. 
Helmst., 1745.—Turcx, De l’Incision pratiquee 

ar CELsE dans l'Operation de la Taille chez les 

ommes. Strasb., 1818. 


(f) Article Lithutumie, in Dict. des Sc. Medi- 
cales, vol. xxviii. p. 384. 

(g) Journal Complement, du Dict. des Se. Med., 
vol. iii. p. 184, 

(A) Supplement to Descnamps, Traité p. 420. 
At): Commentatio de Lithotomia Celsiana. Jena, 

41. 

(j) Jonn Bett, Principles of Surgery, p. 59, 
pl. v. London, 1815.—Froriep’s Chirurg. Kup- 
fertaf., pl. Lxxi. 
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shoulders, and himself held by assistants. A staff was then introduced 
into the bladder, with which it was attempted to ascertain the presence of 
the sto.1e, and at the same time, also, if possible, its size. The handle of the 
staff was given to an assistant, who inclined it a little towards the belly, 
and at thesame time also raised the scrotum. A cut was then made on the 
left or right side of the raphe, upon the staff, beginning below the 
scrotum, and terminating an inch above the anus, in males usually 
about four fingers’ breadth long. Ifthe bistoury did not at first hit upon 
the groove of the staff, a second cut divided the bulb and a small part of 
the pars membranacea urethre ; the gorget, conductor, or dilator, was 
then entered on the groove of the staff, the staff drawn back, and the neck 
of the bladder enlarged with the gorget. The stone-forceps were then 
passed in, and assisted also in enlarging the neck of the bladder, and with 
them the stone was grasped and drawn out. 

2066. This mode of operating has manifestly great advantage over the 
little apparatus, but instead of the simple enlargement of the neck of the 
bladder, as was the object for which it was employed, considerable tearing 
and bruising was always produced, as experiments on the dead body at 
least have proved, and pulling out the stone was always accompanied with 
great difficulty, and injury of the parts. The serious symptoms which 
mostly followed this mode of operation were, extravasation of blood, ab- 
scesses, destroying suppuration, gangrene, fistula, incontinence of urine, 
and the like. It must not, however, be overlooked that the results with 
the great apparatus were not exactly so unfavourable, as usually con- 
sidered to its prejudice; this Descuamps proved, and in reference to the 
consideration of the several modes of proceeding in the lateral opera- 
tion, is of very great importance (a). 

MareEscHat, by his coup de maitre, in which, for the purpose of separating the urethra 
from the anus, he raised the staff under the pubic symphysis, inclined the handle towards 
himself, and thrust his lithotome further into the urethra, endeavoured to give the cut 
a greater extent ; but by this method the rectum was always liable to be injured. Vacca 
BERLINGHIERYS (6) treatment, which will be noticed hereafter, resembles this practice. 

Upon this mode of operating may be consulted 


Marrana Sancti Baroiirant, Libellus aureus de Lapide ex vesica per sectionem 
extrahendo. Venet., 1535. 


Fienus, T., Tractatus de Sectione Calculi, seu Lithotomia.—Wundarzneikunst. 
Niirnberg, 1675. 

Franco, P., Traité des Hernies, &c. Lyon, 1561. 

Pineau, S., Discours touchant l’Invention et ]’Extraction du Calcul de la Vessie. 
Paris, 1596. 

Hi.pant, G. Fasric., Lithotomia Vesice. Pasil, 1628. 

Toxtet. F., Traité de la Lithotomie ou |’Extraction de la Pierre hors de la Vessie. 
Paris, 1708. Cing. Edit. : 

Aueuisi, T., Litotomia, overo dal cavar la Pietra. Florenza, 1707. 

Gor icKE, A. O., De optima Lithotomiam administrandi ratione. Hale, 1713. 

Corot, De l’Opération de la Taille. Paris, 1727. 


2067. Cutting for the Stone by the High Operation (Apparatus altus, 
Epicysteotomia, Cystotomia epigastrica, Lat.; der hohe Apparat, 
Bauchblasenschnitt, Germ.; le haut Appareil, Fr.) consists in opening 
the bladder between the upper edge of the pubic symphysis and the fold 
of peritoneum, passing over the bladder. ‘This operation was first per- 

(a) Cuetius, Bemerkungen iiber den Stein- (b) Della Litotomia nei due sessi, 4th Mem, 


schnitt;i n Heidelb, klinisch. Annalen, vol. vi. Pisa, 1825. 
pt. lv. 
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formed by Franco (a) in the year 1561, and he must be considered as 
the discoverer of the method, although ArcuiceEnes had previously pro- 
posed it. Rousset (4) closely describes the proceeding, and points out 
its advantages. It found, however, but little acceptation, on account of 
the still general opinion of the great danger of wounding the body of the 
bladder, till it was first again performed in England by Prosy (ce) ; then 
again brought into some repute by Joun Douauas (d), CHESELDEN (e), 
Prre(f), THornuitt, Maceitu(g), Hersrer (1), and Moranp (2). 
The lateral operation, however, soon displaced it; but Frere Comr’s (7) 
fortunate experience raised it again for ashort time; since then, however, 
it has been restricted to those extreme cases only in which, on account of 
the great size of the stone, it could not be got through the lower opening 
of the pelvis. In more recent times it has been performed especially 
by SouBERBIELLE, at Paris, with success; and has been defended by 
Carpur (f) and Home (/). Scarpa (m), and still more recently, 
Dzonp1(z), Betas (0), AMussaT, BAupeEns, and Leroy p’Er1oLLe( p) 
have endeavoured in various ways to improve the operation and the in- 
struments. 

2068. The following is the mode of proceeding usually employed in 
cutting for the stone with the high apparatus. The patient lies on a bed 
covered with a matrass ; the pelvis a little raised by a pillow beneath it ; 
the lower limbs half-bent at the knee and hip-joints ; the head moderately 
supported so that the abdominal muscles may be relaxed. After the in- 
troduction of the arrow sound (sonde a darde, sonde a fleche) of BELMAS: 
into the bladder, and the discovery of the stone, the operator standing on 
the patient’s right side, makes a cut of three inches’ length with a convex 
bistoury, whilst on both sides of the white line he tightens the skin above 
the edge of the pubic symphysis with the fingers of the left hand, exactly 
in the direction of the white line, through the skin, cellular tissue, and 
fascia superficialis. He now thrusts, immediately behind the pubic 
symphysis, a straight bistoury into the under part of the white line, about 
an inch deep, and ascertains by the obstruction ceasing, and the fat and 
loose cellular tissue protruding, that the white line is divided, and the bis- 
toury has penetrated into the space between the pubic bones, the bladder, 
and the convexity of the peritoneum. The point of the left forefinger is 
now introduced into this opening, the perituneum separated from the wall 
of the belly, and the wound enlarged upwards by means of a common 


(a) Traite des Hernies, contenant, &c , et autres (h) De Apparatu Alto. Helmst., 1728. 


excellentes Parties de la Chirurgie, assavoir de la 
Pierre, &c., p. 139. Lyon, 1551. 

(b) Traite Nouveau de l’Hysterotomotokie, ou 
Enfantement Césarien. Paris, 1581, chap. vii.— 
Perrus te Mercier, Thesis, An ad extrahen- 
dum caleulum dissecanda ad pubem vesica? Paris, 
16°5; in Hatvenri Disputationes Chirurg., vol. iv. 
p. 985. 

(ce) Philosophical Transactions, vol. xxii. p. 1700. 

(d) Lithotomia Douglasiana, or An Account of 
a New Method of making the High Operation. 
London, 1719.—Lithotomia Douglasiana. London, 
1723. 

(e) A Treatise on the High Operation for the 
Stone. London, 1723. 8vo. 

(f) Some Observations on the several Modes of 
Lithotomy. London, 1724. 

(g) MippteTon, A short Essay on the Opera- 
tion of Lithotomy, as is performed by the New 
Method above the Pubes; to which is added, A 
Letter relating to the same subject, from Mr. 
Macartt to Dr. Dovaras. London, 1727. 4to. 


(i) Traité de la Taille ou Haut Appareil. Paris, 
1728, 8vo. 

(j) Nouvelle Méthode d’extraire la Pierre de la 
vessie urinaire par dessus le pubis, qu’on nomme 
vulgairement le Haut Appareil, dans l’une et 
Vautre sexe sans le secours d’aucun fluide retenu 
ni forcé dans la Vessie. Bruxelles, 1779. 

(k) A History of the High Operation for the 
Stone by incision above the Pubes. London, 
1819. 

(2) On a New Mode of performing the High 
Operation for the Stone ; in his Practical Observa- 
tions on the Treatment of Strictures in the 
Urethra, vol. iii. p. 359. London, 1821. 

(m) Sul Taglio epigastrico. Pavia, 1820. 

(n) Eine leichtere und sichere Weise, den Stein 
aus der Urinblase zu entfernen 3 in voN GRAEFE 
und von WarTueEr’s Journal, vol. xiv. p. 173. 

(v) Traité de la Cystotomie suspubienne. Paris, 
1827. 

(p) De la Cystotomie epipubienne. 
18.7, 


Paris, 
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button-ended bistoury, or by BreLmas’s buttoned bistoury, introduced on 
the volar surface of the forefinger, which is to be done rather by pressing 
the bistoury on, than by a stroke. ‘The operator then grasps the handle 
of the arrow sound with the right hand, and sinks it, so that the other end 
rises up immediately behind the pubic symphysis, and lifts up the front 
wall of the bladder like a hillock into the wound; the left finger already 
in the wound at the same time directing the movement of the beak of the 
sound, and pressing back the peritoneum. ‘The beak of the sound, with 
the portion of bladder covering it, is now fixed with the thumb and fore- 
finger of the left hand, and the arrow of the sound pushed out by an 
assistant. A straight bistoury is then thrust upon the groove of the 
arrow, and the front wall of the bladder cut through from above down- 
wards, the forefinger of the left hand quickly introduced through this 
wound into the bladder, and its volar surface being directed upwards, and 
the finger crooked seizes the upper angle of the wound in the bladder, and 
holds the bladder in a position corresponding to the external wound. If 
the wound in the bladder do not answer to the size of the stone, it must be 
enlarged with a button-ended bistoury downwards, towards the neck of the 
bladder. If the fingers of the right hand cannot seize and draw out the 
stone, a pair of common stone-forceps may be introduced into the bladder, 
with which it is easily caught and pulled out, and which may also, if 
necessary, be assisted by introducing the finger into the rectum. 


The two most important accidents which may occur in cutting for the stone above 
the pubes, to wit, wounding the peritoneum, and dropping down of the bladder, at the 
moment it is cut into, have led to various modes of proceeding in reference to cutting 
through the coverings and the bladder. 

Franco, with his finger introduced into the rectum, pressed the stone against the back 
of the white line, and cut directly upon it. Rousset distended the bladder witha mild 
fluid to such an extent as to raise it above the pubes, and bring it near the wall of the 
belly. Doucias, CHEsELDEN, and Moranp, increased the size and resistance of 
the bladder, by injecting only moderately, as a greater distension is very painful, 
and often not possible. 

Frere Come, instead of injection, used the dart sound (a), which he introduced 
through a cut previously made in the membranous part of the urethra into the 
bladder. LopEr (6) objected to this previous cut in the perineum, and passed 
the arrow sound through the wrethra into the bladder; and the same practice was 
followed by ZaAnc and Home. Zane further advises that the patient should per- 
fectly discharge his urine before the operation; and for the purpose of effecting 
this more certainly, a small quantity of decoction of mallows may be injected 
through the catheter into the bladder, and afterwards allowed to escape. Then, if the 
patient can bear it, a tolerable quantity of the same decoction may be injected gradually 
into the bladder, which being thus distended, separates the peritoneum more from the 
upper edge of the pubic symphysis, and saves it from injury. The penis must be tied 
till the bladder is exposed, and then the dart sound introduced through the urethra. 

Scarpa gives the dart sound a large sweep and a deep groove, and dips the 
bistoury a line and a half from its tip into the bladder, more certainly to pre- 
vent its slipping off the sound. The large curve of Frére Cémer’s dart sound easily 
permits its beak to be thrust against the upper part of the bladder, and by its move- 
ment against the pubic symphysis, the drawing away also of the peritoneum, for 
which purpose Betmas makes the curve of his instrument shorter and greater, and 
the further alteration that the beak of the instrument is furnished with a button end, can 
be protruded further, so that as soon as it is properly introduced into the bladder, the 
arrow may be pushed forwards. Dzonp1 uses, as had been done previously by 
Rousset and Sermes, a catheter grooved on its concave side, which is very safe, if the 
knife be dipped some lines before the point of the catheter into the bladder. Leroy 
p’ETIOLLE has recommended, for raising the bladder, an instrument similar to Heur- 


(a) This is a sound of which the tip.can he projected bya stilette, and is called by the French 
Sunde a dard, and by the Germans P/eiisunde. (b) Kéuver’s Anleitung zum Verbande, p. 477. 
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TELOUP’S percuteur, with movable branches for that purpose. Many modern Surgeons 
(Baupens, AmussaT) object to such instrument for raising the bladder, and pressing 
it forward, when it has fallen together, and is empty, a proceeding which must always 
be considered venturesome, as BELMAS’s arrow sound, or a catheter properly used, is 
more safe. DuPpuyTREN (a), in a case where a small arrow sound was introduced into 
the bladder, which could not be distended by injection, pressed the stone by assistance 
from the rectum, upwards, aud opened the bladder immediately upon it. 

The best direction for the external wound is that of the white line. Homer (6) made 
one vertical cut through the skin, above the pubic symphysis, a second deeper through 
the fascia, and the belly of the m. pyramidalis, and by a third cut made trans- 
aS and at a right angle with the first, the insertion of the muscle to the pubic 
symphysis, and the loose cellular tissue on the bladder, and then raised it up with the 
finger. Le Drawn had previously proposed cutting into the bladder transversely. 
Franck, of Montpellier, also divides two-thirds of the m. rectus transversely. Accord- 
ing to BaupEens and Amussat, the cut should be made on the side of the white line, 
so as to lay bare the inner edge of one or other straight muscle, which done, and the 
muscle drawn outwards, there is only the thin plate of the transversal fascia to be torn 
through to get at the bladder. Brvmas thinks that the cut should be carried down to 
the root of the penis, to prevent infiltration of urine into that organ; whilst others hold 
that by such practice an earlier infiltration would be produced. 

For cutting into the white line, Frére Come used the trocar bistoury and the len- 
ticular bistoury; Leroy a special aponeurotome, and the button-ended bistoury of 
Rousset and Be_mas; Scarpa employed a staff. 

The forefinger of the left hand, which is to be introduced as speedily as possible into 
the bladder when opened, serves best to steady it, and renders the blunt hook, the 
gorgeret suspenseur of BeLMAs and Leroy’s instrument, unnecessary. The enlargement 
of the wound in the bladder must be made when the size and condition of the stone has 
been decided by the introduction of the finger, in which case, by the yielding of the 
edges of the wound in the bladder, a small cut is sufficient for the removal of a large 
stone. Dzonpr also proposes raising the stone into the wound by means of a button 
fixed upon the beak of the catheter, and to enlarge the wound if its edges offer much 
obstruction. Homer has recommended a particular kind of forceps with a net (c). 


2069. When the stone has been drawn out, the bladder carefully ex- 
amined with the finger, and the wound cleaned, the end of a piece of half 
unravelled linen should be passed through the wound into the bottom of 
the bladder, but Scarpa thinks it better merely to insert it in the space 
between the bladder and abdominal muscles, leaving its end hanging out 
of the lower angle of the wound. The wound is to be covered with lint 
and compress, and the whole dressing fastened with a linen belly-bandage. 


When an opening is first made into the pars membranacea, a silver or elastic catheter, 
for the escape of the urine, must be introduced, and properly fastened (Frere Come) ; 
by which, however, the urine does not escape more easily nor in larger quantity than 
from a catheter introduced into the urethra (Home, ZANG.) SoUBERBIELLE (d) employs 
merely a dressing covering the outer wound, and for the purpose of drawing away the 
urine from the wound an elastic catheter, at least eleven inches long, much curved like 
an &, and furnished with several openings along its beak ; to its outer end asecond tube 
of similar length is closely and firmly attached, so as thus to make a perfect syphon. 
SEGALAS drew some threads of cotton through the whole length of an elastic catheter, 
so as to hang out at both the side openings, and at the mouth of the catheter (e). By 
CLoquer’s attracting catheter (sonde aspiratrice) the urine is well drawn off; and 
Amussat has endeavoured to improve it by an elastic tube curved, with an olive-shaped 
beak, having side openings, and at the mouth furnished with a spout, to which a pig’s 
bladder may be attached. 

With the same view, to wit, the prevention of the infiltration of urine, it has been 
proposed, first only to make a cut into the lower part of the white line, to introduce a 
rod, having its front end bent at a right angle, by which the bladder can be fixed 
against the back of the white line, till adhesion is effected; and, three or four days 


(a) Lecons orales de Clinique Chirurgicale, (d) Observations sur les Opérations de Cysto- 
vol. ii. p. 366. tomie suspubienne pratiquees sur Vhomme et 
(b) Above cited, p. 359. sur la femme ; in Journ. Gener. de Medec., vol. ev. 


p. 274. 1828, Nov. 


(c) Above cited, p. 382. ; 
(e) Frorrer’s Chirurg. Kupfertaf., pl. 318. 
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after, to cut into the bladder within the bounds of this adhesion (VERNIERES); or to 
operate at two intervals, first to cut through the parts to the bladder, then three or four 
days after to open the bladder, when the surrounding cellular tissue has become firm 
and impenetrable to the urine (VIDAL DE Cassis.) Here, also, may be mentioned the 
union of the wound of the bladder by suture, (SOLINGEN, GEHLER,) in reference to 
which Prive, GRANDECHAMP instituted experiments on animals (a), from whence he 
concludes that the danger of the high operation may be diminished. 


2070. For some little time after the operation, the dressings must be 
changed twice or thrice a day, during which time all the urine escapes 
through the wound in the belly, and passes between the pieces of thé 
dressing. After three or four days, the strips of linen may be taken away, 
as then the swelling of the edges of the wound and of the cellular tissue 
between the bladder and walls of the belly is so great that the urine can- 
not infiltrate. The water now begins to flow gradually through the 
urethra, in proportion as the passage through the wound narrows, and at 
last it closes with simple treatment. 

Dupvuytren (b) considers all precautionary rules to keep the urine entirely away 
from the wound above the pubic symphysis as fruitless, the approximation of the edges 
of the wound by the stitch openings through the perincum and rectum, and the introduc- 
tion of the catheter through either of them, or through the urethra, of no use, and 
sometimes even dangerous, as they may produce infiltration of urine, and inflammation 
of the peritoneum, and of the cellular tissue in the cavity of the pelvis. 

2071. The untoward circumstances which may arise during and after 
this operation are,— great difficulty in its performance, on account of the 
bladder becoming much contracted; wounding the perttoneum; protru- 
sion of the intestines from the opening, and flow of urine into the cavity 
of the belly ; violent inflammation of the peritoneum 5 infiltration of the 
urine into the cellular tissue, abscess, and gangrene. When the contracted 
bladder is very deep, the operation must be performed with the greatest 
care; and it must be specially remembered that the front wall of the 
bladder must be cut into, not above the pubic symphysis, but behind 
it. If the peritoneum be wounded, the opening must be at once closed 
with a sponge. This is the most serious accident; but not always does 
there occur fatal extravasation of urine into the cavity of the belly 
(Doveras, Frere Come, SoUBERBIELLE.) ZANG (c), in cases of injury 
of the peritoneum, recommends for completely drawing off the urine, 
the puncture of the bladder through the reetum, and, in women, by the 
vagina ;a proceeding which Descuamps(d)has generally practised, and, for 
the more safe performance of the puncture, recommends a hollow cylinder 
with a handle, which is brought through the wound in the bladder, and, 
by the trocar, introduced into the rectum, the hind wall of the bladder is 
thrust into the cylinder, and may be there perforated. The inflammation 
to be feared after the high operation for the stone must be prevented and 
got rid of by suitable antiphlogistic treatment, as in the lateral operation. 
TInfiltrations of urine and abscess require the use of the knife, and such 
posture as will prevent the collection of urine and of pus. In this respect 
it is most important that the operation should be performed with the 
greatest possible care and dexterity, so that the cellular connexions of the 
bladder be not very much torn, nor separated to a great distance. 

Paxuccr practises thrusting a trocar from the bladder outwards, near its neck, so 
that there may be an opening in the perineum by the side of the anus, into which a 
canula should be inserted for the discharge of the urine. 


(a) In Out iviEr, above cited, p. 74. 
(b) Legons orales de Clinique Chirurgicale, (c) Above cited, p. 274, pl. i. ii. f. 6. 
vol, ii. p. 361. (d) Above cited, vol, iv. p. 113, pl. viii. 
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2072. If the advantages and disadvantages of cutting for the stone 
above the pubic symphysis have to be critically reviewed, this can only 
be done from the results which Doveuias, CHESELDEN, Frére Comp, 
and SOUBERBIELLE, have kept, without distinction, of the operations 
they performed on a certain number of patients, both men and women, 
with small and large stones. These results are but little distinguished 
from those of the lateral operation. Bleeding is not at all to be feared 
In this operation; very large stones especially may be removed by 
it; and palsy of the bladder is never consequent to it. In our days, 
however, this mode of operation is mostly confined to those cases in which 
the lateral operation is not proper, on account of disease of the neck of 
the bladder and of the prostate gland; also in very large stones, which 
are ascertained to be so previous to operation, or during the performance 
of the lateral operation ; and when, on account of peculiar crippling of 
the lower limbs, the perineum cannot be well got at. It must, however, 
be remarked, in reference to the large size of the stone, that if it entirely 
fill the contracted bladder, if the walls of the bladder be very thick, 
and the like, cutting for the stone above the pubic symphysis is very 
difficult, and may be even impossible, because the arrow sound cannot be 
raised up between the stone and the bladder, or the thickened and con- 
tracted bladder cannot be pushed up behind the pubic symphysis ; and in 
such cases, especially on account of the organic changes in the bladder, 
the operation in general causes the death of the patient (a). 


[The following is the interesting notice left by CHESELDEN of the revival, as well as 
of the disuse, of the high operation in his time:—‘In the year 1717-18 Dr. James 
Dove.as, in a paper presented to the Royal Society, demonstrated from the anatomy of 
the parts, that the high operation for the stone might be practised ; which had been once 
performed by Franco injudiciously, and by him disrecommended, though his patient 
recovered ; and afterwards strongly recommended, but not practised, by Rosset. Yet 
no one undertook it, till his brother Mr. Joun Douetas, about three years after, per- 
formed it, and with great applause, his two first patients recovering. Soon after, a 
Surgeon of St. Thomas’s Hospital cut two, who both recovered; but the same gentle- 
man afterwards cutting two, who miscarried by the cutting or bursting of the peri- 
toneum, so that the guts appeared, this way immediately became as much decried as it 
was before recommended ; upon which the Surgeons of St. Bartholomew’s Hospital, 
who had prepared to perform this operation, altered their resolution, and went on in the 
old way. The next season, it being my turn (b) in St. Thomas’s, I resumed the high 
way, and cutting nine with success, it came again in vogue. After that every lithoto- 
mist of both hospitals practised it; but the peritoneum being often cut or burst, twice 
in my practice, though some of these recovered, and sometimes the bladder itself was 
burst, from injecting too much water, which generally proved fatal in a day or two. 
Another inconvenience attended every operation of this kind, which was, that the 
urine’s lying continually in the wound retarded the cure; but then it was never fol- 
lowed with an incontinence of urine. What the success of the several operators was, 
I will not take the liberty to publish; but for my own, exclusive of the two before 
mentioned, I lost no more than one in seven, which is more than any one else, that I 
know of, could say; whereas, in the old way, (cutting on the gripe,) even at Paris, 
from a fair calculation of above eight hundred patients, it appears that near two in 
five died. And though this operation came into universal discredit, I must declare it 
my opinion, that it is much better than the old way, to which they all returned, except 
myself, who would not have left the high way, but for the hopes I had of a better; 
being well assured that it might hereafter be practised with greater success; these fatal 


(a) Scarpa in Otuivisr, above cited, p. 70.— 
Hunavu_p, Dissert. Recherches comparatives sur 
la Lithotomie. Paris, 1824. 

(6) This expression, ‘“‘ my turn,” alludes to an 
old regulation at St. Thomas’s, and I believe most 
other hospitals, by which each of the Surgeons was 
directed to operate on all the stone cases admitted 


VOL. II. 


during a certain number of months, alternately ; 
it being es that the Surgeon would operate 
better for having “his hand in,” than if he had 
merely his own cases. At our hospital this 
arrangement still existed when I was first a stu- 
dent, but it was given up in 1814; after which 
time every Surgeon operated on his own cases, 
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accidents having pretty well shown how much water might be injected, and how large 
the wound might safely be made.”—(pp. 327, 28.)] 


2073. The Lateral Operation for the Stone ( Sectio lateralis, Cystotrache- 
lotomia, Lat.; der Seitensteinschnitt, Germ. ; la Tuille latérale, Fr.) is 
at present the most usual method of operating, independent of the various 
modes of proceeding by which its several acts are performed. It is 

enerally characterised by a cut made in the perineum, extending from 
the side of the raphe towards the ischial tuberosity between the m. erector 
penis and accelerator urine, by which the membranous part of the 
urethra is opened, and the neck of the bladder, the prostate gland, and 
part even of the body of the bladder, are cut into. 

2074. History names FRANco as the inventor of this method, although 
it was first brought into use by Frere Jacques BEAuLieEv, at the end 
of the seventeenth century. Mery improved it. In Holland, Rav, who 
had learned this operation from Brauiiev himself, practised it with the 
greatest success ; but he never made anything known of his practice, and 
therefore opinions were divided about it (1). HersTER seems to have 
first rightly determined it; and CuEseLpEn, after fruitless attempts to 
make out Rav’s method, which he wrongly thought consisted in opening 
the body of the bladder, was led to his own particular method. 


Le Dran, Le Cart, Frére Come, Hawkins, GUERIN, Payoua, and others, have 
especially modified the necessary instruments, and more recently LANGENBECK, KLEIN, 
and Dusots, have contributed to the simplification of the operation. 

[(1) Rav’s experience must indeed have been very large, for ALBINUS (a), quoting 
from an oration (6) of Rav’s, says that he “ performed his operation on fifteen hundred and 

Sorty-seven men, and that he continued to perform it frequently up to his death.” ALBINUS 
states :_— There was undoubted proof that Rav at first treated stone-patients in Holland 
by opening the urethra in the perineum, with the great apparatus, which he had certainly 
learned at Paris. It is also sure that he not only saw Frere JacquEs operate, but that 
he several times examined the bodies of persons who had died after these operations. 
But afterwards he always practised a new method of his own, by which he cut into the 
same place as the monk had. 

«In this operation it was proposed, neither to cut into the neck of the bladder, as was 
first done, nor into the urethra, as at that time most were accustomed to do, but into the 
bladder itself, close to its neck, on the side, and somewhat towards its lower and back 
part; which section of the bladder could not in itself be much more dangerous than 
that of the neck or of the urethra. And as thus the wrethra and neck of the bladder 
remained entire, and these necessarily narrow passages, and very delicate parts were 
injured, neither by the introduction of instruments, nor withdrawing them with great 
violence, nor by extracting even the stone, oftentimes large, rough, and pointed, violently 
and cruelly, and as much which usually happened, and very great evils were avoided, it 
seemed far to exceed the ordinary methods.” Atprnus then notices the dangers and 
difficulties attendant on the operation, and which, he says, “ he had read and heard often 
happened to Frére Jacques, who neither understood the structure nor situation of the 
parts, nor had any certainty by which he could guide the knife and forceps. It therefore 
needs only when we would praise his method, that we should not hesitate openly to affirm 
it was rather practised by him with great loss of mankind, and to the destruction of the 
patients, and that it would have been better he should never have thought ofit, had it not 
given Rav the opportunity of discovering the best mode. For he, when clearly acquainted 
with the structure and situation of those parts which were to be cut into or avoided, con- 
sidered nothing was wanting to this method, than that a plan should be found by which 
instruments might be immediately and certainly directed to that part of the bladder ; this 
he discovered, and most successfully practised. It cannot indeed be denied that 
Frere Jacques preceded Rau; but to Rav now and for ever is due the greatest praise 


(a) Index Supellectilis Anatomic quam Acad. (b) Quere, That De Methodo Anatomen Do- 
Batav. que Leide est legavit vir clarissimus cendi et Discendi, delivered in 1713, on the day of 
Jouannes Jacosus Rav, &c., confectiis a B.S. his reception as Professor of Piysic, Anatomy, and 
ALBINO, qui vitam ejus et curationem quam Cal- Surgery, in the University of Leyden? 1am un- 
culosis adhibuit instrumentorum que figuras ad- — aware of any other.—J. F.S. : 


didit. Ludg. Bat., m.pcc.xxv. 
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and glory, that by his own skill, ingenuity, and industry, he made that addition by 
which alone treatment, otherwise uncertain, dangerous, and even hurtful, was rendered 
sure, safer, much better, and more excellent than others. He added the catheter, as it is 
called, which he had deeply grooved on its curved side; this he passed by the urinary 
passage into the bladder. and applied its convexity to that part of the bladder which was 
to be cut, so as to enable him to find it externally, to make the cut through the skin 
upon it, to direct the knife towards it, to cut the bladder upon it with certainty, and to 
introduce the forceps directly, just as was wont to be done by the great apparatus.” Not 
considering the common catheter sufficiently curved, Rau had “ the curve of his made 
a little greater at the termination of its straight part and the beginning of the groove, 
and at the end of the curve the beak was made straighter and longer, so that the knife 
might be carried backwards upon it, and a sufficiently large wound made in the bladder.” 
Having introduced the catheter, he so placed it that “ its grooved curve resting near the 
neck, was applied to that part of the bladder to be cut, on the left side, and a little below 
and behind the neck; which done, the catheter was gently pressed on that part, and the 
thumb moved externally over the soft part of the buttock, to the left of the anus 
between it and the great tuberosity of the haunch-bone. Then gently inclining the 
catheter towards his right thumb, which he pressed from the right and upwards, he 
found externally, and noted the spot opposite the curve of the catheter, at which the 
first cut was to be. This was made on the left of the anus, about a thumb or two fingers’ 
breadth from it towards the ischial tuberosity, not nearer, lest the rectum should be 
wounded; nor farther from it, lest the knife should need be thrust too obliquely 
towards the catheter. * * * The spot found, he first divided merely the skin and 
a little of the fat, with a straight cut of sufficient length, from above downwards and 
outwards, that is towards the ischial tuberosity, so as to get away from the rectum; but 
he did not take much trouble about this wound. He then passed his right thumb or 
forefinger into the wound, with his nail towards the catheter, which was kept as closely 
as possible to that part of the bladder to be cut into, again seeking for that instrument, 
and having found it, he withdrew his thumb and carefully carried in the point of his 
knife, not, however, too high, and cautiously directed it towards the catheter, which he 
had just before found with his thumb, and then gently cut through whatever he met. 
In order that he might not easily wound the rectum, he in general first gently passed his 
finger into it, so that he might ascertain its position and avoid it. When by thus cutting 
gently he had nearly reached the bladder, he passed the thumb or forefinger into the 
wound, again seeking for the catheter, and replacing it if disturbed by the patient 
tossing about. * * * Keeping the catheter applied on the left to the part to be cut, 
he then carried the knife cautiously from the right through the wound, not cutting with 
it, but that its point might directly reach the catheter. He then attentively and 
cautiously thrust the point of the knife into the groove of the catheter; and when he 
knew by the feel that the point of the knife and the catheter touched, and by moving it 
gently on either side, that then it was retained within the groove, then moving the knife 
carefully and firmly up and down, he cut rather downwards, and cautiously accommodat- 
ing the catheter to the knife, he cut into the bladder with a moderate-sized wound, which 
he made to descend from above outwards by placing the catheter, which was obviously 
necessary to prevent injury of the neighbouring parts. He then took care that the 
catheter should not recede from the wound in the bladder, and having introduced his 
finger, generally discovered the extent of the wound and the naked catheter ; especially 
if he thought it had moved its place, it being necessary that the groove of the catheter 
should be bare at the wound of the bladder, so that the male conductor might be without 
doubt passed into it. When all was again right, he took the male conductor with his 
right hand, and attentively, carefully, and steadily pressed it forwards, so that it might 
enter the groove of the catheter without being intercepted, which the resistance and 
hardness of the latter informed him of. Being thus assured, he thrust the conductor 
much to the right, and drew back the catheter in proportion, at the same time gently in- 
clining its handle to the left. The object of thus doing was that the curve of the catheter 
might escape from the wound of the bladder into its cavity, and at the same time the con- 
ductor still resting in the groove of the catheter, and pushed forwards might more safely 
and certainly enter the cavity of the bladder. He then moved the conductor gently about, 
and if he found the bare catheter, and especially the stone, he more certainly knew 
that it rested in the cavity of the bladder. The rest of the operation was performed, 
as with the great apparatus; for the right hand held the male conductor in the bladder, 
the left withdrew the catheter from it by the urethra; then the left hand grasped 
the male conductor, and the right carried the female, guided by the male, into the 
bladder. He then cleverly held both conductors apart with the fingers of the left hand, 
2r2 
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and with the right pressed the forceps between them directly into the bladder, and with- 
drew the female conductor. He then sought for the stone with the forceps, and having 
found it, was certified that the forceps had not gone wrong, but were in the bladder, 
and withdrew the male conductor. He then opened the forceps somewhat and sufli- 
ciently both to enlarge the wound and dilate the bladder as much as possible to separate 
it from the stone. Finally, he searched for, seized and extracted the stone, using the 
same precautions as those are accustomed and ought to use, who well perform this cure 
by cutting into the urethra in the perineum.” 

Such is the account, not very clear, certainly, which Atsrnus has left of Rav’s 
operation, but important as being the first which was grounded on anatomy, and not 
merely empirical. It also led CHEsELDEN to give up the high operation ; for, “ hearing,” 
says he, “of the great success of Mr. Rau, professor of anatomy at Leyden, I deter- 
mined to try, though not in his manner, to cut directly into the bladder; and as his 
operation was an improvement of Friar Jacquss’, I endeavoured to improve upon him 
by filling the bladder, as Douexas had done in the high way, with water, leaving the 
catheter in, and then cutting on the outside of the catheter into the bladder in the same 
place as upon the gripe, which I could do very readily, and take out a stone of any size 
with more ease than in any other way. My patients, for some days after the operation, 
seemed out of danger, but the urine which came out of the bladder, continually lodging 
upon the cellular membrane on the outside of the rectum, made fetid ulcers, attended 
with a vast discharge of stinking matter; and from this cause I lost four patients out 
often. * * * I then attempted to cut into the bladder in the same manner that Mr. 
Rav was commonly reported to do, but there had the same inconvenience from the 
urine’s lodging upon the cellular membrane on the outside of the intestinum rectum. 
Upon these disappointments I contrived the manner of cutting which is now called the 
lateral way.” (p. 328-30.)] 


2075. The preparation for this operation consists in clearing the pert- 
neum of hair, and in emptying the rectwm by a clyster. The patient is 
placed on a table covered with a firm matrass, in a horizontal, and by 
some in a rather reclined posture, with his head supported by pillows. 
‘The ischial tuberosities should project a little beyond the edge of the table. 
The hands are attached by bandages to the feet, which are drawn up. In 
children, also, especially, who are generally very difficult to hold in the 
operation, it is advantageous to bind the body with a broad cloth to the 
table (1). Two assistants grasp the feet, so as each to press a knee with 
one hand against their breast, and with the other placed on the inside of 
the foot, to hold it out, and to separate the thighs moderately from each 
other ; a third assistant fixes the pelvis, and a fourth hands the instru- 
ments to the operator (2). 


[(1) The direction here given of fixing a child to the table with a bandage is very 
objectionable on account of the pressure it must make upon the chest and its inter- 
ference with his breathing. It is also wholly unnecessary, if the assistants know how 
to hold the patient and do so properly. 

(2) Trifling as it might at first seem, the holding a patient properly and steadily 
during the operation for the stone, is a most important part of the proceeding, and is of 
material advantage or disadvantage to the operator, as it is well or ill done. The 
patient ought to be, and may be, without difficulty, so effectually fixed, that when 
once placed he cannot move. The knees should always be kept as far apart as possible, 
and the heels close upon the outside of the great trochanters, by which the operator has 
ample room for the use of his instruments. The best mode of effecting this is by the 
assistant fixing the patient’s knee deeply in his own armpit, and then dropping his 
upper arm vertically on the inside of the bound limb, he hugs it closely to his own chest, 
and if the patient be powerful and resisting, the assistant throws the weight of his body 
upon the knee, and thus easily inclines it outwards. The fore-arm and hand being at 
liberty, are placed on the inside of the leg, to assist the other hand of the assistant, 
which should grasp the foot, either across the instep or the middle of the sole, and. bear 
it outwards. This is the easiest and least fatiguing mode of fixing, both to patient and 
assistants, and but rarely requires any correction during the operation. The neck 
ligature, consisting of a bandage round the neck, carried from within outwards at the 
bent hams, and tied upon the neck, adds much to steadying the patient, and is always 
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advantageous; care should, however, be taken to insert a pad between the neck and the 
bandage, otherwise the former will be unnecessarily wrung. 

In the operation for the stone it should also be specially remembered that handker- 
chiefs should be removed, and shirt-collars opened at the throat, or the patient, in his 
struggles, may be choked, or at least much distressed ; and in holding him the assist- 
ants should be careful not to make any pressure upon the chest. 

There is no necessity for special fixing the pelvis beyond that which the two assist- 
ants, standing on either side, are capable of; but if the patient be very powerful and 
_ restless a third assistant may fix his shoulders, by standing behind and grasping them 

with either hand.—J. F. S.] 

2076. The operation itself consists of the following acts':—a. the intro- 
duction of the staff; (. the cut through the skin and muscles; y. open- 
ing the membranous part of the urethra; 6. cutting into the neck of the 
bladder; «. the drawing out the stone. 

2077. The staff is to be introduced into the bladder, after having been 
oiled, in the same way as the catheter; the presence of the stone is at 
once ascertained with it; but the operation should be put off if it cannot 
be distinctly felt. The staff must be held by an assistant, who, atthe 
same time lifts up the scrotum, either quite straight or inclined a little 
towards the right side, or the operator himself holds it with his left 
hand (a). As the introduction of the staff, after the patient is put in 
the posture directed, is often very difficult, it may be passed before the 
person is bound. 

[Bropie mentions a remarkable instance of this kind which occurred to him :—“ The 
stone could sometimes be felt distinctly with the sound, appearing to be of large size, 
while at other times it could not be felt at all; and sometimes when the bladder was 
empty of urine, it could be perceived distinctly with the finger from the rectum ; 
while at other times, when there was urine in the bladder, it could not be detected at 
all by this mode of examination. In performing the operation,” says he, “when I 
had introduced my finger into the bladder, I could at first discover no stone. At last 
I felt it on the anterior part of the bladder, behind the pubes. It was not lying loose in 
_ the cavity of the bladder, but evidently contained in a cyst, communicating with the 
bladder by a round opening. By means of a probe-pointed bistoury, I carefully 
dilated the orifice of the cyst; and then introducing my finger, separated the mem- 
brane of it from the calculus, until I was enabled to take hold of the stone with the 
forceps. It was not only encysted but adhering also, for it was brought away with a 
portion of the membranous lining of the cyst closely attached to it. The boy recovered.” 
(p. 323.) cas 

Without the stone being encysted, I have frequently known it impossible to find the 
stone by the most careful sounding for many months, although the symptoms have been 
so severe as almost to preclude the possibility of doubting its existence. I recollect one 
instance where the stone was not found for nearly eight years, but was then struck, and 
the boy, at that time thirteen years old, was operated on successfully.—J. F. S.J 

2078. ‘The eut through the skin and museles is commenced, in adults, 
from twelve to fifteen, in young people, from nine to twelve, in boys, from 
six to seven, and in children, five lines above the anus, on the left side of 
the raphe, some lines distant from it, and carried rather obliquely from 
above downwards, parallel with the ascending branch of the haunch-bone, 
and at proper distance from it to the middle of a line supposed to be drawn 
from the anus to the ischial tuberosity. The first stroke of the knife 
divides the skin and underlying cellular tissue, and a second, extending 
not quite so low, cuts through the m. transversus perinei completely, and 
the m. levator ani partially. If by this the membranous part of the 
urethra be not laid bare, so that the groove of the catheter can be dis- 
tinctly felt by the forefinger ofthe left hand, that finger is to be placed 
with its volar surface towards the patient’s right side, at the upper angle 


(a) Dupuytren, above cited, p. 15.— Dusors, Propositions sur diverses parties de l’Art de guerir. 
Paris, 1818. ; 
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of the wound, and near to it the part still covering the membranous part 
are to be divided. At this place I generally press the bistoury on to the 
staff, thrusting it in the direction as if I would push it up behind the 
pubic symphysis, and then complete the cut by carrying the knife down- 
wards (1). 

If the outer cut be begun higher than directed, there is danger of wounding the bulb 
of the urethra, and the transverse artery of the perineum. Continuing the cut lower 
endangers either the rectum, or, if the cut be made too much outwards, the internal 
pudic artery. 

RHEINECK (a) always makes the cut on the right ride, which has no advantage, and 
is only proper if the patient must be cut on the right side (b), which may be the case 
if the rectum, instead of being directly behind the prostate, be on its left side (c). 

[Bropie directs that the staff be “held nearly perpendicularly, the handle of it being, 
however, a little inclined towards the patient’s right groin. This causes the convexity 
of the instrument to project slightly on the left side of the perineum. In the first part 
of the operation, your attention is to be directed to the staff. You are to feel it with 
your left hand, and the knife, held in your right hand, is to be directed towards it. It 
is a sure guide, following which, you can never err, even in the deepest permeum, 

* %*  * Where there is any quantity of fat in the perineum, or anything even 
distantly approaching to what we call a deep perineum, if you attempt to cut at once 
into the groove of the staff, the result is, that you open the urethra too far forwards ; 
you divide the corpus spongiosum of the penis, which need not in reality be divided at 
all; and you are then certain of wounding the artery of the bulb of the urethra, which 
otherwise is in most instances avoided. Another inconvenience which attends on this 
method of proceeding is, that the wound being too near to the scrotum, the cellular 
membrane of it is in danger of being infiltrated with blood; and another still is, that a 
greater mass of substance is left to be divided, when you continue the incision into the 
bladder, than there would have been if you had cut into the wrethra further back in the 
first instance. I say, then, let the opening in the urethra be made deep in the perineum, 
behind the bulb, and as near as can be to the prostate. Place the thumb of your left 
hand on the skin over the staff; and in a man of ordinary size, about an inch and a 
quarter before the anus. Begin your incision immediately below this, on the left side 
of the raphe, and continue it backwards and towards the left side, into the space between 
the anus, and the tuberosity of the left ischium. Here you may cut freely; you can 
injure nothing of consequence. Then feel for the staff in the wound; direct the point 
of your knife towards it, and carefully cut into the groove, where it lies in the mem- 
branous part of the urethra. All these incisions are made low down in the perineum, 
that is, near the rectum.” (pp. 309, 10.) 

A free cut through the skin, proportioned to the patient’s size, is always very advan- 
tageous, as it materially facilitates the withdrawal of the stone, if it be large, and pre- 
vents much bruising, which is an object of great importance. I have seen both small 
and large external cuts made, and am sure that the latter are preferable to the former, 
although I am not inclined to make the cut so large as to be able to see through it into 
the bladder, as was jokingly said of the operations of CHANDLER, who was a very 
good and quick lithotomist, and one of the Surgeons at St. Thomas’s Hospital during 
my studentship. It is not the first cut which can wound the rectum, except with exces- 
sive carelessness, but the second, and then it may easily be prevented if the Surgeon 
keep the point of his knife raised towards the pubic arch, instead of depressing it 
towards the rectum, as is too frequently done.—J. F. 8.] 


2079. The opening of the membranous part of the urethra, and the 
cutting into the neck of the bladder, is that act of the operation by which 
the several modes of performing the lateral operation for the stone are 
distinguished. ‘These may be arranged under the following divisions :— 
First, the cut into the neck of the bladder made with the same knife used 
for the outer cut; Second, with some special instrument for the purpose, 
and from without inwards; Third, with a special instrument from within 
outwards. 

(a) Medic, und Chirurg. Betracht. iiber die ein- (b) Kue1n; in LoprEr’s Journal, vol. iv. p. 255. 


fache Methode des Seitenblasenschnittes ; mit (c) DescHamps, above cited, vol. iii. p. 89, 
einer Vorrede von C. L. Mursinna, Berlin, 1815. Obs. 168, 169, 
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[Scarpa (a) has made the following important observations in reference to the division 
of the prostate in the lateral operation, whether performed with the knife or with the 
gorget :—*“ As the apex of the prostate gland forms the greatest resistance to the intro- 
duction of the forceps and the extraction of the stone, this part of it ought, in every 
operation of lithotomy in the perineum, to be completely divided. But with respect to 
the body and base of the gland, an incision, extending to the depth of five lines, through 
its whole length, and consequently including a small portion of the orifice of the bladder, 
is, with the aid of a moderate and gradually increased dilatation, sufficient for the 
extraction of a stone of more than ordinary size, without the parts through which it 
passes being greatly contused or lacerated. In children, where the orifice of the bladder 
and base of the prostate gland are easily distended, and in aged persons, in whom the 
orifice of the bladder, and neck of the urethra are generally much larger than in adults, 
' an incision in the base of the gland less than five lines in depth, and in children, of two 
only, is sufficient for the extraction of a stone of ordinary size, by means of a moderate 
dilatation of those parts. The large size of the stone, for instance, of one exceeding 
twenty lines in its smallest diameter, is no sufficient ground for dividing the substance 
of the gland to such an extent as to penetrate into the cellular membrane beyond it and 
the fundus of the bladder; for as an incision of such depth is constantly followed by the 
infiltration of urine, gangrenous abscesses, and jistule, between the bladder and rectum, 
it is obvious that calculi of such size ought never to be extracted by the perineum. The 
lateral operation has therefore limits beyond which it is impossible to pass without 
exposing the patient to more serious evils than those which could arise from the presence 
of the stone in the bladder.” (p. 7-9.)] 

2080. The cut into the neck of the bladder made with the same knife. 
To this belong the methods of Franco, Frere Jacques, Rau, CuEs- 
ELDEN, Moranp, and others, and as it has been more or less modified 
and employed in recent times by DuBois, Kurrtn, LANGENBECK, and 
Kern. When the outer cut is made, and the membranous part laid bare, 
either the point of the bistoury is introduced on the nail of the left fore- 
finger, which rests on the groove of the staff, into it, or the point of the 
knife is thrust directly into the groove of the staff, behind the top of its 
curve, also behind the symphysis, in a direction as if it were to come out 
at the first lumbar vertebra. The staff is now taken with the left hand 
from the assistant, brought in a parallel direction to the linea alba, pressed 
towards the symphysis, and the knife, held with the whole hand, is thrust 
into the groove of the staff, according to the direction of the outer wound, 
up to the blind end of the staff, and then in drawing out the knife, its handle 
being a little raised, the inner cut is enlarged. A common somewhat convex 
bistoury serves the purpose in this method, but the most suitable is a par- 
ticular knife, the convex blade of which is connected firmly with a rather 
long handle, as the knives of CHESELDEN (6) and DuBots (ce). 

Le Drawn (d), after having made the cut through the skin and wrethra, introduced 
a director with a beak (sonde a bec) upon the groove of the staff into the bladder, and 
having withdrawn the staff, examined the stone with the director to ascertain its size, 
and then thrust a convex bistoury (bistourt a rondache) into the bladder upon the 
groove, turned downwards, of the director. Daunr’s method is similar, in which, after 
opening the membranous part of the urethra, and introducing a director, or lithotome 
furnished with a tongue, was pushed in sideways (Dxas£) (e). Ina similar manner, 
Mirrer (f) operates; after opening the membranous part, another staff is introduced 
upon the former, and with it a sickle-shaped knife, and in drawing the knife out, the 
neck of the bladder is cut into. 

PourEav’s (g) is a modification of Le Dran’s method. Key (4) employs merely a 
staff with a very short curve, and a convex bistoury (1). 


(a) Memoria sul conduttore taglienti d’ Haw- 
KINS per l’estrazione della Pietra della Vesica, 
Pavia, 1825. Translated by Brices. 

(6) Doveras, Appendix to the History of the 
Lateral Operation for the Stone, containing Mr. 
CHESELDEN’s present method of performing it. 
London, 1731. 

(c) Above cited.—Cuettvs’s alteration of Dvu- 
pots’ knife; in Wear, Dissert. de Lithotomia 
laterale. Heidelberg, 1836. 


(a) Traité des Opérations, p. 307. Paris, 1742. 

(e) Essay on Hydrocele. 

( f) Practical Observations on the Lateral Opera- 
tion of Lithotomy, and on the various and new 
modes of performing this Operation, &. New 
York, 1824; with plates. 

(g) Taille au niveau. Avignon, 1765, pl. i. ii. 

(A) A short Treatise on the Section of the 
Prostatic Gland in Lithotomy, &c. London, 1824, 
4to.; with plates, 
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Kux1n’s (a) method is peculiarly distinguished by his using a common bistoury, and 
he not only always cuts completely through the prostate gland, but always also the 
bladder itself. — 

von Kern () places the nail of the left thumb in the groove of the staff, and retains 
it there whilst he carries the knife to the blind extremity of the staff. 

Guértn’s (c) method may be here mentioned, which, however, has but historical 
interest. 

[(1) Key’s operation (d) is performed with a straight staff, of which the point is 
curved slightly upwards to the extent of an inch, so as to avoid its catching in any 
projecting fold of the bladder, and its groove deeper than in the common staff, to pre- 
vent any risk of the knife slipping out. His knife, in form, resembles a common 
scalpel, but is longer in the blade, and slightly convex in the back near the point, to 
enable it to run with more facility in the groove of the director. 

Operation.—* An assistant holding the director with the handle somewhat inclined 
towards the operator, the external incision of the usual extent is made with the knife, 
until the groove is opened, and the point of the knife rests fairly in the director, which 
can be readily ascertained by the sensation communicated; the point being kept steadily 
against the groove, the operator with his left hand takes the handle of the director, 
and lowers it till he brings the handle to the elevation described in PI. iii.,* keep- 
ing his right hand fixed; then with an easy simultaneous movement of both hands, 
the groove of the director and the edge of the knife are to be turned obliquely towards 
the patient’s left side; the knife having the proper bearing is now ready for the section 
of the prostate; at this time the operator should look to the exact line the director 
takes, in order to carry the knife safely and slowly along the groove, which may now 
be done without any risk of the point slipping out. The knife may then be either 
withdrawn along the director, or the parts further dilated, according to circumstances. 
Having delivered his knife to the assistant, the operator takes the staff in his right 
hand, and passing the forefinger of his left along the director, through the opening in 
the prostate, withdraws the director, and exchanging it for the forceps, passes the latter 
upon his finger into the cavity of the bladder. In extracting the calculus, should the 
aperture in the prostate prove too small, and a great degree of violence be required to 
make it pass through the opening, it is advisable always to dilate with the knife, rather 
than expose the patient to the inevitable danger consequent on laceration.” (p. 28-30.) 

Liston (e) uses a curved staff, and a long straight knife slightly convex towards its 
point. He “enters the knife freely into the perineum, about an inch more or less be- 
hind the scrotum, and makes it cut downwards and outwards through the skin and 
superficial fascia, in a line about midway betwixt the tuberosity of the tschtwm and 
the anus, and beyond that orifice towards the sacro-ischiatic ligament. The fore- 
finger of the left hand is then placed in the bottom of the wound, about its middle, 
and directed upwards and forwards; any fibres of the transverse muscle or of the 
levator of the anus that offer resistance, are divided by the knife, with its edge turned 
downwards; the finger then passes readily through the loose cellular tissue, but is 
resisted by the deep fascia, immediately anterior to which the groove of the staff can 
be felt thinly covered. The point of the instrument is slipped along the nail of the 
finger, and, guided by it, is entered: into the groove at this point, with its back still 
directed upwards. The finger all along is placed so as to depress and protect as much 
as possible the coats of the rectum. The same knife, pushed forwards, is made to 
divide the deep fascia, the muscular fibres within its layers, and a very small portion, 
not more than two lines, of the urethra anterior to the apex of the prostate, together 
with the prostatic portion of the canal and the gland, to a very limited extent. The 
external incision cannot be too free within certain bounds. * * * But the internal 
incision must be very limited indeed; it should certainly not extend beyond six or 
seven lines from the urethra, outwards and downwards; for the less that is cut, the 
greater will be the patient’s safety. * * * The object in following this method, is to 
avoid all interference with the reflection of the ilio-vesical fascia, from the sides of the 

(a) Chirurg. Beobacht., p.1. Stuttgart, 180'. 


—Praktische Ansichten der bedeutendsten Opera- 
tionen, pt. ii. Stuttgart, 1816. 


Rinr. Erlang, 1804.—MicHae is, Etwas tiber den 
Blasensteinschnitt. Marburg, 1813, tab. ii. — 
Kuen, Ueber Guérin’s Instrument zum Blasen- 


” Above cited. 

(c) Memoire sur l’Opération de la Taille; in 
Recueil des Actes de la Société de Lyon, p. 390, 
vol. ii. 1801,—Trryreran, Paralléle des diverses 
Méthodes proposées pour 1’extraction des Calculs 
vésicaux par l’appareil latérale &c. Paris, 1802.— 
CHRESTIEEN, Dissert. de Nova Lithotomia GuE- 


* This is the only direction laid down as to the 
give it more precisely.—J. F. S. 


schnitt ; in Chiron., vol. ii. part ii. pl vi. f. |-6.— 
MontTacna; in von GRarFE und von WALTHER’S 
Journal vol. iv. p. 507, pl. vi. f. 3-6.—Smirg, in 
Baltimore Med. and Surg. Journ. and Rev. 1834, 
April, p. 13. 

(d) Short Treatise, above cited. 

(e) Practical Surgery. Fourth Edition. 


position of the staff, and I am sorry I am unable to 
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pelvic cavity over the base of the gland and side of the bladder. If this natural 
boundary between the external and internal cellular tissue is broken up, there is 
scarcely a possibility of preventing infiltration of urine, which must almost cer- 
tainly prove fatal. The prostate and other parts around the neck of the bladder are 
very elastic and yielding, so that without much solution of their continuity, and with- 
out the least laceration, the opening can be so dilated as to admit the forefinger 
readily ; through the same wound the forceps can be introduced upon this as a guide.” 
—(p. 508-11.) 


CHESELDEN’s Operation. 


CHESELDEN’s operation for the stone, his “lateral way,” as he calls it, has much 
perplexed writers on this subject. CHESELDEN himself has distinctly given two modes 
in which he performed this operation; the first described in the Appendix to the 
fourth edition of his Anatomy of the Human Body, 1730; and the second in the 
Appendix to the fifth edition 1740; seventh edition, 1750 ; which was the last published 
in his lifetime, as he died in 1752; and, I presume, also in the sizth, though I have 
not had an opportunity of consulting this. In 1731, Dr. James Doucuas published 
an Appendix to the History of the Lateral Operation for the Stone, containing Mr. 
CHESELDEN’S present method of performing it. 4to. This differs remarkably from 
CHESELDEN’s account in his fourth edition; but it is the same precisely, though more 
fully detailed, as in CursELDEN’s fifth and seventh editions ; and, therefore, although Dr. 
YELLOLY’s (a) observation is perfectly correct, that “the least consideration will show 
that this (Doucias’s) account of CHESELDEN’s improved operation is perfectly irre- 
concilable with that which is given by CHEsELDEN himself, in the Appendix to the 
fourth edition of his Anatomy, or by Mr. Moranp, with his sanction and authority,” 
yet the comparison of the fourth and fifth editions will prove that Douc.as’s state- 
ment is correct, and not “ the absurd statement,” nor “an operation which it is next to 
impossible to perform,” as-it has been designated by a highly distinguished Surgeon of 
the present time. 

CHESELDEN’s instruments were a staff, knife, and blunt gorget with a beak. The 
staff, including its handle and straight stem, measured six inches and a quarter in 
length, and to its extremity joined the grooved part five inches and a half more. 
“The sulcus or groove is remarkably deep and wide, the edges smooth and blunt—one 
end of it reaches a little way down on the handle, and the other, ending in an obtuse 
point, is without any check, as is seen in your common staffs. This part may again be 
divided into a curved portion and a straight rostrum or beak. The curvature next 
the handle not very great, and extends but a little way back from it; and from the 
extremity thereof, the long rostrum projects almost directly forwards.” (6). 

This statement of the curve and the length of the beak of the staff is important, as 
it will be seen in CHESELDEN’s operation that there could not be any difficulty in 
introducing the gorget, as it would run at once into the bladder in a horizontal direc- 
tion from the external wound, without depressing the handle of the staff, which 
depression is requisite as the operation is now performed, whether the common curved 
or straight staff be used. The other instruments need no notice. 

CHESELDEN thus describes his operations, the commencement of which in the 
editions of 1730 (fourth) and 1740 (fifth) are alike, almost word for word :—“ This 
operation I do in the following manner :—I tie the patient as for the greater apparatus, 
but lay him upon a blanket several doubles upon a horizontal table three feet high, or 
a ljttle more, with his head only raised. I first make as long an incision as I well 
can, beginning near the place where the old operation ends, and cutting down between 
the musculus accelerator urine and erector penis, and by the side of the intestinum 
rectum; I then feel for the staff,” 

Thus far the two editions are the same; but now comes the important difference :— 


Fourth Edition, 1730. | Fifth Edition, 1740. 


“and cut upon it the length of the prostate _ “ holding down the gut all the while with 
gland strait on to the bladder, holding down | one or two fingers of my left hand, and cut 
the gut all the while with one or two fingers | upon it in that part of the urethra which 
of my left hand. The rest of this opera- | lies beyond the corpora cavernosa urethra, 


tion is the same as in the old way.” (p. 344.) | and in the prostate gland, cutting from below 
i upwards, to avoid wounding the gut.” 


({p. 330.) 


(a) Med.-Chir. Trans., vol. xv. p. 347. (b) Dovatas’s, above cited, p.4. 
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Such are CHESELDEN’s own words, and the only difference between the operation of 
1740 and Dr. James DouGuas’s description is that it is more explicit; and, in his preface, 
he says:—“I am obliged to Mr. CuEseLpen for the chief materials of this paper ; 
it was impossible to draw it up to good purpose without him; and since he has been so 
kind as to communicate-to me, with the greatest readiness and without reserve all the 
particulars which I could not otherwise have come to the knowledge of, I am confi 
dent, that none will pretend to dispute but what I here describe is his operation, and his 
whole operation.” The following is the important part of Doua1as’s description of the 
operation of CuEsELDEN’s fifth edition :—After having detailed the first incision, he 
says that CuEsELDEN “ having cut the fat pretty deep, especially near the intestinum 
rectum, covered by the sphincter and levator ani, he puts the forefinger of his left hand into 
the wound, and keeps it there till the internal incision is quite finished ; first to direct 
the point of his knife into the groove of his staff, which he now feels with the end of 
his finger, and likewise to hold down the intestinwm rectum, by the side of which his 
knife is to pass, and so prevent its being wounded. This inward incision is made with 
more caution and more leisure than the former. His knife first enters the groove of the 
rostrated or straight part of his catheter, through the sides of the bladder, immediately 
above the prostata, and afterwards the point of it continuing to run in the same groove 
in a direction downwards and forwards, or towards himself, he divides that part of the 
sphincter of the bladder that lies upon that gland, and then he cuts the outside of one 
half of it obliquely, according to the direction and whole length of the urethra that 
runs within it, and finishes his internal incision by dividing the muscular portion of the 
urethra on the convex part of his staff. When he first began to practise this method, he 
cut the very same parts the contrary way ; that is, his knife entered first the muscular 
part of the urethra, which he divided laterally from the pendulous part of its bulb to the 
apex, or first point of the prostate gland, and from thence directed his knife upward and 
backward all the way into the bladder ; as we may read in the Appendix he lately pub- 
lished to the fourth edition of his Book of Anatomy. But some time after he observed, 
that in that manner of cutting, the bulb of the urethra lay too much in the way; the 
groove of the staff was not so easily found, and the intestinum rectum was in more 
danger of being wounded.” (pp. 12, 13.) 

In further proof of the correctness of Doucias’s statement, SHarP (a), in speaking 
of Rav’s operation for the stone, and CHESELDEN’s first mode of proceeding in his 
lateral operation of 1780, says :—* After this unsuccessful trial, Mr. CoEsELDEN made 
use of the following method, which is now the practice of most English operators. ‘The 
patient being laid on a table, &c. This (the external) wound must be carried on deeper 
between the muscles, till the prostate can be felt, when searching for the staff, and fixing 
it properly if it has slipped, you must turn the edge of the knife upwards, and cut the 
whole length of that gland from within outwards, at the same time pushing down the 
rectum with a finger or two of the left hand, by which precautions the gut will always 
escape wounding.” (pp. 99, 100.) And in contrast with this, speaking of “the old way, in 
which the urethra only is wounded about two inches on this side the prostate, and the 
instruments are forced through the rest of the passage, which is composed of the bulbous 
part of the urethra, the membranous part of the urethra, the neck of the bladder, and 
the prostate gland,’ he observes :—“ It is pity, the operators do not in the old way always 
slide the knife, along the groove of the staff, till they have quite wounded through the 
length of the prostate.” (pp. 104, 105.) 

The remainder of the operation, as described in the fifth edition, are CHESELDEN’S 
own words :—“ And then passing the gorget very carefully in the groove of the staff into 
the bladder, bear the point of the gorget hard against the staff, observing all the while 
that they do not separate, and let the gorget slip to the outside of the bladder: then I 
pass the forceps into the right side of the bladder, the wound being on the left side of 
the perineum ; and as they pass, carefully attend to their entering the bladder, which is 
known by their overcoming a straitness, which there will be in the place of the 
wound; then taking care to push them no further, that the bladder may not be hurt. 
I first feel for the stone with the end of them, which having felt, I open the forceps and 
slide one blade underneath it, and the other at the top; and if I apprehend the stone is 
not in the right place of the forceps, I shift it before I offer to extract, and then extract 
it very deliberately, that it may not slip suddenly out of the forceps, and that the parts 
of the wound may have time to stretch, taking great care not to gripe it so hard as to 
break it; and if I find the stone very large, I again cut upon it, as it is held in the 
forceps. Here I must take notice, it is very convenient to have the bladder empty of 
urine before the operation; for if there is any quantity to flow out of the bladder at the 


(a) Treatise on the Operations of Surgery. London, 1751, Sixth Edition. 
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passing in of the gorget, the bladder does not contract but collapse into folds, which 
makes it difficult to lay hold of the stone without hurting the bladder, but if the bladder 
is contracted, it is so easy to lay hold of it, that I have never been delayed one moment 
unless the stone was very small. (pp. 330, 31.) 

Doua.as also gives an account of the dissection of the parts concerned in this opera- 
tion, which, he says, “I have had several good opportunities of examining in dead 
subjects, upon which Mr. CHESELDEN was so kind as, at my request, to perform his 
operation. I once likewise opened the body of a patient who had been cut by him for 
the stone, in which I found the parts divided in the very same manner in which they 
were cut in the dead bodies I had dissected.’ The parts he cuts are, first, the common 
integuments of the perineum, and a little farther back, between the protuberance of the 
os ischium and extremity of the os coccygis. * * * Second, he divides sometimes the 
subcutaneous portion of the sphincter ant. * * * Seventh, he divides in a pretty 
oblique direction, a large portion of the levator ani that lies on the inside of the liga- 
mentum pubis transversum, &c.” These are some of the principal parts; but as Mr. 
CHESELDEN does not always make his outward wound precisely in the same place,” 
they need not be further noticed. ‘The internal wound is through the bladder, pros- 
tate gland, and wrethra. . First, The vesica urinaria, covered with the membrana cellu- 
laris is cut in two places, viz., first, a small portion of ita little above the prostate gland ; 
on the left side, where he enters the knife first into the groove of his staff, and then part 
of the bladder which lies round the orifice upon the upper part of that gland; second, 
the substance of one-half of the prostate gland is likewise divided laterally from with- 
out, inwards, in the direction of the urethra that lies within it, through the whole length 
of that part of the canal ; third, the iter urine, or canal of the urethra, is divided in two 
places, and both laterally : first, the beginning of it, which runs through the substance 
of the prostate lengthways, at the same time the incision is made through it, and the 
urethra into the groove of the staff. The next is the membranous part of the urethra, 
with the circular muscle that surrounds it beginning at the apex inferior of the prostate, 
and ending a little beyond the hole in the septum tendineum, under the pendulous part of 
its bulb, * * * To thisshort enumeration of the parts, one observation may be 
added, which is, that if the operator turns the edge of his knife too far backwards, and 
then raises it to cut, he can scarcely be able to avoid wounding the intestinum rectum 
pretty high, some part of the vesicule seminales next the prostate, and the verum mon- 
tanum within the urethra that runs through that gland, together with a large portion of 
the levator ani anterior and of the ligamentum suspensorium vesice, that closely embrace 
it.” (p. 21-5.) 

rh celebrated Martineav, of Norwich, followed pretty nearly CHESELDEN’s 
operation of 1730, using the knife and blunt-beaked gorget, the latter being em- 
ployed, to use Crossr’s words, “as a conductor, and also as a dilator of the bladder.” 
(p. 75.) Marrineau (a), describing his own operation, says he used “a staff in 
which the groove was much wider and deeper than usual, and therefore more easily 
felt; * * * he made his first incision long, deep, and nearly in a line with the raphe, 
which, he thought, facilitated the cure; he then felt for the groove, and introduced the 
point of the knife into it as low down as he could, and cut the membranous part of the 
urethra, continuing his knife through the prostate into the bladder; when, instead of 
enlarging the wound downwards, and thus endangering the rectum, he turned the 
edge of the blade towards the ischium, and made a lateral enlargement of the wound in 
withdrawing the knife; he thus avoided cutting over and over again, which often does 
mischief, but can give no advantage over the two incisions, which he generally depended 
on, unless in very large subjects, where a little further dissecting may be required. 
He then took the staff in his left hand, whilst he introduced the blunt gorget with his 
right, and by thus taking the management of the staff and gorget into his own hands, 
he better directed the latter, and discovered at once if it were slipping from the groove ; 
but this will be prevented by depressing the gorget while it is pushing on towards the 
bladder. On this depends very often the ease and success of the operation. * * * After 
the gorget was in the bladder he introduced his finger, and endeavoured to feel the 
situation of the stone, which, if found, is a great advantage in the direction of the 
forceps to lay hold of it. He never used any other than straight forceps, and it will 
be found more easy to extract a stone whole, by rather large forceps, than with flat 
or small ones.” (p. 409-11.) 

BromFIEevD (db) describes very fully his mode of operating with the knife, and though 
not following CHESELDEN’s method, distinctly shows that even he occasionally cut as 


(a) On Lithotomy ; in Med.-Chir.Trans., vol. xi. (b) Chirurgical Observations and Cases, vol. ii. 
1820. London, 1772. 8vo. 
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CHESELDEN did, and as is stated by Dovcrias. “I begin my incision of the external 
integuments,” says he, “about half an inch below the commissure of the ossa pubis, on 
the left side of the raphe, and pursue it by a quick stroke, obliquely outwards and 
downwards between the anus and obtuse process of the ischium, ending somewhat lower 
than the basis of that process. As soon as the integuments are thus divided, I introduce 
the fore and middle fingers of my left hand: with the last I keep back the lip of the 
wound next the raphe, and with the index press down the rectum. I then make a 
second incision, almost in the same direction with the first, but rather nearer to the 
raphe and anus, and sufficiently deep to divide the transversalis penis, and as much of 
the levator ani and ligamentous membrane as will make the prostate gland perceptible 
by my finger; I then, with the index of my left hand, feel for the sulcus of the staff, 
which serves as a conductor to my knife for opening the membranous part of the 
urethra, and afterwards for dividing part of the prostate ; the rectum is likewise by my 
fingers kept out of the way of the knife in the next part of the operation, which I effect 
in the following manner. Hitherto I hold the blade of my knife like a pen, between the 
forefinger and thumb, and resting on the middle finger of my right hand, with the back 
of the blade uppermost, but now I take it between the forefinger and thumb of my right 
hand, with the handle towards the palm of my hand on the inside, the back of the blade 
facing the inside of the index of the right hand: I then turn the back of this hand that 
holds the knife downwards, and convey the knife to the membranous part of the urethra, 
by gliding the under fingers of my right hand on the index of my left hand, which 
serves as a conductor of the knife to the gland; as soon as I perceive that, I feel for the 
groove of the staff with the index of my left hand, with which I convey the convex edge 
of the knife into the membranous part of the urethra, as much laterally as is possible, 
and as nigh to the prostate. When I am clearly in the sulcus of the staff, I turn the 
back of my knife as much downwards as I can, to avoid wounding the rectum, as I then 
push the blade of the knife along the groove of the staff into the body of the gland, 
sliding the knife on the convexity of its edge, till it has divided nearly half the 
length of that gland; and if I wish to cut a little more of it, I incline the handle of my 
knife a little downwards, and towards the left ischium. The point of the knife will then 
drop into the groove of the staff, and by drawing the knife in this situation towards me, 
I shall certainly make good the wound of the prostate, so as near two-thirds of it may 
be divided in the operation. This last stroke of my knife is what is generally called 
“cutting from within outwards.” I then introduce the beak of the common gorgeret, 
&e.” (p. 229-82.) 

“The next step of the operation,” says Broprr, “is the continuance of the incision 
along the posterior part of the urethra, and the dilatation of the neck of the bladder. 
Some recommend this to be accomplished by means of the common scalpel, with which 
you have made the external incisions; the point being steadily introduced along the 
groove of the staff, with the edge turned outwards, so as to divide the left side of the 
prostate. This was CHESELDEN’s mode of operating.—[Not his last mode of operating 
certainly, as I have shewn from his own words.—s. r. s.]|—After having incised the 
prostate and neck of the bladder, CHESELDEN introduced the blunt gorget, so as to dilate 
the wound still further, answering at the same time the purpose of a conductor for the 
forceps; and, as far as I can learn, this method was followed generally by the English 
Surgeons up to the time of Sir Casar Hawkins,” who “caused one side of the gorget 
to be ground to a sharp edge, and thus converted the blunt into a cutting gorget. 

* * * I cannot but think that there are some considerable objections to it (the 
cutting gorget.) The incision is made as it is being thrust into the bladder. In con- 
sequence of the thick wedge-like form of the instrument, the prostate, and especially a 
hard and enlarged prostate, offers to it considerable resistance. A certain quantity of 
force is necessary for its introduction; and if that force be not well applied, the beak 
may slip out of the groove of the staff into the space between the bladder and the 
rectum, an accident which is too surely followed by the death of the patient. * * * 
Although I have very frequently used the cutting gorget, I generally make the incision 
of the prostate with the knife,” of which “the blade is broad enough to divide a con- 
siderable portion of the prostate as it enters the bladder, without its being necessary to 
increase the size of the incision by cutting laterally afterwards; and instead of a sharp 
point, it terminates in a beak, fitted to the groove of the staff. In ordinary cases, a 
knife of this kind with a single cutting edge is sufficient, but in cases of very large 
calculi there are good reasons for dividing both sides of the prostate. There is no ob- 
jection to this being done that I can discover, and for such cases I have been for some 
time in the habit of using a double-edged knife with a beak projecting from its centre. 
Having made the opening into the membranous part of the urethra; you are to insert 
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the beak of the beaked knife into the groove of the staff, you then take the handle of 
the staff into the left hand, depressing it at the same time. You depress your right 
hand also, so that the handle of the knife, which you hold in it, lies in the lower part 
of the external wound. You are now to push the knife along the groove of the staff 
into the bladder, with its cutting edge inclined outwards, and a little downwards 
towards the ramus of the ischium, if you use a single-edged knife; but holding it hori- 
zontally, if you use one with a double edge. Let this be done slowly and cautiously, 
taking care that you do not lose the feeling of the beak sliding over the smooth surface 
of the staff for a single instant. Generally, as the knife enters the bladder, a few drops 
of urine escape, but never any large quantity. This being accomplished, you are to 
withdraw the knife along the groove of the staff in the same line in which you intro- 
duced it. Never cut with it laterally, except you find it afterwards absolutely necessary 
to do so on account of the large size of the stone; for in cutting laterally, you will find 
it difficult to measure exactly the extent of your incision; and you may endanger your 
patient’s life in consequence of your dividing the parts beyond the boundaries of the 
prostate. The next step of the operation is to introduce your finger, directed by the 
staff, into the bladder, so that you may feel the parts which are divided, and determine 
whether the incision is properly made, If you operate on a child, or on a young and 
thin person, you may then at once introduce the forceps into the bladder. But if you 
operate on a full-grown person, and especially on one having a deep perineum, it will 
be prudent for you first to introduce the blunt gorget previously to using the forceps. 

* %* * The gorget is intended to answer the purpose of a director for the forceps. 
But it answers another purpose also; it is a dilator of the wound—the knife divides 
only a portion of the prostate. The gorget splits the remainder as far as its breadth 
allows itto do so. Do not for an instant suppose that this is any rude or violent pro- 
ceeding. It is far otherwise. The incision of the prostate having been begun by the 
knife, the extension of it by means of the blunt gorget is accomplished with the greatest 
ease. * * * You will ask why not make such a division of the parts by cutting 
laterally with the knife? Why prefer the dilatation of the wound by the blunt gorget ? 
My answer is, that the separation of the parts with the latter instrument causes no 
hemorrhage; and that it ceases as soon as it reaches the margin of the prostate; that 
is, as soon as it reaches the condensed cellular membrane, which forms what may be 
called its capsule.” (p. 111-15.) ] 

2081. Lancensecx’s knife (a) is specially distinguished by its point 
having a cover or guard, by means of which he passes it more readily 
and safely along the groove of the staff. It is used in the following 
manner :—When the membranous part of the urethra is laid bare, the nail 
of the left forefinger is placed in the groove of the staff, and directed by it, 
the point of the lithotome perforates, the parts still covering the staff; 
the right hand holding the stem of the lithotome, inclines it towards the 
right thigh, so that its point formsa right angle with the beak of the staff, 
the handle of which is held inclined towards the right groin, and with its 
outer edge a little downwards. The point of the knife is now carried a 
little forwards in the groove of the staff, for the purpose of enlarging the 
opening, and moved up and down in the groove, in order to open it satisfac- 
torily. The hand of the assistant, and with it the handle of the staff, is then 
grasped with the left hand and raised so as to bring its concavity against the 
pubic arch: whilst this is doing the point cover is pushed forwards, the 
handle of the lithotome being firmly pressed against the palm of the hand 
by the ring, middle, and little fingers, the point of the forefinger carried 
from the back to the side, and the thumb on the back of the instrument, 
so that the latter lies fixed behind the button of the point cover, and, as it 
is straightened, thrusts the cover forwards; the knife is then moved up 
and down to ascertain that it is actually in the groove of the staff. The 
lithotome then, with its edge towards the extremity of the cut in the skin, 
is thrust along the staff to its blind extremity, in doing which the point of 


(a) Ueber eine einfache und sichere Methode des Steinschnittes. Wiirzb., 1802. His alteration of the 


= Lithotome is found in the Neue Bibliothek fiir die Chirurgie und Uphthalmologie, vol. i. p. 429, f. 1. 
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the lithotome is first a little sunk and the handle raised, till it has passed 
beyond the curved part of the staff, when the handle is sunk and the point 
a little raised. ‘The knife is withdrawn in the same direction. 

(Tuomas Brizarp, who was a very able operator, after opening the groove of the 
staff in the usual way, divided the prostate gland, laterally, by means of a narrow- 
bladed knife, about four inches long, and having a beak inclined at an angle towards the 
right side of the blade. (I am informed by his nephew Sran.ey, that he never lost a 
patient from bleeding, after this operation.) AsTLEY Coopenr, also, for a time used a 
long-beaked knife, but with the beak projected directly forward ; the greater number of 
operations, however, which I saw him perform were done with the single-cutting gorget. 
He was, however, as TyRrRELL observes, “ fond of variety,” and I have seen him 
operate with both single and double cutting and blunt gorgets, as well as with the knife. 

TyrrELL always used the straight-beaked knife for dividing the prostate gland. He 
was a very able and successful lithotomist, and thus describes his operation (a) :-—“ The 
staff is first introduced, and should well fill the urethra; the larger it is the better, as 
you have the advantage of a deeper groove. The staff is then firmly held by an 
assistant, and the bulb of the penis is made to project a very little towards the left side. 
I now take the double-edged scalpel, make an incision through the integuments and 
fascia of the perineum on the left side of the raphe, commencing at the point just 
beneath the lower edge of the symphysis, at the place where the urethra begins to 
curve under the arch of the pubes, and continue it downwards and outwards to opposite 
the middle of the anus, between it and the tuberosity of the ischium. If you begin 
above the place just mentioned, it cannot be of any service in extracting the stone. I 
next make an incision into the groove of the staff, as near as possible toits median line, 
because I think the danger of hemorrhage from the transverse artery of the perineum 
or any other artery is less in proportion to the distance you are from its origin. As 
soon as I have laid open the urethra and carried the knife into the groove, I introduce 
the nail of the forefinger of my left hand and satisfy myself that the knife is properly 
within the groove, although you may feel pretty confident of it by the sensation pro- 
duced in rubbing the knife in the staff. Then incline the edge of the knife a little 
outwards, and carry it on nearly to the prostate gland, then I carry it down deeply into 
the perineum, in the direction of the first incision, to divide the deep muscles there as I 
withdraw the knife. I then lay aside the scalpel, and take AstLtey CooPEr’s long 
straight knife in my right hand, take hold of the staff firmly with my left, and then 
introduce the beak of the knife fairly within the groove, keep it well against the staff, 
and carry it onwards, following the curve of the staff, into the bladder. The knife 
having entered the bladder, I give the staff to an assistant to hold steadily in the same 
position, and introduce my finger on the surface of the rectum, under the point of the knife, 
which I can then feel in the bladder, and divide the prostate, as [ withdraw the knife, 
in the direction of the former incision, letting its probe point rest on my finger, which 
is at this time protecting the rectum from injury. If I operate on a child, where the 
perineum is shallow, I introduce my finger into the bladder and feel the stone, and 
then withdraw the staff and introduce the forceps on the finger. But if the perineum 
is deep, I introduce the forceps with the blades a little open, and glide one blade along 
the groove of the staff, upon which it very readily finds its way into the bladder, and 
rests upon the stone, which I then grasp, by deliberately opening the blades of the 
forceps, and cautiously withdraw it.” (pp. 637, 38.) To this account of TYRRELL’s 
mode of operating I may add, that in introducing and withdrawing the beaked knife, he 
did not hold the blade vertical, but with its sides inclining a little upwards and down- 
wards, so that the edge was turned somewhat outwards, and the knife seemed to leave 
the wound after dividing the prostate almost flat—J. F. S.] 


2082. The cut having been made in one of these ways, the finger is 
passed through the wound into the bladder, the staff removed, and, if the 
cut be sufficiently large, the forceps are introduced upon the finger, for 
the purpose of drawing forth the stone without much bruising and tearing 
of the edges of the wound ; but if the cut be too small, it must he enlarged, 
carefully and slowly, with the finger, the forceps, or some special dilator, 
or with a button-ended bistoury, according to the direction of the outer 
wound. 

2083. This mode of operating is the most simple of all; the operator 

(a) Clinical Lectures on Stone in the Bladder ; in Lancet, 1822-24, vol. ii. 
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does not depend on the mechanism of his instrument, but can modify its 
direction and efficiency at his pleasure. It is dangerous in unpractised 
hands, which, however, is also the case with every operation. The 
entrance of the knife into the groove of the staff may be difficult ; it may 
slip from it, and the rectum and bladder may be wounded. Lancen- 
BECK’S lithotome allows an easy and safe introduction into the groove of 
the staff. 

2084. The cut into the neck of the bladder and the prostate gland with 
a particular instrument, from without inwards. To this belongs the use 
of the cutting gorget, and of Le Cat’s bistourt cache. 

2085. In using the cutting gorget, the nail of the left forefinger, after 
the membranous part is laid bare by the external cut, is introduced into 
the groove of the staff, and the membranous part of the wrethra laid open to 
some extent by the bistoury carried upon it. ‘The beak of the gorget is now 
entered into the groove of the staff thus opened, upon the finger-nail still 
remaining there, the handle of the staff grasped with the left hand, and, 
after moving the gorget several times up and down, to ascertain that its 
beak is certainly in the groove, the gorget is pushed forward to the blunt 
end of the staff, the staff removed, and the forceps introduced. 


The cutting gorget, invented by Hawkins (a), in 1753, has undergone various mo- 
difications, of which those by Desauur (b), CLINE (c), ASTLEY Cooper (d), ScaRPa (e), 
and GRAEFE (f/f) are considered the best. 

[Although SHarp (q) states, that CHESELDEN’s lateral operation “is now (1751) the 
practice of most English operators,” (p. 99,) yet it appears not to have been pursued for 
any great length of time, and, perhaps, not so largely as Suarp would seem to infer; as if 
it were practised by others with anything like similar success to that of CHESELDEN him- 
self, it would be scarcely probable that Serjeant Hawkins should have set about improy- 
ing the blunt gorget, by giving one of its sides a cutting edge, which he did between 
1751 and 1754, for, “after having mentioned the objections to the continued incision of 
the urethra, and prostate gland” in the old way, or with the apparatus major, SuHarp (;) 
says:—“ I shall observe, that Mr. Serjeant Hawkins seems to have fallen on an inge- 
nious contrivance, not only for removing them, but also giving the last hand towards 
perfecting the lateral operation.—| Though he should more correctly have said, altering 
the old mode of dividing the prostate with the blunt gorget, by dividing it with a cut- 
ting gorget, which was very different from CHESELDEN’s operation.—s. F. s.] —This he 
effects by making his gorget to cut on the right side, so that when it is introduced upon 
the staff, and pushed on into the bladder, it necessarily makes an incision on the left 
side of the urethra and prostate gland.” (pp. 212, 13.) As Hawx1ns’s gorget still re- 
tained the form of the blunt gorget, except as to its cutting edge, it could not divide the 
prostate laterally, but upwards and outwards; or, as Scarpa observes, “ not laterally, 
but rather at its upper part, towards the summit of the ramus of the ischium, and the arch 
of the pubes ; an opening of all others, in the perineum, the most confined, and present- 
ing the greatest impediment to the passage of the stone from the bladder” (p. 13); so 
that the prostate was really not divided as in CHESELDEN’s operation. HAwkrns’s 
gorget, which was pretty much like Hi~panus’s conductor or blunt gorget, with the 
beak in the middle, had a cutting edge about two-thirds of its length; but Kxusx (7) ob- 
served, that ‘‘ it should not cut the whole length of the instrument, as it will then do 
much mischief by wounding the internal pudendal artery, which is pretty large, and 
cannot be easily secured, therefore the gorget should not cut more than half an inch in 


(d) Savieny, Engravings, &c., pl. vi. fig. 4. 
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methodis. Lugd. Batav., 1754.—A. Louis et 
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length.” Whether this restriction of the length of the cutting edge originated with him, 
or with BensamIn Bett I cannot positively state, as the copy of Exsr’s Lectures I have 
is without date ; but I should be inclined to think it did, or it is probable he would have 
mentioned the in other respects variation of shape which Bexx’s gorget has. In this 
latter instrument, the shaft is much narrowed, and deep to within an inch of the beak, 
at which part it suddenly sweeps out on the right side like a lip, and thence cuts with a 
sharp rounded edge to the beak. 

A very slight inspection of either of these gorgets will show, that they cannot divide 
the side or thicker part of the prostate gland, but that they must cut through its upper 
part, making, as Scarpa observes, “ an opening, of all others in the perineum the most 
confined, and presenting the greatest impediment to the passage of the stone from the 
bladder.” (p. 13.) To remedy this objection, the elder CLINE made a most important 
change in the form of the gorget. Instead of the beak being, as previously, in, or nearly 
in the middle of the end of the instrument, which was rounded, he placed the beak on the 
left side, lengthening that side a third beyond the right side, by a flat horizontal plate 
beyond the concavity of the gorget. In this way a straight diagonal edge was formed, 
from the short right to the long left side of the instrument; this diagonal was made a 
cutting edge, and at its extremity projected the beak about a quarter of an inch, flat- 
tened on the sides, and reaching a little above and a little below the cutting edge. The 
extent of the wound made by this instrument depended upon the width of the shaft of 
the gorget, which was equally wide and moderately deep, from the hind part of the 
cutting edge up to the handle. The width of the shaft varied from half an inch to an 
inch in different sized gorgets; for children, the former was usually employed; in adults, 
generally one of three-quarters wide, and when the prostate was large, that of an inch. 
Such width was found by experience sufficiently ample for the division of the prostate, 
but not so as to cut into the cellular tissue surrounding that gland. With this instru- 
ment I witnessed my highly valued master, the younger CLINe, operate twenty-six 
times with the loss of three cases, one of which an elderly man, sunk within a few hours 
without any assignable or discoverable cause beyond the shock of the operation, and 
another, whose stone was triple phosphate, died a few days after, and was found to have 
the bladder, now in the Museum at St. Thomas's, much thickened, and its whole interior 
beset with fungosities. With the same instrument my friend GREEN cut about forty (a) 
cases successively, without losing a case. Sufficient proof, it must be admitted, that the 
cutting gorget is not the dangerous instrument, either as to its immediate or deferred 
results, which it has been so much the fashion to describe it. 

Scarpa objected to Hawxins’s gorget, on the grounds already mentioned; and 
thought that the alterations of it by Beri, Desauit and CLINE, rendered it “ an instru- 
ment, of all others, least adapted to the performance of the lateral operation” (p. 14) ; 
and therefore made an alteration of his own, which diminishing the general width of 
the instrument, still kept the two-thirds of the edge nearest the point cutting, as in 
HAwkins’s instrument, but widening the middle third to the extent of three lines, in a 
somewhat elliptical form. His instrument has not, however, found many admirers in 
this country. 

Astiry Cooper at first used a gorget with a central beak, “ and cutting upon both 
edges, but he thought it occasioned too much bleeding, and divided more than was abso- 
lutely necessary for the removal of the stone.” He therefore gave it up, and operated 
sometimes with CLINr’s gorget, and sometimes with his own knife; but I think I saw 
him more frequently use the former in his hospital practice.—J. F. Ss. 

The directions given by Cuexius for the use of the cutting gorget are not satis- 
factory, for more is requisite than to introduce its beak into the staff, and push it for- 
ward. Such, however, is the too common method of using the instrument, and hence 
arises the difficulty and danger with which, in the hands of inattentive persons, it is beset. 

It will be convenient here first to mention the directions given by ASTLEY CooPEr, 
for opening the membranous part of the wrethra, which are those commonly adopted in 
the operation with the cutting gorget. “The scrotum being elevated, the incision is 
begun opposite the under part of the arch of the pubes, and is continued on the left side 
of the raphe, along the perineum, as far as midway between the tuberosity of the 
ischium and the anus. The first incision should divide the skin, &c., and expose the 
accelerator urine ; the second should be carried between the left crus pents and the bulb, 
the latter being pressed towards the right side by the forefinger of the Surgeon’s left 
hand. A part of the accelerator urine is divided, and the transversus perinat should 
be freely cut, as it forms a great impediment to the extraction of the stone, if undivided. 
The next incision should be made into the groove of the staff, by cutting into the mem- 
branous portion of the urethra; for this purpose the knife must be directed upwards, 


(a) Lancet, 1827, 28, vol. i. p. 61. 
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(that is, its point raised towards the handle of the staff—s. F. s.,) and not horizontally, 
otherwise the rectum is endangered. The opening made to expose the groove of the 
staff should be an inch in length.” (pp. 249, 50.) 

The membranous part of the urethra having been opened by the third cut, and well 
opened, by moving the point of the knife up and down so as to have it perfectly bare, 
the left forefinger-nail should be pressed into it, immediately on the knife being removed, 
and there retained. Using the nail as a guide, the beak of the gorget (CLINE’s, 
with the single-cutting edge) is entered upon it into the groove, and the finger 
withdrawn. The Surgeon then moves the beak of the gorget twice or thrice up 
and down in the groove of the staff, to assure himself that the beak is free, and not 
entangled with any cellular tissue, by which, in his further proceeding, it might 
be jerked out of the groove. The body of the gorget should be held horizontal, 
and its cutting edge inclined a little downwards, and outwards. The operator now, 
with his left hand, takes the handle of the staff from the assistant, and brings it 
down till it form an obtuse angle with the perineum—in short, till the staff, if it 
were straight throughout and thrust onwards, would pierce through the umbilicus, its 
direction corresponding to the axis of the pelvis, which GREEN considers a most im- 
portant part of the operation, as it ensures the proper course of the gorget. At the same 
time that the handle of the staff is sunk, the gorget is pushed very gently forward, 
and without any violent pressure, cutting its way through, and dividing the prostate 
laterally, it enters the bladder. The great point to be remembered is, the de- 
pression of the handle of the staff, so that that part of its groove, on which the 
beak of the gorget rests, face downwards towards the sacrum, and consequently 
when the gorget is slightly pressed forward it meets no obstruction, and runs gently 
on. If, however, the staff-handle be not depressed, the beak of the gorget drives 
directly against the staff, and cannot move forward, the staff-groove standing up like a 
wall against it, and the opposition is the greater the more force is used, till the operator 
unwittingly alters the position both of staff and gorget, depressing the handle of the 
former, and raising that of the latter, so that its point dips, finds less resistance in the 
now oblique position of the groove of the staff, and then is pushed on into the bladder, 
if the operator have good luck, or slips out of it, and passes between the bladder and 
rectum, or between the bladder and pubes, which may be expected, if he use much 
force and have little discretion. I have seen also, in more than one or two in- 
stances, when the staff-handle has been little or insufficiently depressed, so much 
force used, without getting the gorget to move on, that the staff was bent, above its 
curve, and could only be withdrawn with difficulty.—J. F. S.] 


2086. All the cutting gorgets have this objection, namely, that in 
pushing forward their beak in the groove of the staff, they often 
merely push forward the neck of the bladder, and do not cut through 
it; they require much greater force than any other instrument; the 
inner wound has not the same parallel direction as the outer; on ac- 
count of the lateral direction of the inner cut, the pudic artery is most 
liable to injury; and if to avoid this, a more descending direction be 
given to the instrument, there is no. protection against wounding the 
rectum. ‘The introduction of the forceps upon the gorget is but a 
trifling advantage (a). 

[These objections to the cutting gorget are entirely groundless. No more force is 
requisite for introducing the gorget than for dividing the neck of the bladder and 
the prostate with the knife. The instrument neither requires force, nor is force 
employed, if the operator know how to use it; and, therefore, whatever mischief is 
done is the fault of the Surgeon, and not of the instrument. In passing into the 
bladder, the cutting gorget must cut through its neck, and also the prostate gland. 
It cannot push it before it, so long as it remains in the groove of the staff; but if it 
slip from it, as is occasionally, though not often the case, even in the hand of an 


unskilful operator, without violence, the beak of the instrument more readily , slips 
between the bladder and rectum than drives on the neck of the bladder. a 
e 


_ cannot happen, except from carelessness, without force being employed to drive’ 


gorget on, which is never required so long as the instrument takes its proper 
course; and if the gorget will not enter without violence, the Surgeon may feel 
(a) Texror, C., Ueber die Ursache des Nichtanffindens der Blasensteine, nach gemachter Operation 
der Lithotomie, p.22. Wiirzburg, 1816.—Zana, Operationen, vol. iii, pt. ii. p. 177. 
VOL. II. 2a 


594 CUTTING FOR THE STONE; 


pretty well assured, in nineteen cases out of twenty, that he is misusing the in- 
strument, and that he will get into mischief. The difficulty in introducing the 
gorget, and the force occasionally seen expended on it, depends, as has been men- 
tioned, on the operator forgetting to sink the handle of the staff, so as to place 
its groove in the line which the gorget has to travel; and, consequently, he rams 
the beak of the gorget against the staff, which he continues to hold nearly up- 
right, so that till he accidentally alter the position of the staff, or, by dint of 
force, the beak of the gorget slips down the curve of the staff, it is impossible for 
the gorget to pass into the bladder, though easy enough for it to slip from the 
staff, and get between the bladder and rectum, 

The want of parallelism of the internal with the external wound is really of no 
consequence, even admitting that it be greater than in division of the neck of the. 
bladder, and of the prostate, with the knife, of which I cannot allow it is. 

The division, or rather wounding, of the pudic artery, by the introduction of 
the gorget, might be matter of more serious objection against the employment of 
that instrument, were it as frequent as Caezrus and others imagine; but from 
my own observations of the practice of others, as well as my own, I_ believe it 
very much less frequent than generally supposed; and the free bleeding which 
occurs sometimes in the operation, either with the gorget or knife, for I have seen 
it as great with the use of one as of the other instrument, depends, I believe, 
usually on division or wounding the artery of the bulb, just after it comes off 
from the pudic artery, and not from injuring the pudic artery itself. The use of 
the gorget, as a ready channel for the introduction of the forceps, is, aS CHELIUS 
observes, of but little importance.—J. F. 8.] 


2087. Le Car’s method, which, in recent times, has been especially 
modified and employed by Pasoxa, is characterized by the prostate 
gland being in part only divided, and the enlargement of the wound 
being effected by a peculiar dilator. 

According to Pasoua, the patient should be laid with his trunk a 
little obliquely; the staff, when introduced, is to be held by an as- 
sistant, with its handle so inclined towards the right groin, that its 
curved part should rest between the left side of the raphe and the as- 
cending branch of the left haunch-bone. The external cut is made, as” 
regards its size and direction, in correspondence to the prescribed 
directions, (par. 2078,) with the wrethrotome, which is held like a 
writing-pen, with its groove facing towards the patient’s left side. 
When the membranous part of the wrethra is laid bare, the nail 
of the left forefinger is passed into the groove of the staff, the 
bulb pressed aside, the urethrotome thrust into the membranous part 
close behind the bulb, and carried carefully along the groove of the 
staff, so as to divide the membranous part to the extent of from four 
to five lines. The operator now keeps the point of the urethrotome 
against the staff, brings its handle horizontal, and takes hold of it 
with his left hand in such way that the thumb is on the upper edge and 
the fore, middle, and ring fingers are upon the under edge of the 
handle. The operator now grasps the eystotome with his right hand, 
and placing his middle finger in its ring, his third and fourth fingers 
on the under, his thumb on the upper surface of its handle, and the 
forefinger on the sheath of its blade, enters its beak into the groove 
of the urethrotome, and upon it into that of the staff, and then takes 
away the urethrotome. When the operator ascertains by the sensa- 
tion which the contact and rubbing together of the two metallic 
bodies affords, that the beak of the cystotome is actually in the groove 
of the staff, otherwise the cystotome must be withdrawn, the mem- 
branous part at once opened, and the instrument introduced as before, 
he grasps, with his own left hand, the handle of the staff, together 
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with his assistant’s hand, carries it in a direction corresponding to the 
white line, raises it beneath the arch of the pubes, so that it forms a 
right angle with the trunk, and pushes the cystotome, the handle of 
which he sinks a little, along the groove of the staff, up to its blunt 
extremity. After the cystotome is withdrawn, the operator carries the 
point of his left forefinger upon the staff and into the opening in the 
bladder; the staff is then withdrawn, and a blunt gorget, previously 
oiled, with its concavity upwards, is introduced upon the sensible sur- 
face of the left forefinger, which serves as a guide. The dilator, with 
its front blades closed, is now introduced upon the gorget, and after 
the withdrawal of the gorget, the wound in the prostate gland is 
gradually enlarged, by bringing together the hind branches of the 
dilator to such extent as the size of the stone seems to require. 


For the further description of this operation, the following writers are referred to:— 
Le Cart, above cited. 


Kast, (preside C. SIEBOLD,) Historia Lithotomie in eodem homine bis facte. 
Wirceburg, 1778. 


HARTENEEIL, above cited. 
Lover, Programma Lithotomie Le CaTianm emendate Descriptio. Jen, 1785, 


Koetpin, A., De Calculi Vesice sectione laterali inprimis Le Cariana; in 
Opuscula Chirurgica, vol. i. Hafni, 1799. 


Ruprorrrer, F, X., Abhandlung iiber die Operation des Blasensteines, nach 
Pasoxa’s Methode. Leipzig, 1808; with five plates. 

2088. This operation has partly the same objection as the cutting gorget, 
that the parts are easily pushed before it, and not always cut through to 
the required extent; and that the enlargement of the insufficient cut with 
the dilator not unfrequently causes great bruising, and its consequent 
symptoms, especially a permanent weakness of the neck of the bladder 
and the like. Experiments upon the dead body have satisfied me that the 
use of the dilator does not effect a simple enlargement, but if the extension 
be great, an increase of the wound by tearing. In other respects this 
operation is more complicated than all the other modes; it is, however, 
employed with considerable success. 

2089. The Cut into the Neck of the Bladder and the prostate, with a 
particular instrument, from within outwards. To this belongs Frére 
Comr’s method with the concealed lithotome (Lithotome caché.) 

When the outer cut has been made and the membranous part is opened, 
the concealed lithotome is entered into the groove of the staff upon the 
nail of the left forefinger, which has been previously introduced into it. 
The operator with his left hand grasps the handle of the staff, raises it 
under the arch of the pubes, satisfies himself that the lithotome is in the 
groove, by moving it up and down, and then pushes it on in the direction 
of the staff, to its extremity. The staff is now withdrawn, after havin 
been passed a little farther into the bladder, to disengage the point of the 
lithotome, with which it must be attempted to ascertain the‘size of the 
stone, and then the instrument is gauged at a higher or lower number, in 
accordance with the size of the required cut. The lithotome is now held 
with the left thumb and forefinger on its lock, is raised under the pubic 
arch, and whilst the handle is grasped with the right hand, and the lever 
pressed down with the third and fourth fingers upon the handle, the blade 
is drawn out horizontally, and inclined towards the lower angle of the 
wound. 

2Q2 
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he following writers may be referred to on this operation :— 
Journal des Scavans, 1748, Juin. 


Frere Come, Recueil des pitces impartiales sur ’Opération de la Taille faite par le 
Lithotome caché. Paris, 1735. 


, Additions & la suite de Recueil de toutes les piéces qui ont été publiées 
au sujet du Lithotome caché. Paris. 


De Preval, Ergo scalpello vagina recondito cystotome lateralis perfectior. Paris, 
1754. 


Campron, Lettre sur la Lithotome, pour prouver la supériorité du Lithotome caché. 
Paris, 1760. 


Nanuys, Paralléle de la Taille latérale de M. Le Car avec celle du Lithotome 
caché. Amsterd., 1766. 


CHASTANET, Lettres sur la Lithotomie, pour prouver la supériorité du Lithotome 
eaché pour l’Opération de la Taille, sur tous les autres instrumens. Paris, 1768. 


SapaTiEeR, Remarques sur l’Opération de la Taille avec le Lithotome caché, et sur le 
Jugement que l’Académie de Chirurgie a porté de cette opération, dans le troisitme 
Volume de ses Mémoires; in Mém. de I’Institut National de France, vol. ii. p. 341. 

2090. The disadvantages objected to the concealed lithotome are, 
wounding the inner wall of the bladder when its blade is gauged at the 
higher numbers ; the great danger of wounding the rectum or the pudic 
artery if its blade be not immediately directed towards the ischial tube- 
rosity ; and the difficulty of finding the aperture in the bladder, when the 
staff has been withdrawn before the cut is made (a). It has been attempted 
to do away with many of these objections, by shortening and blunting the 
blade, so that after the lithotome has been introduced into the bladder the 
staff should not be withdrawn, but that, without its point leaving the staff, 
the lithotome might be drawn out of the bladder, or that the instrument 
should be furnished with a small gorget, or with a sheath to its blade (6). 
It must be remembered, however, that with very unruly patients this in- 
strument can be used’ more safely than any other, and is always to be 
considered as one of the most preferable. 

Boyer (c), who prefers Frere Come’s lithotome to any other, uses it in the following 
way :—In adults and elderly -persons he never gauges the instrument higher than 
No. 11, however large the stone may be, and in general only up to No. 9._ He prefers 
enlarging this cut if it be too small. In drawing out the instrument, instead of pressing 
the shaft up against the pubic arch, he presses its concave side on the branch of the 
right pubic bone, so that the blade is inclined almost directly outwards. When he is 
satisfied by the length of that part of the instrument which on been drawn out, and 
the cessation of resistance that the prostate and the neck of the bladder are cut 
through, he allows the blade to return into its sheath, and withdraws the instrument 
closed, by which wounding the rectum and the pudic artery are avoided. The trans- 
verse direction of the inner wound is made correspondent with the outer by the intro- 
duction of the finger, and does not prevent the entrance of the forceps. 

2091. In the same way, as CHAussIER and Beciarp (par. 2062) had 
recommended cutting into the prostate and neck of the bladder on both 
sides, as being the more correct interpretation of CELsus’s text, did 
DurvuyTREn perform successfully and fully lay down this mode of operat- 
ing, the bilateral section, as it is called, in the year 1824. 

The patient is placed and fastened in the usual way, and the staff held 
by an assistant vertically and corresponding to the raphe. ‘The operator 
with a straight-pointed bistoury makes, at a distance of six or seven lines 
from the rectum, a transverse cut, the slight curve of which has its 


(a) Mémoires de l’Académie de Chirurgie, SrromMeEyeEr’schen doppeltgedeckten Steinmesser. 
vol. iii. p. 628.—Scarpa, DupuyTREN, TEXTOR, Carls. u. Freib., 1844. 


above cited. c) Traite des Maladies Chirurgicales, vol. ix- 
(6) Brecx, R., Ueber den Seitenschnitt mit dem p91, = j 
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concavity downwards, and its middle over the raphe. The membranous 
part being laid bare, is opened, and the point of the bistoury introduced 
upon the nail of the left forefinger into the groove of the staff, and 
carried some way along it. A. peculiar lithotome is then entered into 
this opening, and pushed along the groove of the staff into the bladder. 
The neck of the bladder is divided, in withdrawing this instrument, by 
knives which project on both sides, in the direction of the external 
wound. A gorget is then introduced, and upon it the forceps. 
DupvuyTren’s lithotome is similar to that proposed by Fieuranr for operating on 
women for the stone; the two blades may be separated to a distance of eighteen 
lines. CHARRI‘RE’s improvement consists in the blades projecting obliquely down- 
wards. La Serre’s alteration which is inefficient, consists in their acting first in the 


horizontal, and then in an oblique direction. AstLEy Cooper cut through the neck of 
the bladder on both sides with a double-edged gorget. 


Upon this subject the following works may be consulted :— 

OLLIVIER, above cited, p. 237. 

Archives Générales de Médecine, vol. v. p. 159. 1824. 

Répertoire Générale d’Anatomie et de Physiologie Pathologiques, vol. i. p. 240. 

Legons Orales de Clinique Chirurgicale, vol. ii. p. 381. 

DuruyTren, Sur une Maniére Nouvelle de pratiquer l’Opération de la Pierre; ter- 
miné et publ. par SANson et BeGin. Paris, 1836. 

2092. Brcuarp altered his mode of performing the sectiv bilateralis 
from that which he first advised, and proceeded in the following manner : 
Leaving the staff, which had been first introduced, alone, so as not to 
disturb the position of the parts, he made a cut through the coverings, as 
in the lateral operation, with a knife similar to that of Duxors; then 
opened the membranous part upon the left side and behind the bulb, and 
passed the knife nearly transversely, with its edge directed to the left, 
into the bladder, and enlarged the opening in drawing back the knife. At 
this point of the operation, he raised his hand, and gave the blade of the 
bistoury a direction parallel to the axis of the prostate, in order to avoid 
injuring the seminal vesicles and the base of the bladder with the point. 
If the stone could not be drawn out through this opening, he enlarged it 
with the button-ended bistoury ; and if this did not answer, he made a 
second cut transversely to the right side into the neck of the bladder and 
body of the prostate. 

SENN (a) proceeded in the same way, except that he directed the first cut into the 
neck of the bladder more obliquely downwards, as in the common lateral operation. 
The external tegument need not be cut into in the second transverse cut, as it is capable 
of great extension. 

Le Drawn (6) had already proceeded in a similar way; after cutting into the neck 
of the bladder, he passed his forefinger into the neck and upon it a small bistoury, and 
then made upon the right side a cut similar to that on the left. 

. VipAL DE Cassis (¢) has proposed cutting into the neck of the bladder in four direc- 
tions. And CoLompar has recommended an instrument, (lithotome quadruple,) in 
which two blades project upwards and outwards, and two downwards and outwards (d). 

2093. The advantage of the bilateral section is, that it affords a cut of 
very large extent for the removal of a large stone; without danger of 
wounding the pudic artery; and the rectum may be avoided, notwith- 
standing the large size of the cut. In regard to DuruyTREN’s semicir- 
cular external cut, it may be remarked, that the transverse artery indeed 

(a) Dissert. Recherches sur les différentes Mé- (c) Taille quadrilaterale, Thése. Paris, 1828. 
thedes de Taille soupubienne. Paris, 1825. (d) OuuivieR, above cited, p. 238.—Archives 


(b) Suite des differentes maniéres de faire’’Ex- — genérales de Medecine, vol. viii. p. 139, 309, 310, 
traction de la Pierre. Paris, 1756. 
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may be avoided ; but that this cut is difficult for a less experienced opera- 
tor, and a slight variation from the prescribed mode causes that vessel to 
be wounded. The bulb is also easily wounded, especially in old persons, 
in whom it is large, and juts back so much that it is not easily pressed 
down; and if the knife be sunk deeper to avoid it, there is danger of 
wounding the rectum. Both, however, may, according to Senn, be more 
certainly avoided, if the membranous part be divided, not lengthways, 
but transversely. Brciarp thought it a particular advantage of this 
operation, that the edges of the wound lie close together, and that the cure 
follows more quickly (a). SouBERBIELLE (0) considers that the double 
cut should be so large, that the extraction of the stone should entirely 
separate the middle from the other parts of the prostate. 

2094. One of the most important circumstances, which has the greatest 
influence in deciding on the several modes of performing the lateral 
operation for the stone, is the variety of opinions as to the room which 
the cut into the prostate and neck of the bladder can give, and which can 
be given with safety. Many make the cut so large that the stone can be 
withdrawn without stretching and bruising the parts; they divide, when 
the size of the stone needs it, the whole prostate, and continue the cut 
even into the body of the bladder; considering a clean cut less disadvan- 
tageous than the tearing and bruising by simple dilatation. Others fear 
large cuts, as if the whole prostate be divided into the bladder, infiltra- 
tion of urine, abscesses and gangrenous destruction of the cellular tissue 
between the bladder and rectum, weakness of the neck of the bladder, slow 
cure, and fistula, may ensue. 

It is most advisable to cut sufficiently deep into the prostate and neck 
of the bladder, without continuing the cut into the body of the bladder, 
and to enlarge the opening in a gentle and gradual manner with the finger 
or the forceps. This enlargement may be carried to such extent that 
very large stones may be withdrawn, and by this mode of enlarging the 
wound the objections do not apply which for the most part result from 
the great apparatus, as if the prostate and neck of the bladder be pro- 
perly cut into, the enlargement is made in a very different way. To 
Dusois’ knife, with which I cut into the prostate and neck of the bladder, 
as I introduce it, but especially in drawing it out, I give the preference 
above all the other modes of practice. If the cut do not correspond 
with the size of the stone, I enlarge it with the button-ended straight 
bistoury, which cuts only to the extent of an inch. . 

[Scarpa, as already noticed, (p. 583,) has well pointed out the extent to which the 
prostate should be divided, and the capability of doing this, to a certain and definite 
extent, is the great advantage of the cutting gorget, which can only divide the prostate 
equal to its own breadth. If the prostate be divided with the knife, the extent of the 
TFS) must depend entirely upon the operator, and is liable to vary considerably.— 

Upon the matter just considered the following works may be also consulted :— 

Kern, Chirurgische Bemerkungen, p. 1. Stuttgart, 1801. 

Praktische Ansichten der bedeutendsten chirurg. Operationen; part ii. Stuttgart, 
1816. 

Martineau, in Med.—Chir. Trans., vol. xi. p. 402. 1820. 

Cooprr, SamvEL, Dictionary of Practical Surgery,—Art. Lithotomy, p. 889. 

DurvuyTREn, above cited, p. 17. 


(4) Ouuivier, above cited, p. 244,—RoyeErR- (b) Journal de Médecine, vol. cvii. p. 416. 
CoLLaRD; in Répertoire generale d’Anatomie 1829. 
et de Physiologie, vol. i. p. 507. 
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Scarpa ; in OLLIVIER, p. 1-40. 

CueEtius, Ueber den Steinschnitt ; in Heidelb. klinisch. Ann., vol. vi. part. iv. 

2095. The extraction of the Stone is in general accompanied with great 
difficulty, and requires the more careful and skilful management, as upon 
the proper performance of this part of the operation depends principally 
its successful or unfavourable result. The left forefinger, and in very 
stout persons, a blunt gorget upon it, is passed into the opening of the neck 
of the bladder; and upon it the forceps (a), previously oiled, are carried 
in a rather oblique direction from below upwards into the bladder. ‘The 
forceps are then gently turned about in various directions to find the 
stone, and when it is found, the handle-rings of the forceps are to be 
taken hold of with both hands, widely opened, and the forceps pushed 
farther into the bladder, or turned half round with a sweep, so as to bring 
the stone between their blades and to grasp it. When the separation of 
the handles shows that the stone is seized, the thumb and middle finger of 
the right hand are put into the rings of the forceps, or the instrument is 
grasped with the whole hand, but in either case the forefinger is kept be- 
tween its handles, partly to prevent breaking the stone, and partly to pre- 
vent the walls of the bladder catching in drawing out the forceps, which 
are to be turned round on their axis, so as to ascertain that the bladder 
has not been laid hold of. The surfaces of the blades of the forceps are 
then directed towards the edges of the wound, the left hand placed on the 
joint, and with a continned gradually increasing pull, accompanied at the 
same time with waggling movements obliquely from above downwards, 
the forceps, together with the stone, are drawn out. If during the ex- 
traction the edge of the wound be stretched very tightly over the stone, it 
must be held back with the finger of the left hand. 

2096. The obstacles which occur in grasping and drawing out the stone 
depend on its position and size, on the contraction of the wound of the 
bladder, on the stone being encysted or adherent, and on its breaking to 

ieces. 

2097. If the stone lie low, it must be attempted by the forefinger of 
the left hand, passed up the rectum, to carry it towards the forceps, or a 
pair of curved forceps may be used. If the stone be very high, or in the 
sides of the bladder, it must be tried to change its position with the finger, 
to thrust it down by pressure on the lower part of the belly, or curved 
forceps must be introduced ; and in using the latter, their handles must 
always be inclined downwards. 

2098. If the stone be grasped in an unfavourable diameter, or too near 
the joint of the forceps, which is shown by the very great separation of 
their handles, or if the stone lie with its long diameter transversely within 
the blades, which is discovered by the slight separation of the handles, 
and the difficulties in attempting the extraction, the forceps must be 
opened a little, and with the finger, or with a bouton (6), it must be 
tried to give it a better position ; or it must be dropped into the 
back of the base of the bladder, and seized afresh. If the wound be 
too small, though the diameter of the stone be favourable, it must be 
enlarged, as directed, ( par. 2094,) to such extent as to render the ex- 
traction possible, without much bruising and injury. If the stone be 
of such size that with even the greatest possible enlargement of the 


(a) On the Construction of the various kinds (b) An instrument like the stilette of a catheter, 
of Stone-Forceps, see DescuAmps, above cited th a ball at its extremity. 
vol. iii, p. 200. 
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wound it cannot be removed, nothing remains but either to break it to 
pieces with Earue’s (a) stone-breakers; or if the stone be not too hard, 
the outer layers may be broken with a pair of common stone-forceps ; 
or, what is still better, Hzurrexour’s percuteur may be used ; or 
the bladder may be cut into above the pubes, which proceeding is 
always most proper when the stone is very hard. Under these circum- 
stances, also, the extraction of the stone has been recommended to 
be made subsequently, (Steinschnitt in zwei Zeitraiimen, Germ.; Taille 
en deux tems, Fr.,) when suppuration has commenced in the wound ; 
the extraction, however, is never thereby rendered easier, and this 
practice is in general to be rejected. Small stones may also lie so 
between the blades of the forceps, that the handles are not sepa- 
rated, and the operator thinks he has not grasped the stone; in 
withdrawing and accidentally turning of the forceps, such stone may 
remain concealed within them, without the operator being aware of 
it, as I myself have observed. ‘The gush of urine, after cutting into 
the neck of the bladder, may also throw out a little stone. Small 
stones can often be well seized with a pair of dressing-forceps, or with 
flat-bladed stone-forceps. 


Campana (b) considers the extraction of the stone more easy and less injurious, if it 
be grasped by its largest diameter. 

[If after the entrance of the gorget into the bladder, the urine do not immediately 
flow out, as it usually does, though less frequently when the internal wound is made 
with the knife only, it does gush forth suddenly as soon as the forceps are introduced ; 
“ not impelled,” says Bropiz, “ by muscular exertion, but by its own gravity and the 
pressure of the viscera. Under these circumstances, when you introduce your finger 
into the bladder, you find the muscular tunic relaxed, and the mucous membrane 
hanging in folds; and in consequence they are not likely to be ruptured. In other 
instances, the patient voids his urine immediately before the operation, or perhaps during 
the introduction of the staff. Here, the urine having been made to flow by the patient’s 
own efforts, the muscular tunic is contracted ; it offers a considerable resistance to the 
opening of the forceps, and is liable to be ruptured, if the blades are opened rudely and 
incautiously.” (pp. 317, 18.) A case of this kind Broprie mentions, in which “the 
bladder (as he supposed) was in a contracted state, and the Surgeon, in opening the 
forceps, observed a resistance, which suddenly gave way, as if a ligature had been 
broken.” * * * On the third morning after the operation, he died, and on examina- 
tion, it was “found that the mucous membrane and muscular tunic of the bladder 
had been ruptured to the extent of three quarters of an inch.” (p. 304.) Ihave, very 
recently, in operating on a child of nineteen months, been inconvenienced by the violent 
contraction of the bladder which BropiE mentions, and to a degree of which I had no 
notion. I had operated with the cutting gorget, and introduced the forceps with perhaps 
a little more difficulty than usual, and immediately found the stone; but on attempting 
to open their blades, I found it impossible without using force, which was not justifiable. 
I passed the blades farther in, drew them back, gave them a quarter turn, each time 
endeavouring to open them, but in vain; they were as firmly closed as if they had been 
tied together, and a momentary thought passed through my mind, that they might have 
escaped from the gorget, and slipped between the bladder and rectum ; however, feeling 
the stone distinctly, again and again, I was convinced that could not be the case, and 
that the blades were fairly in the bladder. I continued making gentle attempts to open 
them, and full five minutes elapsed before they would move at all; they then began 
slowly to open, and at last sufficiently to allow the stone to get between them, when it 
was extracted, though not before it had slipped once or twice, as I could only at first 
catch hold of the edge, the principal part of the stone seeming to have been lodged in 
a fold of the bladder, from: which I could not disengage it. Now, had I violently 
attempted to open the forceps in this case, I should undoubtedly have torn the bladder, 
as in that mentioned by Bropre; but using only gentle efforts, the bladder yielded 
slowly, and the operation was safely completed.—J. F. S.] 


(a) Med.-Chir. Trans., vol. xi. p. 69. pl. iii. 18. 
(>) von GRaEFE und von WaLTHER’s Journal, vol. v. p. 171. 
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2099. When the stone is enclosed by a diseased contraction of the 
bladder, attempts must be made to free it by introducing the finger, or a 
pair of stone-forceps, the blades of which must be opened in different direc- 
tions before the stone, so as to separate the walls of the bladder. For 
this purpose, forceps with several arms, capable of being applied singly 
have been proposed (a). If the stone cannot in this way be grasped, its 
extraction must be given up, and the spasm attempted to be removed with 
antispasmodic remedies, fomentations, and the like. 

2100. If the stone be encysted, the operator carries his forefinger to 
the stone, and endeavours, if the encystment be not considerable, to set it 
free. If this be not possible, on account of the opening of the cyst being 
very small, a narrow blunt-pointed bistoury, or a bistoury concealed in a 
sheath and a little curved, must be passed in upon the left forefinger, and 
in its passage attempts must be made to lay open the cyst to such extent 
as may be necessary for setting the stone free, which if its position allow, 
may at the same time be raised by the introduction of an assistant’s finger 
into the rectum. 

Stones which lodge in the ureter and project into the bladder must be 
loosened with the finger, carefully seized with the forceps, and attempted 
to be freed by gentle pulling; as every violent pull is extremely painful 
to the patient, and drawing the stone towards the neck of the bladder 
troublesome, however large the wound may be. 

If the stone lie in a hollow, formed by the protrusion of the lining 
membrane between the fibres of the bladder, it must be attempted to 
enlarge the opening of communication by introducing a pair of small 
forceps, and then to draw out the stone. The difficulty in doing this 
will depend upon the nearness or distance of the stone from the wound. 
If the stone be covered with the inner coat of the bladder, in which 
case it has been thrust between the membranes at the orifice of the ureter, 
nothing can be done except proceeding as with a partially encysted stone, 
or it may be grasped with the forceps, and drawn out with careful move- 
ments. 

When a stone is covered with fungosities, the finger is to be carried 
between it and the wall of the bladder, their connexions separated, and the 
stone pulled out by moving it in different directions, and if the connexions 
be very firm, it must be attempted to loosen the remaining part by frequent 
injections, and by shaking the patient, and afterwards to extract the 
stone (d). 

2101. With a brittle and easily-breaking stone, it must be endeavoured, 
by the introduction of the forefinger between the handles of the forceps, 
to prevent them being too firmly closed, to avoid breaking the stone; 
and for this purpose various apparatus, as forceps with a bag to catch the 
stone, and so on, were formerly proposed. When, however, the stone has 
been broken, the larger pieces must be removed with the forceps, the 
smaller with a scoop, and the little pieces by repeated injections, with 
warm water from a clyster-syringe, the pipe of which is to be passed into 
the bladder on the forefinger. KLErN (ce) advises that, in this case, as also 
when numerous little stones have been removed, the bladder should always 
be examined with the sound some days after, for the purpose of ascertain- 


(a) Descuamps, above cited, vol. ii. pl. i. fig. 14, (6) Kuxrn ; in Loper’s Journal, vol. iy. p. 564. 
pl. vi. fig. 8,9. ; (c) Above cited, p. 380, 
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ing that nothing remains behind. If the stone break when it has been 
brought into the outer wound, it must be pressed out by the left fore- 
finger in the rectum. 

2102. When the operation is finished the perineum must be cleaned, 
the patient freed from the ligatures, and several turns of a bandage passed 
round above and below the knees, to keep the thighs together. He must 
be kept in bed, lying on one or other side, or on his back, with the thighs 
drawn up and the knees supported. A moist sponge is applied to the 
wound, and oiled silk or folded cloths laid to prevent the fouling of the 
bed by the urine which flows out. 

2103. The accidents, besides those already mentioned, in the extraction 
of the stone which may occur during the operation and require particular 
treatment are, bleeding, injury or prolapse of the rectum, convulsions, and 
fainting. | 

2104. Bleeding may happen from the superficial perineal artery or its 
branches, from the transverse perineal artery, from the inferior or from 
the internal hemorrhoidal artery, from the internal pudic artery, from 
wounding the bulb of the penis, and from the posterior or inferior vesical 
arteries. 

The branches of the superficial perineal artery can only produce an 
alarming bleeding in those cases where it is unnaturally large. The 
transverse perinzal artery lies so near the ramus ischit that it cannot 
easily be wounded, if the cut be made at the proper height (par. 2078.) 
The inferior hemorrhoidal artery is sometimes injured when it is farther 
forwards than usual, or the cut is continued beyond the line from the 
anus to the ischial tuberosity. The branches of the internal hemorrhoidal 
artery spreading between the neck of the bladder and the rectum may 
bleed. The internal pudic is wounded when the cut is made too far to 
the side. The vesical arteries may be wounded if the prostate be com- 
pletely cut through, and the body of the bladder itself cut into. 

The bleeding from the superficial vessels of the perineum may be 
stanched by tying them; but that from the deeper vessels requires cold 
applications, and if these be insufficient, compression must be made with 
a silver or elastic tube, open on both sides, and with a linen bag attached to 
its front part (canule a chemise.) The front end having been pushed into 
the bladder, lint is passed between the tube and the linen bag, till suffi- 
cient pressure is made on every part of the wound, and the other end of 
the tube is fastened externally with a T bandage. Eraxp (1), Durvy- 
TREN (2), and von GRAEFE (3), have recommended particular compres- 
sors for this purpose. 

The injury of the internal pudic artery may cause so considerable 
bleeding that the extraction of the stone must be deferred ; pressure, in 
the way prescribed, will, however, always be successful in stanching the 


bleeding. It has been also advised to keep up pressure with the finger by | 


relays of assistants, or to tie the artery by means of a particular kind of 
needle (a), or with Drscuamr’s (6) artery-needle. According to my 
own experience, however, the continued and efficient application of cold 
is the best mode of stanching bleeding after cutting for the stone ; I have 
succeeded with it when pressure had been used in vain (c). 


(a) Zana, Operationen, vol. iii. pl. ii. f. 5. (c) Heidelberg klinisch. Annalen, vol. vie 
(6) Boyer, above cited, p. 435. part iv. 
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(1) Erarp’s (a) compressor consists of a canula, at the vesical end of which are 
two wings, which jut against the inner wound, whilst a plate furnished with compresses 
is pressed against the perineum with a screw. 

(2) Dupuyrren’s (6) compressor has two branches, flat on their inner, convex on 
their outer surface, and by their elasticity capable of separating from each other like 
the branches of common dissecting foreeps. The branches are covered with leather 
and agaric, the latter upon their convex surface. The instrument is to be passed, closed, 
into the wound, the one branch put against the seat of the. bleeding vessel, and then the 
branches allowed to open. If the bleeding stop, the instrument must be left there ; 
but if otherwise, its position must be altered till the bleeding vessel is fully com- 

ressed. 
3 (3) von GRAEF®’s (c) compressor resembles Wetss’s speculum, and consists of four 
branches, the outer surface of which is covered with agaric: it is introduced, closed, 
into the wound, and then the branches opened by a screw, so that a regular pressure is 
made on every part of the wound. 

Suaw (d) has described a case of fatal bleeding, in operating for the stone, from 
wounding the dorsal artery of the penis, which was given off as a large branch from the 
hypogastric artery in the prostate gland, and was continued under the pubic arch to 
the penis. He has found this variety of the artery frequent, as has also TIEDEMANN (e) 
and Borns. 

[With regard to the loss of blood during the operation for the stone, Bropre says:— 
have sometimes heard it observed, when a patient has lost a good deal of blood at the 
time of the operation, that he has lost no more than it will do him good to lose.” I have, 
however, great doubts whether even in the case of the strongest man, the losing much 
blood adds to his chance of recovery, and it is evident, that in the case of a person of 
originally weak constitution, or of one whose bodily powers are exhausted by his pre- 
vious sufferings, or who labours under disease of the kidneys, or other organs, the loss 
of a considerable quantity of blood in the operation, is likely to make all the difference 
between its success and failure.” (p. 335.) 

As to the bleeding which occurs during the operation ; though free, it often ceases almost 
immediately after the patient is unbound, and the legs brought close together, and 
requires nothing further. But if it continue, and the patient become faint and pallid, it 
will be necessary to put a stop to it, otherwise the bleeding will be fatal. Broprz men- 
tions the case of an elderly man with an enlarged prostate and deep perineum, in whom 
“the blood seemed to proceed from the neighbourhood of the neck of the bladder, and 
what was remarkable, it was venous. He was foiled in all his attempts to restrain the 
hemorrhage, and the patient survived the operation only a few hours.” (p. 335.) I 
have also known a case or two in which the bleeding was fatal ; but such instances are 
rare. 

When the bleeding continues after the operation, the wound must be gently opened 
and carefully examined. If any vessel can be seen, it should be taken up and tied ; 
but if, as is more commonly the case, the transverse perineal artery, or the artery 
of the bulb, which I believe is far more frequently the bleeding vessel than the pudic, 
which lies so protected by the ramus of the ischium, that it is scarcely possible to be in- 
jured with the gorget, though it may be cut through with the knife, be cut off close to 
its origin from the internal pudic, there is not room to apply a ligature around either of 
the former; and with regard to the pudic, it is next to impossible to get at it at all with 
a needle. In such cases the best and safest proceeding is to pass the finger into the 
wound, and press the artery steadily against the ramus ischit till the bleeding cease. 
This will require to be continued for several hours, and will need a relay of assistants. 
I have seen two cases so treated successfully. The first case was under my care during 
my dressership, and the pressure was kept up uninterruptedly for fourteen hours, and 
with very little inconvenience to the patient. Attempts had been made both to tie the 
vessel, and to cut it across, so that its ends might retract, as it was supposed to have been 
merely wounded, but they were quite fruitless. In the other case, four or five hours 
were sufficient to put the patient in safety. Under these circumstances the surface of the 
wound generally sloughs, and the cure is retarded. 

Sometimes, the blood instead of escaping by the outer wound, flows back into the 
bladder, and forming a clot, prevents the passage of the urine either by the wound or 


(a) De l’Hemorrhagie 4 la suite de la Taille, &c. (c) Journal von GRAEFE und von WALTHER, 
Paris, 1822. vol. xxii. p. 65. 

(b) Mémoire achevé et publ. par Sanson et (d) London Med. and Physical Journal, vol. lv. 
Brain, p. 50. p. 2. 1826. 


(e) Tabule Arteriarum, pl. xxx. f, 2. 
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by the urethra. 1 have known this happen in a few instances, without the bleeding how- 
ever being serious, or affecting the constitutional powers. If the patient do not pass 
water in the course of a few hours after the operation, if he become restless, and if there 
be fulness and uneasiness, or pain about the region of the bladder, it may be suspected, 
that blood has flowed into the bladder and clotted. It is then necessary to pass the finger 
gently through the wound into the bladder, and immediately this is done the urine 
escapes and clots of blood with it. Should the bladder be found much distended with 
blood, it is well to wash it out gently with a syringe and warm water, which may be 
repeated once or twice, at intervals, according to circumstances. 

Plugging the wound, or other of the appliances mentioned by Cue tus, I do not think 
at all proper. 

Secondary bleeding, in rare cases, follows at an interval of several days after a patient 
has been cut for the stone. Bropre mentions one of a child in the second week, which 
occurred under his own care, and though the boy was excessively lowered by the 
bleeding, he recovered. Also a case of Earxr’s, which bled on the seventh or eighth 
day, and was stopped “ by introducing through the wound into the bladder, a tent 
composed of a quantity of lint wrapped round an elastic gum catheter.” (p. 335.) The 
first case of this kind which I witnessed was under my care during my dressership in 
1816, and had been operated on by the elder Travers. At the time of the operation 
much blood was lost, but it soon stanched. On the fourth day there was a sudden 
bleeding from the wound, to the amount of a pint and a half, which was stopped by 
pressure with the finger. On the following day the bleeding returned twice, and he 
lost another pint of blood; pressure was again made for five hours ; the bleeding was 
not repeated, and he recovered. A similar case occurred to GREEN, in 1841, in a boy 
of thirteen. He became excessively faint very soon after the operation, and there was 
a little bleeding throughout the whole of the afternoon and day following, which was 
checked by the introduction of the finger, with pressure on the pudic artery for about 
half an hour at a time. No farther bleeding occurred after the second till the ninth 
day, when he became very restless, and there followed a very free bleeding, both from 
the wound and from the urethra ; several clots were passed during the afternoon and 
evening, the finger having been introduced into the wound several times to favour their 
escape. There was no recurrence of clots or bleeding after this day. He was kept low 
for some days, but no cold application used, and he recovered. 

The following fatal case of secondary bleeding happened to me in 1839 :—I had ope- 
rated on a lad of thirteen years of age with the gorget, and in opening the staff had cut 
through either the transverse perinzal or the artery of the bulb, from which there was 
very free bleeding, but it soon ceased. On the evening of the second day he had pain 
in the region of the bladder and in the left groin, with tenderness and a good deal of 
constitutional excitement. Leeches were applied to the belly. The symptoms con- 
tinuing, calomel and opium were ordered on the following day, and he was so much 
improved on the fifth day that the mercurial was left off, there remaining only a little 
tenderness in the left groin. His urine was now quite natural in colour. On the sixth 
day, up to which time he had passed water plentifully both by the wound and by the 
urethra, a thin slough about the size of the finger-nail came away, and he seemed doing 
very well; but about noon he had some pain at the lower part of the belly, which was 
immediately followed by a small motion, accompanied with much straining ; and as 
the urine passed by the wound, a quantity, as much as would fill both hands, of very 
offensive dark-coloured clotted blood escaped with it. He then became easy, but was 
very faint and pallid, and it was necessary to give him some brandy. Onthe next day 
he was tolerably well, free from pain, and did not seem affected by the occurrence of 
yesterday. It was thought that the clot discharged might have depended on bleeding 
back into the bladder, and that this had been the cause of the irritation on the second 
evening. On the seventh evening he had a good deal of straining, and passed by the 
wound about three table-spoonfuls of clotted blood in several lumps, with plenty of 
water. On the following morning he passed some bloody urine after straining, and 
the napkin was slightly tinged with fresh florid blood; he was pallid, his pulse small 
and quick, and the countenance rather anxious. The same evening, with much strain- 
ing and a little motion, he passed a clot of four ounces, another an inch a half long, 
and as thick as the finger, and a third and smaller clot, at three several times. On 
the morning of the ninth day, about half-past seven, with much straining and a little 
motion, he passed about four ounces of clot with urine by the wound, and a little blood, 
but no water, from the wrethra. He then became very faint and squeamish, and yawned 
continually, his countenance bloodless, and his pulse very weak and quick. I care- 
fully examined the wound, and found it clean but pale, with a small layer of coagulated 
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blood on the left side, which being disposed to stick, I thought best to leave alone, Be- 
tween this time and three in the afternoon his bowels were sparingly moved five times, 
and he had passed plenty of water, but neither blood nor clots. On consultation with 
my colleague, GREEN, it was determined that the finger should be introduced into the 
bladder, and any clot there detached and broken to pieces, and cleared out by injecting 
warm water, that the bowels should be quieted with opium, and his powers supported 
with egg and wine. This was accordingly done; I introduced my finger, but could not 
ascertain anything unusual ; no water, but a small portion of clot, not larger than half 
a sixpence, followed its withdrawal. I then passed a catheter by the urethra, and with 
my finger in the wound, introduced it into the bladder, and injected by it some warm 
water twice, the first passed by the wound slightly tinged, but the second was colourless , 
and the catheter when removed had no appearance of having been in any clot. He 
slept during the rest of the day, and neither had any more straining nor passed blood, 
though the napkin was a little stained. About eleven he threw up some beef tea imme- 
diately after taking it, as well also porter and brandy and water, which were given at 
intervals, and then dropped asleep. At four o’clock on the morning of the tenth day 
his bowels were freely moved without any clot, and soon after he took and kept down 
an egg and some tea. In the course of the forenoon he passed plenty of water, accom- 
panied with a very offensive discharge, as if from a slough, but without any blood, and 
seemed better though very languid. As he was fully under the influence of the opium 
I directed its omission, thinking it might be perhaps the cause of the sickness. At noon 
he was seized with shivering and seemed to be passing his water; the wound was 
looked to, a small clot found in it, which being removed, the urine escaped readily, 
and the shivering ceased. During the day he took some beef tea, porter, and egg, 
which he enjoyed, and was constantly dozing. He had one motion with much strain- 
ing, but unaccompanied with bleeding or clots. On the fifteenth day he continued 
improving, except that the straining continued, for which an opium injection was given 
with advantage, and he has taken plenty of nourishment, to which first port wine was 
added, but afterwards changed for sherry. The wound has become more florid and sup- 
purates freely, and there isa plentiful discharge of mucus from the bladder. Kvery- 
thing seemed doing well, and the quantity of mucus diminishing up to the twenty-first 
morning at five o’clock, when the napkin was found stained with bloody urine, and a 
little bright red blood; he passed more bloody water and a little bright blood several 
times. At nine o’clock a small clot passed, at ten another and soon after a motion, and 
about two table-spoonfuls of clot, and he began to feel faint. Clots and water con- 
tinued passing at intervals till eleven o’clock, and between that time and noon about six 
ounces more. Soon after he passed another clot from the wound, and some bright 
blood by the urethra. He then became very pallid and cold and his pulse very small 
and quick. I passed a catheter and washed out the bladder ; the first water was tinged 
with blood, but the second was clear; under these circumstances I thought it best to 
introduce the finger into the wound and compress the pudic artery, which being found 
efficient was continued for twenty-one hours, a very small clot or two only passing 
when the finger was withdrawn for relief. Brandy and beef tea and a few drops of 
landanum were given during the day, as he had become very restless. On this evening 
(the twenty-second) he was attacked with some bronchial irritation, which continued 
increasing, not having been relieved by the application of mustard poultice or blister, 
as he was too weak for any more active means. He continued sinking, and died on 
the afternoon of the twenty-fourth day, but had not had any recurrence of the bleeding. 
The examination of this case was most unsatisfactory, as the parts which had been 
removed that they might be carefully examined, were cut to pieces in the neighbourhood 
of the pudic artery, which was the most important of all. I was therefore unable to 
ascertain whence the bleeding had originated ; but I cannot help thinking it must have 
been from the origin of the transverse perineal artery, and that had I made pressure 
on it at first, as I did at last, the boy might have been saved. This plan I should cer- 
tainly adopt under similar circumstances. At the time I did not recollect the occurrence 
of after-bleeding in a case of this kind, and when the bleeding ceased for a time and the 
child again began to improve, I had hoped that the danger had passed away. The 
case is deeply interesting, and I believe not undeserving the full report I have given of 
it.—J. F.S.] 

2105. Wounding the rectum may happen in various ways: First, at 
that step of the operation when the operator having made the outer cut, 
carries the point of the knife into the groove of the staff for the purpose 


of opening the membranous part. If the handle of the knife be then too 
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much raised, its point sinks into the rectum. This opening is in general 
very small, a mere puncture, through which only the intestinal gas and a 
small quantity of fecal matter escapes into the wound. Second, when in 
withdrawing Frére Comr’s lithotome or the common bistoury, the wound 
first made, isstillincreased. The pain which accompanies cutting through 
the neck of the bladder often excites the patient to strain violently, and 
thereby force the intestines violently into the pelvis, so that the rectum 
lies as a fold before the prostate. In old persons there is sometimes 
an enlargement of the rectum, so that the prostate is usually lodged in 
a hollow of the gut, which also surrounds the neck of the bladder on 
both sides. In such case the rectum must.be almost necessarily wounded 
in the withdrawal of Frére Cémr’s lithotome. If the gut receive the 
prostate only on one side in such hollow, it is advisable to operate on the 
right side, and with great care (a). Third, the rectum may be wounded in 
drawing out a large angular stone; if the wound be small, and near the 
m. sphincter ani, and the patient young, strong, and healthy, the opening 
frequently closes of itself without symptoms. Sometimes a fistulous 
opening remains after the wound in the neck of the bladder, and the 
membranous part of the wrethra has closed, and communicating with the 
gut like a’common rectal fistula, is to be treated in the same manner. 
Occasionally, the external wound closes, and there still remains a commu- 
nication between the neck of the bladder and the rectum, which, however, 
is in general so contracted, that but little urine passes through the rectum, 
and only a small quantity of faecal matter by the urethra. DESAULT and 
DurvuyTREN have in such cases divided the rectum from the wound with 
success. ‘The common practice is to introduce an elastic catheter into the 
bladder. According to Kern (6), in a wound of the rectum correspond- 
ing to the body of the bladder, the buttocks should be raised, frequent 
injections of warm water, and drawing off the urine several times a day 
with the catheter, should be practised. 

The bladder is placed higher in children than in adults; therefore, as the parts are 
cut through from without inwards, or from within outwards, a direction must be given 
to the instrument, corresponding to a line supposed to be drawn from the navel to the 
haunch-bone, so as more certainly to avoid injuring the rectum (c.) 

{ Wounding the rectum in performing the operation for the stone is, as far as I know, 
of rare occurrence. I have seen but two cases in the course of thirty-three years; one 
was done in introducing the gorget, and the other in making the second cut with the 
knife before the gorget was introduced. The Surgeons under whose care they were, 
wisely left them alone, and treated them as if no accident had happened. A little 
feculent matter passed by the wound in the perineum for a few days, after which the 
rectum scarred, and no farther inconvenience ensued. I have never seen any instance 
in which division of the sphincter ani was requisite, and I doubt whether in England 
such ever occurs. Should I ever meet with a recent case of the kind, I should advise 
leaving it to nature.—J. F. 8.] 


2106. When the rectum is protruded by the patient straining during 
the operation, it must be pressed back and retained by an assistant with a 
pad upon the right side. 

Convulsions and fainting require the operation to be quickly finished, 
and if that be not possible, and the patient’s danger great, the extraction 
of the stone must be put off. 

2107. The after-treatment in general consists of cooling and mild 
remedies. The patient should take an opiate after the operation, and must 


(a) Descuamps, above cited, vol. iii. p. 8. (b) Above cited, p. 239. 
(c) Dupuyrren, above cited, p. 28. 
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preserve the most perfect rest of body and mind; for drink he should take 
a little almond milk, and for food only a little broth, for the first few days. 
The sponge on the wound should be frequently changed, and the neigh- 
bouring parts kept clean. In general the urine begins to flow partially 
by the wrethra the first day after the operation ; when the urine is mostly 
voided by the wrethra, the wound should be covered with wadding, which 
is to be fixed witha tightly drawn T bandage, and towards the end of the 
scarring the wound must be touched with caustic to promote its healing. 
The cure of the wound is often complete in three or four weeks; some- 
times it occupies a month; but in rare cases the wound closes by quick 
union in from nine to fourteen days (a). I have twice seen the wound 
healed by agglutination on the fourth day (0). 


The continued application of cold by means of a large sponge dipped in very cold 
water, is obviously the most efficient remedy to prevent bleeding and severe traumatic 
reaction. 

[The dextrous performance of the operation for the stone is not all that is necessary 
for the well-doing of the patient, and instances have occurred within the remembrance 
of many, in which, though ably and quickly performed, and with as little suffering to 
the patient as possible, and every hope of a favourable result when they were removed 
from the operating-room, yet have they.terminated fatally. In hospital practice, I have 
no doubt this has arisen from stone-patients having been, in most instances, placed in a 
ward with other patients, where sufficient quietude could not be preserved, and where 
the sister having only occasionally a single case, had no chance of obtaining sufficient 
experience in the conduct of a case, which mainly depends on her constant attendance 
and ability, almost as much, indeed, as upon the good performance of the operation. 
In consequence of so much being intrusted, of necessity, to the sister, and so little which 
might attract attention being done, few students, on leaving the hospital, know more of 
a stone-case than the performance of the operation and its result, unless any thing very 
remarkable should occur during the course of the cure; and therefore, when settled in 
practice, and called upon to operate for the stone, although they may perform the 
operation extremely well, yet they are ata loss to know in what way the after-treatment, 
under common circumstances, should be conducted; and are therefore unable to give 
directions, or to exert such control over the nurse as may assist to bring about a favour- 
able termination of the case. I am not aware that either in any Lectures on Surgery, 
or other published works, that these seemingly trifling, though, in reality, very im- 
portant points in the after-treatment of stone-operations have been noticed, the attention 
only having been drawn to after-bleeding, peritoneal inflammation, and some other 
more striking circumstances of such cases. 

To fill up this serious gap in the after-treatment, I shall now relate the practice 
which certainly for the last forty-six years, and I have little doubt for a much longer 
period, has been adopted at St. Thomas’s Hospital. : 

When a patient is ascertained to have the stone, he is placed in a small ward, con- 
taining only half-a-dozen beds, and which, during the first part of the after-treatment, 
is kept private and extremely quiet. Here he remains under the watchful eye of the 
sister, an experienced woman, to whom all the stone-cases are assigned, and who is ca- 
pable of giving the Surgeon a full and sufficient account of the patient’s symptoms and 
sufferings during his absence, and to note any little peculiarity about him, which a nurse 
unaccustomed to such cases would overlook. Great care is taken in first instructing 
these women, who usually remain long in this ward ; indeed, in thirty-six years the sister 
has been replaced only thrice since the death of the sister who had the ward when I 
first entered the profession, and who spent twenty years there: a sufficient proof of 
the experience which such persons must acquire. } . 

The patient usually remains for ten days or a fortnight, to accustom him to the place 
and to his attendants; and it is rarely requisite to.pay more than ordinary attention to 
his diet and habits, if he be in good health, excepting his immediate complaint. If his 
sufferings be severe, an occasional hip-bath is used, which has a very soothing effect ; 
and is often extremely serviceable if the preparatory soundings increase, as they will 
occasionally, his sufferings. I have rarely known it necessary to employ blood- 


(a) TexTor, above cited, p. 34.—GRAEFE in (b) Curxius, Ueber den Steinschnitt ; in Hei- 
BERNSTEIN, p. 100. delb. klin. Annalen, vol. vi. part iv. 
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letting or other depleting means, though such necessity may possibly occur, but in 
ordinary cases they are unneedful and improper. An occasional clearing of the bowels 
is, however, requisite ; and if the patient have been accustomed to take gin and water, for 
promoting the action of the kidneys, a practice, with regard to young stone-patients 
especially, very prevalent, it will be well not to deprive him of it at once, or he will 
become fidgetty and uncomfortable, but to diminish it slowly, or even to continue its 
use. 

Under ordinary circumstances, a stone-patient should not be operated on, except his © 
health be otherwise good. His sufferings from the disease itself will call for the per- 
formance of the operation. The state of the atmosphere should, as far as possible, be 
considered. ‘Temperate weather is the most favourable; for if it be very hot, the 
patient, in the weak state he usually is after the operation, suffers much from its de- 
pressing effects; and if it be very cold, he is liable to chill in the necessary frequent 
uncovering to which he must be subjected to keep him dry during the after-treatment. 

On the day previous to the operation, a dose of castor oil should be given to clear the 
bowels, and the diet restricted to rice pudding and milk, with plenty of barley water 
or gruel, but the former of the two is most preferred. If the motions be hard and 
lumpy, castor oil is added to an injection of gruel, which must be thrown up on the 
morning of the operation, but if not, a simple injection of gruel is sufficient for the pur- 
pose of completely relieving the lower bowel. 

Immediately after the operation, the patient is put to bed, with his legs straight and 
close together, by which the surfaces of the wound are brought gently together, and any 
slight disposition to bleeding checked. A napkin is passed round the pelvis, and brought 
up between the legs, in the same way as healthy infants are commonly clouted. As it 
is of great importance that the patient should be kept dry, the napkin is changed every 
time any urine passes by the wound, and attention is paid to this through the whole 
course of the treatment. On the evening of the operation day, or the following morn- 
ing, if there be no bleeding, a piece of lint, folded on the end of the finger, is introduced 
into the wound, and pressed up the depth of the perineum ; this is also replaced every 
time the patient wets, and is continued till the wound heals; its object is to ensure the 
healing of the wound from the bottom, so as to prevent, as far as possible, the produc- 
tion of any fistulous passage, which, under this treatment, is of very rare occurrence. 
A handful or two of camomile flowers thrown into a basin, are sprinkled with spirits of 
wine, well mixed, so as to be equally moistened, and then put into a thin flannel bag, 
and, having been well heated on a warming-pan, are applied over the belly as hot as 
the patient can bear, on the evening of the operation day, if there be no bleeding; and 
this is continued for a week or ten days. If, as sometimes happens, on the second day 
the wound be swollen, and the urine do not flow through it, no lint is introduced, but a 
bread-and-water poultice applied, and, as the swelling subsides, the water escapes by the 
wound, Such is the usual mode of proceeding, and neither is the bed guarded with 
oiled silk, nor cold sponge, nor any other cold applied even though there were bleeding. 
Rarely, except under particular circumstances, is any opiate given throughout the cure. 
The diet for the first two or three days should consist merely of rice or sago pudding, 
biscuit, toast and tea, or arrow root and milk, with a plentiful supply of barley water. 
As the bowels had been freely relieved, it is unnecessary to give any medicine before 
the third day, and then only a little castor oil to act gently. But if there be pain in 
the belly, or sickness, then the oil must be given earlier, and usually it subsides when 
the bowels are moved. The urine at first passes frequently by the wound; but usually 
about the third or fourth day also comes by the urethra ; and as more continues to pass 
by the latter, so does less escape by the former, and, in about a week or ten days, the 
wound of the prostate having healed, the water passes only by the natural passage; and 
when this happens, the wound is dressed with wax and oil upon the lint introduced, as 
before. In one instance I have known the water cease to pass from the wound after 
twenty hours, but this is a rare occurrence. Generally, when the water does not at 
first flow from the wound, the patient becomes irritable and uneasy, and it is well to 
introduce the finger, so as to break up any little clot which may stop up the wound, 
after which it usually escapes freely. Occasionally it may be necessary to resume the 
gin and water, if the patient flag, which, however, the Surgeon himself will attend to in 
reviewing the state of the health. The patient should be kept in bed some days after 
the water has ceased to flow by the wound, or, in other words, till it is nearly healed 
to the surface. If a small sinus should continue open, it is well to twist up a little 
piece of lint corresponding to its size, which should be dipped in a solution of sulphate 
of copper, and gently screwed up to its bottom; but, in most cases, a simple dressing of 
wax and oil is all that is needed. Commonly, in from three weeks to a month, the 
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cure is perfected; the diet having been gradually improved, and porter or wine added 
according to circumstances.—J. F. 8.] ; 

2108. When, after the operation, there is reason to fear active inflam- 
mation, it must be sought to prevent it by general and local blood-letting, 
and by the constant use of cold applications to the perineum. If inflam- 
mation arise, which commonly spreads over the peritoneum, it must be 
met with corresponding antiphlogistic treatment (1). It most commonly 
depends on the escape of urine into the cellular tissue of the pelvic cavity, 
when the capsule of the prostate has been opened by a large cut, or by 
tearing. Old persons, in whom the walls of the bladder are thickened, 
or otherwise diseased, often die without any active inflammatory symptoms 
coming on. Opiate clysters and blisters to the belly are proper in these 
cases (a). In an erethetic state, which shows itself by a very great 
degree of general uneasiness, by great wearisomeness of the whole body, 
by dull pain in the loins, and depression of the powers, with small, con- 
tracted, faltering pulse, cooling and mild treatment must be first em- 
ployed, together with warm bathing and oily mixtures, and if any one organ 
be specially affected, leeches must be at the same time applied to it (6). 
Spasmodic symptoms require antispasmodic remedies alone, or in con- 
nexion with antiphlogistics, if there be accompanying inflammation. A 
painful discharge of urine by the urethra, or its complete obstruction may 
be caused by spasm, by swelling of the wounded parts, or by a collection 
of clotted blood. According to the variety of the cause, the remedies 
must be either antispasmodic or antiphlogistic, and the urine must be 
emptied through the wound by a female catheter passed into the bladder. 

[(1) “It is a prevailing opinion,” says Key, “that stone-patients die of peritonitis 
brought on by the injury done to the bladder during the operation, a mistake which, 
though not leading to any serious error in the after-treatment, is so far attended with 
mischief inasmuch as it misleads the Surgeon from the true cause of the fatal event. [ 
will not venture the assertion, that inflammation of the peritoneum is never a sequela of 
lithotomy, but that it is an extremely rare occurrence, and still more rarely the cause 
of death, examinations post mortem have fully convinced me. During the ten years I 
have been at our hospitals, I have never yet seen an unsuccessful case, examined after 
the operation, in which inflammation of the peritoneum could be regarded as the cause 
of death ; and as invariably I have found that one circumstance was uniformly present, 
namely, suppurative inflammation of the reticular texture surrounding the bladder. 

* * * Inflammation spreading rapidly through these cells will quickly affect a 
surface much greater than that of the peritoneum, and I have witnessed,” says he, 
“symptoms as acute, pain as severe, and the peculiar depression attending peritonitis, 
as marked in the reticular inflammation as in the most acute and fatal case of inflam- 
mation of the abdominal cavity. * * * In the inspection of those who die after 
lithotomy, it is not sufficient to look into the peritoneal cavity, to open the bladder, or 
to examine the state of the wound; the peritoneum lining the lower part of the abdo- 
minal muscles should be stripped off, and the source of evil will be then laid open. The 
finger will enter a quantity of brick-dust coloured pus in the cellular substance around 
the bladder, and if considerable force has been used in the extraction of the stone, will 
readily find its way towards the wound in the perineum; the barrier between the 
adipose structure of the perineum and the reticular texture of the pelvis being broken 
down, the suppurative inflammation spreads rapidly along the latter, and may be traced, 
in some cases, between the peritoneum and abdominal muscles as high as the umbilicus, 


in one case I have seen it extend to the diaphragm.” (p. 18-21.) 


“All that I have been able to observe for many years past,” says Brop1g, “has con- 
firmed mé in the opinion, that an incision of the prostate, extending into the loose cellular 
texture surrounding the neck of the bladder, is replete with danger to the patient. Such a 
division of parts is never necessary where the calculus is of moderate dimensions; but 


- it cannot be avoided where it is of very large size; and hence the extraction of stones of 


- 


(a) Samuer Cooper, First Lines of Surgery, p. 775. Seventh Edition, 1840. 
(6) Zana, above cited, p. 239, 
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this description can never be accomplished without a great probability of the patient 
not surviving the operation. : 

“The symptoms which arise in these cases are not well marked in the first instance. 
There is some heat of skin, and generally an absence of perspiration ; there is usually 
an abundant flow of urine through the wound. The pulse, as to frequency, is some- 
what above the natural standard ; and the patient, although free from suffering, has no 
disposition to sleep. This state of things continues for twenty-four or even forty- 
eight hours after the operation ; then the more characteristic and alarming symptoms 
show themselves. The pulse becomes more frequent, rising to 90, 100, and at last to 
140 in a minute; the heat of skin becomes still greater, the tongue dry, the countenance 
anxious. Afterwards, as you count the pulse, you find every now and then a beat 
weaker than the rest, and then there are complete intermissions. At first the intermis- 
sions are not more than one or two in a minute; by degrees they become more frequent, 
until they occur every third or fourth beat. There is an occasional hiccough; the 
patient complains of some degree of tenderness in the lower part of the abdomen, espe- 
cially in the left groin; the belly becomes tympanitic, that is the stomach and intes- 
tines are filled with air, the distension of the belly increases, the hiccoughs are more 
frequent, the pulse continuing to intermit, becomes weak and fluttering. In some in- 
stances, the patient retains his understanding even to the last; while in others he falls 
into a state of low delirium previous to death. Occasionally in the progress of such a 
case, the patient has a severe rigor, and sometimes he complains of a pain in the loins. 
Where these symptoms begin at an early period, he may die within forty-eight hours 
from the time of the operation ; but in other cases, death may not take place for four or 
five days, or even for a week. On dissection you find the cellular membrane round the 
neck of the bladder, and between the prostate and the rectum, bearing marks of inflam- 
mation, infiltrated with lymph and serum, and toa greater or less extent, converted 
into a slough, If death has taken place at an early period, the intestines are found dis- 
tended with air, and there is a very slight effusion of serum in that part of the pertto- 
neum, which descends into the pelvis. But if the patient has laboured under these 
symptoms for many days before he dies, the peritoneum, where it is reflected from the 
bladder to the rectum, is seen of a darker colour than natural, and incrusted with lymph; 
and at a still later period there is the appearance of inflammation, to a greater or less 
extent, throughout the peritoneum generally. But the peritonzeal inflammation is evi- 
dently not the primary disease; it is the inflammation and sloughing of the cellular 
membrane of the pelvis, which has induced inflammation of the adjoining portion of 
that membrane. Something also is to be attributed to the tympanitic distension of the 
intestines, which, if continued for a considerable time, is always liable to be attended 
with tenderness of the abdomen, and some degree of peritoneal inflammation. It is im- 
portant that you should not fall into the error of regarding such cases as I have just 
described, as cases of simple peritonzal inflammation; for the remedies which would 
be useful in the latter case are injurious here. The abstraction of blood, or even the 
operation of an active purgative, will cause the patient to sink more rapidly, tending 
only to hasten his death. The proper system to be pursued, is the opposite to that of 
depletion. The patient should take such nutriment as his stomach is capable of digest- 
ing. The bowels may be kept open by injections, or by the exhibition of some very 
gentle purgative; and ammonia, wine, and brandy are to be administered, when the 

state of the general system indicates that stimulants are necessary.” (p. 327-30.)] 


2109. The bleeding which occurs at various periods after the operation, 
requires a different mode of treatment aecording to its degree. If slight 
it may be considered useful as a local blood-letting, and as tranquillizing 
the patient. A severe bleeding, when coming on soon after the operation, 
if it do not yield to the use of cold applications, requires the ligature, if 
the seat of the bleeding vessel will permit it, or pressure as already 
directed. In this case, as well as when pressure is also applied after the 
operation, the instrument used must be continued in its proper place, as 
long as seems necessary for the certain obliteration of the vessel. Bleeding 
from the vessels of the bladder requires, besides strict rest and a cooling 
treatment, cold applications to the belly, and in cases of necessity injec- 
tions of cold water, or solution of alum. 


In persons whose blood is thin and watery, their eyelids puffy and semi-transparent, 
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who are often attacked with bleeding from the nose and gums; a constant bleeding often 
comes on after the operation, which is nearly always fatal, and like any parenchymatous 
bleeding, must be treated with tonics (a). 

2110. Abscesses sometimes form about the neck of the bladder, which 
must be encouraged to discharge their pus. If fistula should remain, it 
must be treated as already directed (par. 2105); frequently it is in- 
curable. 

Incapability of holding the urine and impotence, which rarely continue 
after the lateral operation for the stone, depend upon the great bruising 
and gangrenous destruction which the neck of the bladder has suffered 
from the large size of the stone and the violence of the extension. 
Strengthening remedies, internally and externally, as in ischuria paraly- 
tica, are the alone means which may here perhaps be useful. 

2111. Ifthe disposition to form stone continue after the operation, it 
must be counteracted by either of the already prescribed rules (par. 
2011-13). 

An instance of remarkable disposition to form stone is mentioned by Caries Purr 
Lips (6), in which in the space of six years, one lithotomy and four lithotripsies were 
required. 

To the works already referred to on the lateral operation for the stone, the following 
may be added :— 

Mery, J., Observations sur Ja maniére de la tailler dans les deux sexes pour I’Extrac- 
tion de la Pierre, pratiquée par Frére Jacquss. Paris, 1700. 

MoranD, S., Opuscules de Chirurgie, vol. ii. p. 51. 

GaRreENGEOT, De l’Opération latérale corrigée. Paris, 1730. 

Ginz, De Caleulum curandi viis, quas FouBERT, GARENGEOT, Percuet, Lr Dran 
et Ly Car reperierunt. Lipsi, 1740. 

Pauwucct, N. J., Nouvelles Remarques sur la Lithotomie, &c. Paris, 1750. 8vo. 

Asin, R. S., Dissert. de variis Caleuli secandi methodis. Ludg. Bat., 1754. 

Camper, Demonstrationes Anatom. pathologicee, lib. ii. 

Poursav, Sur l’Opération de la Taille; in Mélanges de Chirurgie, p. 197. Lyon, 
1760. 

Serer, Dissert. Cultrorum ceratotomorum et eystidotomorum historia. Witten- 
berg, 1805, 

Dorner, Ueber die Wahl einer Steinschnittmethode; in von SrEBoLp’s Chiron, 
vol. i. part i. 

Tuomson’s Joun, M.D., Observations on Lithotomy, &c. Edinburgh, 1808. 8vo. 
- Coorer, SAMUEL; in Med.-Chir. Trans., vol. viii. p. 206. 

Ricueranp, Mémoire sur l’Hemorrhagie apres  Opération de la Taille latérale ; 
in Mém. de la Soc. d’Emulation, vol. i. p. 145. 

2112. Incidental to the history of the lateral operation for the stone, 
are the methods of opening the body of the bladder from the perineum, 
which originated in the attempts made by BamBer, CuxseLpEN Le 
Dran, Dovuaras, and Moranp, to discover Rav’s operation, which was 
wrongly believed to consist in opening the body of the bladder (ce). 
Fouserr proposed a particular mode of operating, in which, after the 
bladder had been largely distended by drinking, by injection, or by hold- 
ing the water, a long grooved trocar was thrust horizontally into the 
bladder in the middle of the space between the m. erector penis and m. 
accelerator urine, from two to three lines from the ischial tuberosity and 
an inch from the anus ; and after withdrawing the stilette a little, with a 

(a) DescHamps, vol. iii. p. 29. 


(b) Gazette Médicale, vol. ii. p. 534. 1834. des differentes maniéres de tirer la Pierre hors de 
} Dove.as, above cited.—Lre Draw, Paralléle la Vessie, p. 109. Paris, 1740. 


ae 


(c 


612 CUTTING FOR THE STONE, 


peculiarly formed knife carried along the groove of the trocar, the open- 
ing into the body of the bladder from below upwards, and in withdraw- 
ing the knife the outer wound wasdilated. A gorget was then introduced 
on the groove of the trocar, with which, if necessary, the wound was 
farther enlarged, and upon it the forceps passed (a). 


Tomas (6) made the cut from above downwards by means of an instrument resem- 
bling Frere Come’s lithotome. 


2113. The danger of bleeding, the difficulty in extracting the stone, 
the wounding the rectum, and the other accidents, and their consequences 
which frequently accompany the lateral operation for the stone, have led 
to the practice of cutting for the stone through the rectum (Lithotomia 
recto-vesicalis.) This operation was first proposed by L. HorrMANn (ce), 
who gave reasons for its preference over the others, although the proposed 
operation is more uncertain in its results. Sanson (d) claims it as his 
own discovery, and describes his mode of proceeding. It is in especial 
favour with VACCA BERLINGHIERI (e) and others, and performed with 
success. 


Martin (f) lays claim to the discovery of this operation: he made his first experi- 
ment on the dead body in 1786. But Horrmanw lectured on the subject in 1779. ‘That 
the first notion of the operation of cutting for the stone by the rectum cannot be ascribed 
to VeGETIUS (), as the Editor of the Article Lithotomie in the Dict. des Sc. Medic. 
vol. xxviii. p. 424, imagines, Vacca BERLINGHIERI has sufficiently proved (h). 

(“In the case of a thin person, with a stone of so large a size, that the extraction of 
it by the usual method, would be either impracticable, or attended with the greatest 
risk to the patient’s life,” Bropre says, “it may be a question, whether there is not a 
better method of proceeding (than the high operation) in the recto-vesical operation ; 
in which the incision of the perineum is made to extend through the tunics of the 
rectum and the sphincter ani muscle. Here the parts which afford the chief resistance 
to the extraction of a large stone are divided ; and, although the incision of the neck 
of the bladder extends beyond the boundaries of the prostate, the ill consequences 
arising from the escape of urine into the cellular membrane, are likely to be in great 
measure obviated in consequence of the free opening which has been made into the 
rectum.’ Brovie performed this operation on one occasion in which the stone was 
supposed to be very large, but did not so turn out, and the patient, who had suffered 
from stone more than twenty years, died in about three weeks with abscesses in the 
kidneys, and on one side of the pelvis. (pp. 547, 48.) In another case, a man between 
sixty and seventy, whom he operated on with Burzarv’s knife, and on whom with 
much constitutional excitement, the abdomen was tense and swollen, and there was great 
danger, Bropig cut through the rectum with a probe-pointed bistoury on the fourth 
day, and the patient did well. 

Soy, one of our assistant Surgeons, also performed this recto-vesical operation in a 
case where the stone was presumed to be very large; but it was not large. The case 
went on well, and recovered without any untoward circumstances.—J. F. 8.] 


2114. Sanson has proposed two different modes of penetrating through 
the rectum into the bladder. After previously dividing the m. sphincter 
ani and the lower part of the rectum, in the direction of the raphe, 


(a) Fousrert, Nouvelle Méthode de tirer la 
Pierre de la Vessie; in Mém. de ]’Acad. de Chi- 
rurgie, vol. i, p. 63, pl. iviii. KxessELRING, 
Dissert. Historia et examen Methodi FouBERTIANI 
pro extractione Calculi. Hale, 1736. 

(b) Tuomas; in Louis, in Mém. de l’Acad. 
de Chirurgie, vol. iii. p. 693. DescHamps, above 
cited, vol. ii. pl. v. f. 12. 

(ec) Von einer neuen Methode den Stein zu 
schneiden ; inVermischten Schriften, herausgegeb. 
von. H. Cuavet. Miinster, 179]. vol. ii. p. oll, 

(d) Des Moyens de parvenir 4 la Vessie par le 
Rectum, avantages et inconvéniens attachés 4 cette 


Méthode pour tirer les Pierres de la Vessie. Paris, 
1817. 4to. 

(e) Sanson, Des Moyens de parvenir 4 la Vessie 
par le Reetum, &e., suivie d’un Mémoire sur la 
Méthode d’extraire la Pierre de la Vessie urinaire 
par la voie de l’Intestin Rectum, de Anp. Vacca 
BERLINGHIERI, traduite de l’Ital. par BLAQUIERE. 
Paris, 1821. S8vo. 

( f) Nouvelle Méthode de faire l’Operation de 
la ae ; in Revue Médicale, vol. ix. p. 225. 
18: we 

(g) Mulomedicina, cap, xlvi. lib. i, Basil, 1574. 

(A) Above cited, p. 72. 
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towards the root of the penis, the prostate, and part of the lower wall of 
the bladder is laid bare, and then upon the groove of a staff introduced 
into the bladder, the prostate is to be divided in its mesial line; or the 
knife may be passed behind the prostate through the wall of the bladder 
into the groove of the staff and the base of the bladder divided to a cer- 
tain extent. 

The latter method is fully described by Sanson ; the former is rather indicated. The 
staff when introduced is to be held upright, the left forefinger, with its volar surface 
upwards, is to be introduced into the rectum, and upon it the blade of a straight bistoury 
laid flat; its edge is then turned up, and with a single cut the outer sphincter muscle, 
together with the lower part of the rectum, is cut through in the direction of the raphe. 
The groove of the staff is now sought for with the finger behind the exposed prostate, 
the point of a bistoury introduced upon it, and as it is pushed along the groove, a cut is 
made in the lower wall of the bladder, which commencing behind its neck, passes in the 
mesial line to the midst of the space between the two ureters, through which the stone 
is extracted. Vacca BERLINGHIERI has specially defended the first mode, and has fully 
set forth his preference of it both by reasoning and experience, so that his essay may be 
considered the best guide for recto-vesical lithotomy. 

2115. The patient must be placed and bound as for the lateral opera- 
tion ; a staff is passed into the bladder, and given to an assistant, who 
holds it firmly and perpendicularly, so that its groove corresponds to the 
mesial line of the wrethra and the raphe. The operator then takes a 
straight bistoury with his right forefinger and thumb, where the blade 
meets the handle, and lays its blade flat on the volar surface of the left 
forefinger, in such way that both its edge and point are covered; the 
finger and knife are then passed into the rectum, and carried upwards ten 
or twelve lines, the dorsal surface of the finger corresponding to the 
hollow of the saerum. Whilst the operator presses the hind wall of the 
bladder with this finger, he turns with his right hand the edge of the 
bistoury upwards, and with the forefinger pressing its back, he thrusts its 
point through the front wall of the rectum, and as he withdraws the knife, 
cuts through the rectum, the external sphineter muscle and the cellular 
tissue covering the wrethra. The operator now leaves the bistoury with 
the left forefinger, turns the dorsal surface of this finger towards the left 
and its cubital surface upwards, carries its tip into the wound of the 
sphincter, and places his nail (which in this operation should be always 
done) in the groove of the staff, which can be felt through the wall of 
the urethra. Guided by the nail of the left forefinger, the point of the 
bistoury, with its edge downwards, is carried through the wall of the 
urethra into the groove of the staff, and supported on the nail, is pushed 
forwards in a corresponding direction to the raphe, by which the neck of 
the bladder and the prostate are divided to a greater or less extent, ac- 
cording to the presumed size of the stone. The staff is now removed, and 
the finger passed through the wound into the bladder, by which is ascer- 
tained whether the wound be sufficiently large, or whether it require 
enlargement, which may be easily done with a common or button-ended 
bistoury introduced on the left forefinger. The forceps are passed in upon 
the same finger, and the stone extracted according to the rules already 
given. After the wound has been cleansed, the patient is to be put in the 
same posture as after the lateral operation. Any dressing of the wound 
is objectionable. 

Cutting into the prostate with Frére Comr’s lithotome, introduced into the groove of 
the staff after the membranous part is opened, as Dupuy TREN and others do, is less con- 
venient than with the bistoury. 
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Ger’s (a) mode of introducing a gorget an inch and three quarters broad at its 
base, three inches and a half up the rectum is objectionable, as straining and purging 
may occur during the operation, and as the rectum is only widened at the expense of 
its length, and is therefore short and folded, and the peritoneum approaches the neck of 
the bladder, so is the peritoneum the more liable to be wounded, and certain parts of the 
rectum must be left undivided. Vacca BrRLINGHTERI mentions the case of a child 
operated on by Gert, which died twenty-four hours after, and both these accidents had 
happened. 

These objections apply still more to the method of SiercH (6), who widened the 
sphincter and the rectum with Wetss’s speculum ani, found the hind edge of the prostate 
with the tip of the left forefinger, and then without touching the gland, cut through the 
wall of the rectum and bladder with a convex scalpel, concealed in a spring sheath, 
upon the groove of a staff first introduced. 

2116. The after-treatment has the same object as in the lateral operation. 
The patient should take an opiate; he should use mucilaginous, diluting 
drinks; at first should take exceedingly little food; and, by a proper 
treatment, it should be endeavoured to keep off inflammation, which is 
more necessary in this than in the lateral operation, because it 1s accom- 
panied with very little loss of blood. When suppuration comes on, 
usually about the seventh day, it is necessary to touch the wound with 
caustic at every part of the cut in the rectum ; for this purpose, the edges 
of the wound are drawn apart a little, and a wooden canula, having a bit 
of caustic in it, is passed up, by which the cure is promoted. 

2117. The advantages of cutting for the stone through the rectum are 
stated to be, first, that the patient is in no danger from bleeding; second, 
that the bladder is reached through the least thick parts; third, that the 
stone is most easily found, grasped, and pulled out, even when of large size, 
because the wound corresponds to the largest space of the pelvis ; fourth, 
that no infiltration of urine follows. 

Gert (c) and Scarpa (d), the most violent opposers of this practice, 
bring against it, first, that the wound and irritation of the rectum produce 
intermitting, irregular, febrile action after the operation ; second, that one 
or both the vasa deferentia may be wounded, and by the pulling and 
stretching in the removal of the stone, are so much injured, that inflam- 
mation, swelling, wasting of the testicle, impotence from the destruction, 
adhesion or contraction of the mouths of the vasa deferentia may ensue ; 
third, that the neighbouring parts are irritated by the use of the caustic 
fourth, that by the entrance of the fecal matter into the bladder, there is 
fear of its internal coat being destroyed, of dangerous irritation, and of 
feeco-urinary fistula; fifth, the recovery is more tardy. Scarpa considers 
this operation even more imperfect than that of CEetsus. 

2118. These objections are not all of equal weight. The intermittent 
fever is, according to Vacca’s observations, in but very few cases directly 
connected with the wound of the rectum. The injury of one of the vasa 
deferentia, and the consequences based thereon, ScaRPA has not supported 
by cases; this wound may scar or remain fistulous, and its orifice may 
still perform its functions ; besides, the operator can even avoid this injury, 
and also in the lateral operation the vas deferens and even the vesicula 
seminalis may be wounded. The irritation of the neighbouring parts may 
be prevented with caustic by Vacca’s method. The entrance of fecal 
matter into the bladder can only happen by cutting through its base, 

(a) Rep. Med.-Chir. de Turin, No. 1], p. 165. (c) Repert. Med.-Chir. de Turin, No. 11-18. 

(b) An Essay on an improved Method of cutting (d) Saggio di Osservazione sul Taglio Retto- 


for Urinary Calculi, or the Posterior Operation of Vesicale per |’ Estrazione della Pietra della Vesica 
Lithotomy. London, 1824. 8vo. Orinaria. Pavia, 1823. fol. 
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and not by Vacca’s proceeding, as it is prevented by the valve-like pro- 
trusion of the wall of the bowel cut into below; and still more as the ex- 
crement, in consequence of the division of the sphincter, meets with less 
obstruction from the natural passage. Fistulas indeed not unfrequently 
remain after this operation, but they communicate only with the mem- 
branous part of the wrethra ; a little stool is passed rarely by the wrethra, 
and but little urine by the rectwm, and nothing gets into the bladder. On 
this point Wrnz1’s (a) remark is important, that the external cut should 
always be made sufficiently large, by which in part, during the operation, 
the sphincter causes less obstacle, but it especially prevents the external 
wound contracting more quickly than the inner. The cure is indeed 
tedious in many cases, but in others has been observed to be as quick as 
in the lateral operation. As to the other objections, for instance, if the 
stone be very large, that the whole prostate must be cut through, the peri- 
toneum may be wounded, the introduction of the instruments is not easier, 
and the pain in the glans penis after the operation is very violent ; these, 
under corresponding circumstances, apply to the lateral operation, and in 
regard to the complete division of the prostate, it must not be overlooked 
that here, perhaps, infiltration of urine is less to be feared than in the 
lateral operation, because the cut being in the bottom of the bladder, the 
urine more readily escapes (6). 

2119. If recto-vesical lithotomy be considered in reference to the results 
obtained to the present time, it is found to vary considerably with different 
operators. Some consider it more successful, some less successful, than 
the lateral operation. It has indeed its weak points, and in general must 
be put after the lateral operation, but it has two indisputable advantages, 
to wit, the slight danger there is to life, and that the bleeding is not 
dangerous. ‘Therefore, in particular cases, and where, on account of the 
size of the stone, the cut above the puées is required, and the walls of the 
rectum are healthy, it appears preferable to the high and lateral operation, 
as also in old persons, and those who have little blood, with a more than 
moderately-sized stone. 


The following writers may be also referred to on this subject :— 

Noeruic, Ueber die verschiedenen Methoden des Blasensteinschnittes, besonders 
iiber den Steinschnitt durch den Mastdarm nach Sanson. Wiirzb., 1818. 

Rrvert; in Repertorio Medico-chirurgico de Turino. No. 31-33. 

Vacca BERLINGHIERI, Memoria sopra il metodo di estrare Ja Pietra della Vesica orin- 
aria per la via dell’ intestino retto. Memoria terza. Pisa, 1823. 

Farnese, Essame delle osservatione sul Taglio retto-vesicale dal A. Scarpa. Milan, 
1823. 

Compte-Rendu Medico-Chirurgical des Observations recueillies & VHopital de la 
Charité de Lyon. Sec. partie, 1823. 

Sanson, Compte-Rendu de la Pratique Chirurgicale de l’Hétel Dieu de Lyon— 
Archives générales de Médecine, vol. vi. p. 83. 

Scarpa; in Annali Universali de Medicina, vol. xxx. p. 125. 1824. 

Txomson, WILL., A Probatory Essay on the Extraction of Calculi from the Urinary 
Bladder. Edinburgh, 1825. 

KoeniG, Ueber einige Methoden Harnsteine aus der Blase zu ziehen; in von GRAEFE 
und voN WALTHER’s Journal, vol. viii. p. 530. 

Journal Complémentaire du Dictionnaire des Sciences Médicales; BarBanrrnt, 

(a) Geschichte eines Steinschnittes durch die vol. xvii. p. 128. 1823.—DuruyrrEen, Mémoire sur 
vordere recto:vesical Methode; in N. Chiror, une Nouvelle Maniére de pratiquer l’Opération de 


vol. ii. p. 181. : la Pierre, publ. par Bearn et Sanson, p. 13. 
(b) Journal Complement. du Dict. des Sc. Med., 
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vol. vi. p. 79.—WILLIAUME, vol. x. p. 180.—Camortn, vol. xii. p. 19.—DUuPuyTREN et 
Sanson, vol. xv. p. 86-87.—PEZERAT, Vol. xviii. p. 128. 

HEINECKE; in Journal von GRAEFE und VON WALTHER, Vol. v. p. 305. 

GusTorF ; in same, p. 510. 

BewreE; in Heidelb. Klinisch. Annalen, vol. i. p. 453. 

Royer CoLiarD, Clinique Chirurgicale de l’Hétel Dieu; in Répert. gén. d’ Anatomie 
et de Physiologie pathologique, etc., vol. i. p. 234. 


2120. Vacca BERLINGHIERI’s (a) most recent practice still remains 
to be noticed, which without having the disadvantages of the recto-vesical 
operation, unites all the advantages, and resembles the coup de maitre 
proposed by Marcu in the great apparatus (par. 2066.) The first 
cut, from twenty to twenty-two lines long, extends from the edge of the 
rectum, along the raphe to the serotum, divides the skin, the fibres of the 
m. levator ani and transversus perinei, which with the m. accelerator 
urine, the urethra and the m. erector penis form a sort of triangle in the 
perineum. ‘The left forefinger introduced into the front of the wound, 
seeks for the groove of the staff, which is held upright, passes the knife 
into it, and therewith cuts into the urethra to the extent of the outer wound. 
A knife with a blunt beak, about two lines long, is inserted into the 
groove of the staff, at the lower part of the wound ; the staff is then raised 
towards the pubic arch, slightly inclined towards the operator, and then 
pushed about an inch deep into the bladder. Without changing the posi- 
tion of the staff, the handle of the knife is to be raised a little towards the 
serotum, by which its back is jammed against the groove of the staff, and 
in drawing it out, the neck of the bladder, the prostate, the membranous 
part and the cellular tissue beneath it are cut through. If the wound be 
not sufficiently large, it may be easily enlarged in the usual way. In 


withdrawing the stone, the blades of the forceps should be directed towards 


the angles of the wound. 


L. BALarDInI (6) has given an account of eight cases treated in the same manner. 

According to PANTALEo (e), the oblique cut in the direction of the outer wound should 
be made with a double-cutting bistowrt caché, through the upper and lower part of the 
prostate. 

Here also must be mentioned DupuyTreEn’s proposal, which he pursued very suc- 
cessfully, but has not made known publicly. He made a cut into the raphe oppo- 
site the staff held vertically, then with the bistoury penetrated the groove of the staff, 
and passed upon it into the bladder Frere Céme’s bistourt cache, then turned the edge 
of the instrument upwards, for the purpose of dividing the neck of the bladder as the 
bistoury is withdrawn (d). 


B.—OFr CurTinG FoR THE STONE IN WOMEN. 
Lovts, Sur la Taille des Femmes; in Mercure de France. Décembre, 1746. 
MasorrTt1, La Litotomia delle Donne perfezionata. Firenza, 1764. 
PuaTtNeER, Progr. Historia literario-chirurgica Lithotomiz Mulierum. Lips., 1770. 
CRONENBERG, Historia Lithotomie in muliere facte. Hale, 1811. 
BEuRE, Dissert. de Lithotomia muliebri. Kiliz, 1822. 


Breure, Versuch einer historisch kritischen Darstellung des Steinschnittes beim 
Weibe. Heidelberg, 1827. 8vo. 


von Kern, above cited, p. 149. 
2121. The various methods and modes of proceeding in the operation 


(a) Della Litotomia nei due Sessi. Quarta (c) Lancet, 1833-4, vol. ii. p. 557. 
Memoria. Pisa, 1825, (d) Sanson, above cited, p. 4*.—Salzburg Med.- 
(0) Annali Universali di Medicina, vol. xlvi. Chir. Zeitung, vol. i. p. 285. 1818, — RoveR- 
p- 238. 1828. CoLiarp, above cited, p. 500. 
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of cutting for the stone in females may be most conveniently brought 
together under the following heads :— 

First. The cut below the arch of the pubes, with the divisions of the 
urethra and neck of the bladder. 

a. ‘The cut made as in the lateral operation. 

6. The horizontal cut on one or both sides, with or without dilating. 

e. The vertical cut upwards. 

d. 'The vertical cut downwards. 

Second. 'The cut below the pubic arch, without division of the urethra. 

a. The vestibular cut of Cexsus and LisFRANC. 

6. von Kern’s method. 

e. ‘The vagino-vesical operation. 

Third. 'The cut above the pubic arch. 


[It may be well to notice here Asriry Cooprr’s observation, that women suffer 
more from stone in the bladder than men, and that “in addition to the symptoms 
observed in the male, as the irritability of the bladder increases, the pain during 
micturition is excessive, and there is agonizing suffering after the discharge of 
the urine from bearing down of the bladder, uterus, and rectum, with a sensation 
of their being forced through the lower opening of the pelvis. The retention of 
urine becomes imperfect, and the person is always wet, and smells offensively of 
urine. The sufferings of the patient at length render her incapable of moving 
from her bed.” (p. 298.) 

Brovie observes, that “in women, calculi of a small size are expelled as they 
are in the male sex, without ulceration or other injury to the urethra, and without 
the patient suffering any inconvenience afterwards. Calculi of very considerable 
size occasionally escape from the female bladder; but the natural cure in these 
cases is effected by a less simple process.” In one ease he mentions “a large 
calculus was found in the vagina, which was extracted with the fingers, the urethra 
and vagina had ulcerated, and the calculus had passed through the ulcerated open- 
ing.” (p. 350.) A similar case is mentioned by AsTLEY Cooper, “in which the 
stone” was placed half in the urethra and half in the vagina; the extremities of 
the stone were large, and connected by a narrow portion which passed through 
an ulcerated opening in the under part of the urethra.” (p. 298.)] 


2122. Cutting for the stone in women by the lateral operation is 
performed in the following manner :— 

After the patient has been bound and properly fixed in the same 
position as in operating on the male, the labia are separated from 
each other, the operator passes a straight staff through the urethra 
into the bladder, holds it with his left hand in such way that the 
groove may be directed outwards and downwards, and its convexity 
pressed against the lower edge of the pubic arch, and passes on it 
a common bistoury, or the knife used in the lateral operation, or 
even a gorget with the edge directed downwards and outwards, be- 
tween the vagina and the ascending branch of the haunch-bone, up 
to the closed end of the staff. In withdrawing the bistoury, its point 
must be sunk for the purpose of enlarging the cut. 

If Frere Cémer’s lithotome be used, it must be introduced closed 
through the wrethra into the bladder, after setting it at a number 
corresponding to the size of the stone, pressed against the pubic arch, 
and withdrawn, whilst the blade is projected, in such direction that 
the urethra and neck of the bladder may be divided obliquely down- 
wards and outwards, as when the bistoury is employed. The forceps 
are then introduced on the finger or on a gorget, and the stone 
drawn out according to the rules already laid down. 

In this mode of operating there is danger of wounding the vagina, 
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or the pudic artery; and in removing a large stone, there is fear of 
irritating the cellular tissue attaching the wrethra and of palsy of the 
neck of the bladder, in consequence of the bruising and dragging 
which it suffers (a). 

2123. In the horizontal cut on one (usually the left) or on both 
sides, the cut is made either with a narrow blunt-ended bistoury, with 
a common stone-knife, with a cutting gorget upon a staff, or director, 
of which the groove is directed towards the side; or with Frere CoMr’s 
lithotome, or with a proper single or double-cutting instrument, and 
its enlargement effected with the gorget, the finger, the forceps, or 
the dilators. In this mode of eutting, the vagina indeed is safe from 
injury, but damaging the pudic artery is more to be dreaded. 


Le Cart’s method with the grooved staff.—Ho1n’s dilating lithotome.—FRANco’s 
cutting forceps—Louis and Frurant’s double-edged lithotome caché—Lr Buanc’s 
single-edged lithotome, and the like.—Compare also BeHRE. 

[Liston employs the horizontal cut, but not to the extent here mentioned. He 
says:—“The best mode of extracting foreign bodies from the bladder is to widen 
the urethra gradually by means of the screw-dilator, then by the introduction of a 
straight blunt-pointed knife to notch the neck of the bladder slightly towards each 
ramus of the pubes, so as to divide the dense fibrous band encircling it; the dila- 
tation is continued, and in a few minutes the finger can be admitted; the stone can 
then be readily grasped by a pair of forceps, and it is astonishing how large a 
body may be removed by these means. Incontinence of urine may follow the 
operation from the distension of the sphincter of the bladder; but in a few weeks 
this will generally cease. The mode of proceeding above recommended is by 
much to be preferred over the mere dilatation, as being less painful and more rapid 
in execution; and looking to the after-consequences, it is undoubtedly preferable 
to extensive incision of the neck of the bladder with or without wound of the 
vagina.” (pp, 525, 26.)] 


2124. In the vertical cut upwards, formerly advised by Coxor (6), 
and recently by Dusois, after the patient has been properly placed, 
a staff is introduced into the urethra with its groove upwards; and 
whilst the operator holds it with his left hand, he presses its back 
against the lower wall of the wrethra, by which its canal is expanded 
for the purpose of its more ready division. A narrow-pointed single- 
edged bistoury, with its edge a little directed to the left so as to 
avoid the clitoris, is now passed in, and whilst the two instruments 
form an angle, the point of which corresponds to the neck of the 
bladder, and the base to the perineum, the eanal of the urethra and 
the neck of the bladder are divided. After the knife has been with- 
drawn, a gorget is introduced on the groove of the staff, and upon 
it the forceps (c). RicHErRanpD (d) and DupuyTreN employ for this 
operation Frere Céomer’s lithotome, which having been introduced 
through the wrethra into the bladder with its edge above, and rather 
inclined to the side, is withdrawn, whilst its blade is projected. 


[Bropre performed an operation which is a modification of the vertical cut 
upwards. He says, he “was informed it had been adopted by an eminent pro- 
vincial Surgeon, and had not been followed by the usual incontinence of urine. 
“T introduced,” says he, “a bistouri caché into the urethra, having previously fixed 
the screw in the handle of the instrument, so that the cutting edge could not be 
made to project more than to a very small extent; perhaps to about one-sixth of 


(a) KLEIN, Prakt. Ansichten u. s. w., part ii. (b) AmsBr. Paret, Opera, edit. GUILLEMEAU, 
p. 1.—ScHREGER, Chirurgische Versuche, vol. ii. lib. xvi. cap. xlvii. p. 506. 
p. 132. (c) Durvyrren, Lithotomie, 51. 


, (42) Nosographie Chir., vol. iii, p. 558. Fifth Edition. 
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an inch, Then drawing out the Listowri, with the cutting edge turned directly 
upwards, I endeavoured to divide the membrane of the urethra immediately below 
the symphysis of the pubes, without allowing the incision to extend into the con- 
tiguous cellular structure. The next step of the operation was to introduce Weiss’s 
dilator, and dilate the urethra, so as to allow of the introduction of the finger, and 
afterwards of the forceps, into the bladder. As the urethra now offered no re- 
sistance, this dilatation was readily effected in the course of a few minutes, and 
thus the stone was extracted. The patient did not suffer from actual inconti- 
nence after the operation ; she could not, however, retain it for so long a time 
as before the disease existed; I believe not longer than two hours. But I have 
performed the same operation in several other cases with a still more favourable 
result.” (p. 354.)]} 

2125. ‘This operation has the following advantages :—-The lower part 
of the wrethra has not any bone beneath it, it is very supple and 
yields below. After the operation, the uninjured lower wall of the 
urethra forms a groove over which the urine flows out without dis- 
turbing the cure of the wound above, the healing of which may be as- 
sisted by the pressure of a sponge introduced into the vagina. Further, 
the trunk and large branches of the pudic artery are preserved from 
injury, and in the event of any of its minute terminal branches 
bleeding, they are readily stanched by pressure against the arch of the 
pubes. Great as these advantages are, it must, however, be remembered 
that large stones cannot be withdrawn without considerable bruising of 
the neck of the bladder, and tearing the natural connexions of the 
urethra, the consequence of which is incurable incontinence of urine (a). 

2126. The vertical cut downwards may be made on the groove of 
a male staff, held upright, and its concavity pressed against the arch 
of the pubes, with a common bistoury ; or Frére Céme’s lithotome 
may be preferred, with which the wrethra, the neck of the bladder, 
and the corresponding wall of the vagina may be cut through down- 
wards in their mesial line. This method corresponds to the recto- 
vesical operation on the male; by it a sufficiently large wound may 
be made without danger of bleeding, and the largest stone may be 
extracted with ease, as experiments on the dead, and successful results 
on the living, have satisfied me. That incontinence of urine is to 
be feared with a free cut, and that the danger of a vesico-vaginal 
fistula is greater than in the common mode of cutting the bladder and 
vagina, is refuted, at least by my experience, which especially deter- 
mines me to consider this as the most preferable mode of operating (0). 


FA.LconeT (c) heretofore recommends this practice. 

BromrizeLp (d) mentions that he saw a Surgeon introduce one blade of a pair 
of button-ended scissors into the urethra and the other into the vagina, and divide 
the under part of the urethra, up to the entrance of the vagina, to the extent of 
an inch at least. According to BromFIELp, such a cut could never again unite, 
the contrary of which my observations prove; but he says, as the neck of the bladder 
had the major part of its sphincter muscle not divided, the patients in general kept their 
water pretty well. 

2127. The cut below the pubie symphysis, without dividing the urethra 
and the neck of the bladder, is the method of Cetsus. The stone must 
be pressed against the neck of the bladder in girls by the finger in the 
rectum, and in women by the finger in the vagina, and the stone cut on 


(a) BEure, p. 129. 
(b) Cuxxrus, Ueber den Steinschnitt beim (c) An educendo calculo ceteris anteferendus 
Weibe ; in Heidelb, Klinisch. Annalen, vol. vi. apparatus lateralis? Paris, 1744.—In Halleri Dis- 


part i.—SicHeker ; in Wiirtembergischen Cor- put. Chirurg., vol. iv., p. 208. 
respondenzblatt. July, 1843. No. 22, (d) Above cited, vol. ii. p. 279. 
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in the one on the under and left side, and in the other between the urethra 
and the arch of the pubes. ‘The great objection to this method is self- 
evident ; the pudic artery, the vagina, and even the rectum, are exposed 
to injury, on which account this operation is generally discarded (a). 

2128. Lisrranc’s vestibular cut is to be considered a modification of 
Ce.sus’s operation. After the patient has been placed in the usual pos- 
ture and bound, two assistants draw the labia apart. The operator stand- 
ing between the legs of the patient, introduces a common male staff through 
the urethra into the bladder with its convexity upwards. An assistant 
then grasps the handle of the staff, and draws the urethra and vagina 
downwards. ‘The operator, after having assured himself of the position of 
the pubic bones, and of any variety of the pudic artery, by the introduc- 
tion of his finger into the vagina, places the left fore and middle finger 
upon the points where the cut is to begin and end, and with them stretches 
the cellular tissue. Then holding a straight bistoury, as a pen, he makes 
a semi-circular cut through the external membrane, and the stretched cel- 
lular tissue of the vestibule, which is to begin on the right side at cor- 
respondent height with the orifice of the wrethra, runs within the pubic 
arch at the distance of a line, and terminates on the left side at a similar 
height to its beginning. The cellular tissue is then divided layer by layer 
in the same direction till the front of the bladder is cut through, in doing 
which all pressure against the bladder must be avoided. The left thumb 
is now introduced into the vagina, and the left forefinger into the wound, 
and the wall of the bladder therewith made tense and pressed forwards. 
A longitudinal or transverse cut is now made into the body of the bladder 
with the bistoury, or if this seem to be unsafe, the cut is to be made 
on the groove of the staff, or a dart sound may be used, upon which the 
bladder is opened and the forefinger being passed into the wound, it is to 
be enlarged either longitudinally or transversely with the knife (6). 

2129. This proceeding of Lisrranc’s is objectionable on very many 
grounds. The cut is made into the bladder where there is least space, 
consequently the extraction of even a moderately large stone is difficult, 
and accompanied with bruising; the pudic artery, the position of which 
cannot be well determined by the examination before the operation, may 
be wounded ; the front of the bladder is easily separated from its cellular 
connexions ; the vascular net at the seat of the cut, often much developed 
in stone-patients, may be injured, and the wound in the bladder may slip 
from the external wound, in consequence of which there will be infiltra- 
tion. It is difficult to understand how in using the dart sound, at least 
with its usual curve, the dart can be protruded some lines above the neck 
of the bladder (c). 

Prers Uso WaALrer (d) has practised Lisrrane’s vestibular cut successfully in a 
woman of forty-five. 

2130. von Kern’s practice, which he has successfully followed, is the 
following. After the patient has been properly placed and the staff intro- 
duced into the bladder, an assistant standing on the right side, holds the 
staff with his left hand and sinks it a little towards the patient’s right 


(a) Mery, Observations sur la Maniére de tail Dissert. sur la Lithotomie chez la Femme. Strasb., 
ler les Deux Sexes pour 1’Extraction de la Pierre, $23. 
pratiquee par Frere Jacques. Paris, 1700. (c): Baupry, L., Dissert. du meilleur Procédé 
(6) Memoire sur une Nouvelle Méthode de A employer pour l’Opération de la Taille chez la 
pratiquer l’Opération de la Taille chez la Femme ; Femme. Strasb., 18z3. 
in Revue Medicale, vol. x. p. 1. 1823.—MEREssx, (d); von GRAEFE und von Wat‘tTeER’s Journal, 
vol. xviii. p. 285. 
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groin, and places the fore and middle fingers of the right hand near the 
orifice of the wrethra at its under part, which he draws down tightly, at 
the same time separating the labia with the thumb and other fingers. 
The operator then finds the hinder extremity of the urethra with the left 
thumb-nail near the neck of the bladder, places the nail upon the right 
edge of the staff, penetrates the stretched urethra with the lithotome, and 
enlarges the cut by carrying the scalpel forwards in the groove of the 
statf, and at the same time presses it on with the thumb until the opening 
is of sufficient size (a). 

2131. The vagino-vesical cut has the closest resemblance to the recto- 
vesical ; it is performed most safely in the following manner. After placing 
the patient in the position for the lateral operation, a staff is passed by the 
urethra into the bladder, and a wooden gorget with its concavity upwards 
is introduced into the vagina. Both instruments are brought together so 
as to form a larger or smaller angle, in proportion to the cut to be made. 
The gorget is to be well pressed downwards, so that the front wall of the 
vagina can be got at. <A straight, pointed bistoury is to be held like a 
pen in the right hand, its point passed into the groove of the staff behind 
the canal of the wrethra, and then by thrusting it forwards, an opening is 
made corresponding to the size of the stone. Its extraction and after- 
treatment are conducted according to the ordinary rules, 

2132. The advantages of this mode of operating are great. There is 
no bleeding, no incontinence of urine, and the largest stone may be in this 
way removed. The production of a vesico-vaginal fistula, which may be 
objected to this operation, cannot, at least from present experience, be con- 
sidered as the usual consequence. If this operation be restricted only 
to the extreme cases of very large stones, it has however there undoubted 
preference over cutting into the bladder above the pubes, as the patient’s 
life is never endangered, and at the utmost there is the inconvenience of a 
fistula. The objection made by some, that the scar produced by this 
operation would cause difficulty in child-birth, is contrary to experience. 

Upon this subject the following works may also be consulted :— 

Fasricius Hitpanus, De Lithotomia, p. 149. 

Ruyscu, Observationes Anatomico-pathologice, Obs. i. 

Mery, above cited, p. 28. 

Lours, above cited. 

BussiirE; in Philosophical Transactions, vol. xxi. p. 100. 1699. 

Lister, Iter Parisianum, 1697. 

Goocu, Cases and Practical Remarks in Surgery, vol. ii. p. 182. London, 1758. 
8vo. 

MicHac is, Etwas uber den Blasenschnitt, p. 57. Marb., 1813. 

DuprvuyTREN, above cited, p. 55. 

FLAUBER et CLEMONT; in SANsoN, above cited, p. 23. 

Vacca BERLINGHIERI, above cited, p. 110. 

, Del Taglio vagino-vesicaie, Pisa, 1825. 

[In all the previously described operations, incontinence of urine is a very trouble- 
some consequence and often incurable. AsTLEy Cooper, indeed, says:—“ In all cases of 
this operation which I have performed or witnessed, the urine has not been afterwards 
retained; but I would not deny that a patient might recover the retentive power. As the 
loss of retention is a greater evil than I can describe, producing excoriation and a very 
offensive state, I shall in any future operation of lithotomy, try what may be effected 


by employing a suture to bring the divided parts together.” (p. 3803.) Brop1e’s opera- 
tion (par. 2124) seems to have been partially successful ; but LisTon (par. 2123) seems 


(a) Above cited, p. 154. 
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to think that his mode causes only a temporary incontinence. Most Surgeons however 
are, I believe, sadly perplexed with this tiresome result, and the patient necessarily still 
more so. Very recently I have seen a woman, who was cut with the gorget about 
twenty years ago; she cannot retain her water at all, but it is constantly dribbling 
away, and she is in a very pitiable condition. To avoid this untoward result, Hey (a) 
made use of a cylindrical linen tent two inches long and one broad, which he passed 
into the vagina, for the purpose of bringing the edges of the wound together without 
obstructing the urethra, and the plan succeeded. Bropi& tried the same method, but 
unsuccessfully ; though perhaps it may have depended on the child’s irritability. Iam 
not aware that AsTLry Cooper’s suggestion of sutures has yet been tried. 

The large size of stones which have been passed spontaneously, as related by 
HetsTer (b), MIDDLETON (c), Coto (d), MoLinEux (e), and YELLOLY (), as well as 
the earpicker-case mentioned by Tuomas (qg), which was removed by dilating the urethra 
with sponge tent, led to the proposal of dilating the urethra either with sponge, or with 
an instrument corresponding in form to a speculum ant. These methods have, however, 
been generally followed by incontinence, if the dilatation have been made to any great 
extent. BropiE says, indeed, that “ none” of the cases to which he refers ‘ suffered 
from actual incontinence of urine; but one of them, in whom the calculus was of large 
size, could not retain more than two or three ounces of urine in the bladder after- 
wards.” And hence he concludes, that “the method of dilatation is not to be recom- 
mended, except in cases of moderate size.” (pp. 351, 52.) I think, if I should be called 
on to operate for stone in the female, I should be disposed to perform the lateral cut 
with the gorget or knife, it would not matter much which, and adopt the method re- 
commended by Hry.—J. F. S. ] 

2183. Opening the bladder above the pubic symphysis has been par- 
ticularly recommended in women, because, in drawing out the stone by 
the outlet of the pelvis, injury of the vagina or of the pudie artery is 
feared ; large stones cannot at all be extracted, and incurable inconti- 
nence of urine remains as the frequent consequence of this operation. 
The proceeding is conducted exactly as in the male, and the escape of the 
urine from the wound above can be more readily prevented, by the intro- 


duction of a catheter through the urethra. 


COMPARISON OF LITHOTOMY AND LITHOTRITY. 

2134. In considering the advantages and disadvantages of lithotrity, 
as compared with those of lithotomy, it must be first remarked, that 
many of the objections properly made to its earlier mode of performance, 
as the difficulty of introducing the instruments, its tedious operation, 
especially when the stone is hard and the like, have lost much of their 
importance, or are entirely removed, by the great degree of perfection 
to which lithotrity has of late attained. ‘The time has not, however, yet 
fully arrived, nor are the results yet in such condition, that a positive 
opinion can be given on this point. The hitherto-furnished statistics of 
the results of lithotomy and lithotrity afford no decisive clue, because 
stone-patients must, in reference to this point, be divided into three 
classes ; jirst, those which are favourable, for the effectual crushing ; 
second, those in which the crushing may be attempted, but cannot be 
completed ; ¢hzrd, those in which, on account of various circumstances, 
lithotrity must from the first be considered inapplicable. It is therefore 
clear that if only simple and slight cases fall within the compass of 
lithotrity, and that to lithotomy the other two unfavourable classes belong, 


(a) Practical Observations on Surgery, p. 560. (d) Traite de ’Operation de la Taille. Paris, 
Edition of 1810. 1727. 8vo. 

(+) Chirurgie. Niirnberg, 1719.—Translated as, (e) Philosophical Transactions, vol. xx. p. ll. 
A General System of Surgery. London, 1757. 1698. 
Sixth Edition, (f) Med.-Chir. Trans., vol. vi. p. 577. 


(c) A Short Essay on Lithotomy above the Ibid., vol. i. p. 123, 
Pubes. London, 1727. 4to. y @) ’ Pp 
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therefrom the results of both must necessarily be judged. In the 
collation of such results, in great number and for a length of time, the 
progressive improvements in the operations of lithotomy and lithotrity 
must be also well considered. Only in reference to these different circum- 
stances can it be comprehended, how the results which have been collected 
from a great number of cases of lithotemy, have been more favourable 
than those of lithotrity (perforation) ; and how the results of percussion, 
(Hevurtevovp,) though by far more favourable than those exhibited by 
the earlier ones of perforation, and of cutting, have nevertheless been 
surpassed by the results which individual operators have obtained with 
the knife. 

2135. If the possible evils which may oecur in and after lithotomy and 
lithotrity be compared, they are found to have a certain degree of equality 
as to their number and danger ; only that in lithotomy, the wound 
especially gives rise to symptoms whieh in lithotrity are absent, whilst 
the latter occasions considerable irritation of the bladder, and dangerous 
symptoms resulting therefrom. 

The possible evils resulting from lithotomy are bleeding, wound of 
the rectum, of the seminal vesicles and their exeretory ducts, and of the 
deep pelvic aponeurosis ; subsequently, bleeding, infiltration of urine, 
extravasation into the serotum, inflammation of the cellular tissue of the 
pelvic cavity, inflammation of the peritoneum, of the bladder, of the pros- 
tate and of the veins, urinary fistula, impotence, and incontinence of urine. 

The possible evils from lithotrity are violent pain and nervous 
symptoms, especially in very sensitive persons, inflammation of the urinary 
passages, of the prostate, and of the testicle; in rare cases, tearing of the 
mucous membrane of the bladder, perforation of the bladder, inflamma- 
tion of the veins; further, retention of urine, infiltration of urine, urinary 
fistula, breaking of the instruments in the bladder (1), and recurrence of 
stone (2). 


[(1) In the event of lithotritie instruments being broken or bent in the bladder, so 
that they could not otherwise be removed, Liston says :—“ I had determined, should I 
meet with any case of the kind, to pull forward the instrument as far as possible, so as to 
bring the sliding blade (of the percuteur) into close contact with the anterior walls of 
the bladder, and these with the anterior aspect of the symphysis, then to push down the 
penis upon its stalk, and protect the glans with a piece of split card or strong leather ; 
the instrument was then to be seized with a hand-vice, and cut through as low as 
possible, by the use of good files; this can be done within two inches and a half of the 
curve. There would then be no diffieulty in pushing the blades containing the stone 
back into the bladder and commencement of the urethra, and cutting them out 
together.” (p. 502.) 


(2) “It may be said,” observes Bropre, “that hemorrhage is one of the incon- 
veniences attendant on the operation of lithotrity. It may arise from the forcible intro- 
duction of the lithotrity-foreeps through the neck of the bladder, where the prostate gland 
is somewhat enlarged, or from the dilatation of the prostate and urethra in the act of 
withdrawing the forceps, when the blades are charged with a considerable accumulation 
of the crushed calculus matter. The loss of blood, for the most part, does not amount to 
more than a few drops; but in some instances, I have known it to be sufficient to dis- 
colour the urine for one or two days afterwards. * * * The occurrence of rigors is 
another ill consequence of lithotrity, in some instances. I have alreddy mentioned, 
that a rigor is usually produced by the stretching of the urethra, at the time of the 
forceps being withdrawn from the bladder, and that, in most instances, it may be pre- 
vented by the exhibition of a dose of opium immediately after the operation. This 
symptom, however, may arise from other causes; as, for example, from a fragment of 
calculus finding its way into the urethra, which is too large to be expelled by the 
pressure of the stream of urine. And it sometimes happens, that the effect of a dose 


624 COMPARISON OF 


of opium is, not to prevent the rigor altogether, but to cause it to be deferred till the 
following day. ‘The liability to rigors, however, where due precautions are used, is 
seldom such as to interfere in any great degree with the process necessary for the 
patient’s cure and his ultimate recovery.”—(pp. 370, 71.) ] 


2136. If these various circumstances in lithotomy and lithotrity be 
compared in regard to their cause, to wit, the wound in lithotomy, and 
the injury of the bladder in lithotrity, it must be presumed that pain and 
nervous symptoms may be equally present in both, but their frequent 
repetition in lithotrity is of importance; that bleeding, wound of the 
rectum, injury to the peritoneum, which are very much to be dreaded 
in lithotomy, cannot happen in the modern practice of lithotrity ; that 
infiltration of urine, so frequently fatal after lithotomy, is almost impos- 
sible in lithotrity ; that phlebitis and peritonitis are observed not unfre- 
quently after lithotomy, but very rarely after lithotrity, which also 
applies in like manner to the continuance of fistula; that, on the other 
hand, inflammation of the bladder, inflammation and abscess of the pros- 
tate are more common after lithotrity than after lithotomy. Bruising or 
tearing of the mucous membrane of the bladder, as also breaking of the 
instruments in the bladder, is at the present time scarcely possible, with 
the improved instruments. 

Many of the evils mentioned are principally dependent on the operator; this remark, 
however, applies as well to lithotomy as lithotrity. 

2137. Further, if lithotrity be considered in reference to the condition 
of the urinary organs, the age, sex, and constitution of the patient, and 
the nature of the stone, it follows, that a diseased change and swelling of 
the prostate, purulent catarrh, great sensibility, and contraction of the 
bladder, render lithotrity quite impossible, or considerably increase its 
danger. 

Although lithotrity was formerly considered inapplicable to children, 
and numerous experiments by CiviALe, AmussaT, Leroy, and others, 
have proved its practicability in little children ; yet, however, the result of 
lithotomy at this age is so favourable, and the employment of lithotrity 
so difficult, that lithotomy should undoubtedly be preferred. In advanced 
age, on the contrary, the results of lithotomy are far more unfavour- 
able than those of lithotrity. In females, the less difficulty in the intro- 
duction of instruments (par. 20-57) is compensated by the difficulty 
of keeping the bladder distended; but lithotrity, although :ithotomy in 
woman is much more rarely fatal than in man, has this great advantage, 
that no incontinence of urine remains after it, an infirmity, the impor- 
tance of which in women cannot be too seriously thought of. It must 
finally be remembered, that for very stout persons, who are always the 
most unfavourable subjects for lithotomy, lithotrity is by far less dangerous. 

In reference to the nature of the stone, it must also be considered, that 
with the improved new instruments, even large stones may be broken to 
pieces, and that no stone, from its hardness, can easily withstand their 
effect ; but the frequent repetition of the operation, which in such cases is 
necessary, causes danger, partly from the frequent irritation of the urinary 
organs; partly, and especially, from the repeated febrile excitement, and 
the inflammation of other organs thereon dependent. The same also 
applies to stones in large number. Such stones as are of moderate size 
and round or oval form, are best for crushing; flat stones are difficult to 
grasp and break up. | 
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2138. If now, after the consideration, founded on experience, of the 
advantages and disadvantages of lithotomy and lithotrity, the particular 
cases in which the one or other practice is specially indicated, be re- 
viewed, it follows that lithotrity appears preferable, first, in small stones 
or those of no great size; second, when there are two, or several little 
stones; third, in stones of moderate size, and when they can be easily 
broken, and if in all these cases the bladder be healthy, or only in a 
trivial degree affected. These indications are more important, when such 
cases occur in old persons, in females, or in very stout people. On the 
other hand, lithotomy is decidedly to be preferred ; first, in childhood ; 
second, with large and hard, and especially mulberry stones ; third, when 
there are several large stones ; fourth, when large stones entirely fill, or 
are completely locked in by a contracted and unextensible bladder ; 
Jifih, in diseased prostate, or severe affection of the bladder; sixth, in 
very great sensibility of the bladder, so that the patient can bear neither 
its distension, nor the motion of the instruments ; seventh, with stones, of 
which the nucleus, as, for example, when it is a bullet or the like, cannot 
be destroyed by the lithotriptor. It is also not to be overlooked, that in 
the general employment of lithotrity, the patient should be subjected to it 
early, by which its results are more certain, and its use will become more 
easy and general. On the other hand, however, it must not be unnoticed, 
that under directly the same circumstances, which are favourable for 
crushing, does cutting for the stone, if performed with ability, lose much 
of its danger. 


Strictures of the urethra are only temporary contraindications for lithotrity, and 
equally applying to lithotomy, they must be first got rid of. Palsy of the bladder 
neither contraindicates lithotrity, nor renders its performance difficult. Should the 
fragments of the stone indeed be discharged more slowly or with difficulty, this may 
be easily overcome by injections; and experience has shown that the palsy of the 
bladder has been relieved, and even removed, by the effect of the lithotriptic operation, 
which, however, has also been several times noticed after lithotomy. 

[“ Since commencing the practice of lithotrity, I have found,” says Kry, “that more 
than half the number of adults who have come under my care have been fit subjects 
for the operation; and that in the majority of persons afflicted with calculus, it has 
decided advantages over lithotomy. One among the principal advantages which 
lithotrity has conferred on Surgery is the early application which patients are induced 
to make for the relief of their disorder. Formerly * * * the disease was asso- 
ciated in their minds with a most painful and dangerous operation, that must be had 
recourse to, as a last remedy, when palliative measures failed to afford relief to their 
suffermgs. The dangers and sufferings of lithotomy, magnified as they were by the 
patient’s fears, often deterred him from applying for medical assistance when the pains 
of stone first came upon him, by the dread of having his worst fears confirmed. Even 
if the presence of a stone in his bladder were ascertained, it was, in too many instances, 
allowed to remain undisturbed, in the vain expectation that it might not increase in 
size, and that the severity of pain might continue to be mitigated by the medicines that 
so often had been found to assuage his pangs, The operation was thus procrastinated 
until the stone acquired a large size, often until the bladder had become diseased, and 
the patient’s health undermined by protracted sufferings. * * * Nor has lithotrity 
been without its influence on the Surgeon. Formerly, when a patient first consulted 
him for symptoms of dysuria, followed by pain, he was content to palliate the malady 
by sedative and alkaline medicines, regardless whether they were caused by prostatic 
affection, stone, or any other local disturbance. The use of the sound was deferred: 
that could be used at any time: and, usually, it was first introduced into the bladder 
when the patient’s sufferings had become severe and protracted. * * * The operation 
of sounding was also conducted in a slovenly manner. If the stone were not discovered 
when small, it would be when large, and no advantage was gained by operating in the 
early stage. Now, the Surgeon examines the bladder with great care, knowing the im- 
portance of discovering the calculus at the earliest period, he no longer leaves its exist- 
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ence a matter of doubt, but proceeds at once to examine the bladder, and determines its 
presence; or by a skilful searching of every part of the viscus, ascertains that a stone 
does not exist. * * * The early symptoms of the disease are thus watched with more 
jealousy on the part of the Surgeon, and are not so scrupulously concealed by the patient. 
The advantages of an early knowledge of the existence of a stone, and of prompt mea- 
sures for its removal, are known to both. The result of this is, that patients apply for 
advice when the stone is small, the bladder uninjured by its presence, and the kidneys 
free from disease. In three out of four persons who apply for advice, for symptoms of 
calculus, the size of the stone and the conditions of the viscus render lithotrity an easy 
and safe operation. Within the last three or four years, I have marked the very early 
application that patients make for advice, aud the small size of the stone when first dis- 
covered, compared with those of former years. In private practice, I have not ex- 
tracted, by either operation, a calculus larger than a good-sized mulberry, except in 
three cases, in one of which the stone was of unusually rapid formation.” (p. 13-16.) 

“ The size of the calculus,” observes Key, “ forms of itself no objection to lithotrity. 
A large stone presents, however, several considerations for the Surgeon to weigh before 
he undertakes the operation. As the stone cannot be entirely crushed at one sitting, 
a patient with an irritable or unsound bladder, becomes involved in most serious danger 
by the operation being hastily adopted. A large stone broken up into many irregular 
fragments, all crowded by the contractions of the bladder against the irritable and in- 
flamed cervix, causes excessive efforts to void the urine, and even inflammation of the 
mucous surface. Under such circumstances, the repetition of the operation becomes 
impossible, or highly dangerous; and the patient has to struggle through the stages of 
inflammation, with a bladder irritated by the lesser fragments. But if the bladder be 
free from disease, and not very irritable, it will bear the number of sittings required to 
break up a large stone, without much suffering to the patient, and with very little 
danger. The success of lithotrity, like that of most surgical operations, mainly depends 
on its subject. If the constitution be good, and the power of endurance great, difficul- 
ties of most unpromising nature may be overcome. We should therefore pay more re- 
gard to the general condition of the patient, and of his bladder, than to the size of the 
stones; and inquire minutely into the several circumstances likely to have an influence 
on the result of the operation. * * * I know of no limits to the size of a calculus re- 
movable by lithotrity but the power of the lithotrite. Ifa powerful instrument can be 
brought to embrace it, and the organ be healthy, the operation may, as far as my expe- 
rience goes, be attempted with propriety. 

‘“‘ The different ages of patients to be submitted to the lithotrite or the knife, are re- 
markably contrasted with one another. Whilst to youth and advanced age the latter is 
more suitable, the former is found generally better adapted to the middle period, be- 
tween puberty and the decline of life. We have seen, in speaking of lithotomy, that 
persons whose sexual organs are completely developed, are more liable to the accidents 
attending the use of the knife than children, whose organs are not yet evolved ; or than 
the aged, whose irritability is on the wane. The full-grown healthy adult, on the con- 
trary, presents all the conditions most favourable for crushing the calculus. The canal 
is sufficiently large to admit an instrument efficient from its size; the prostate gland is 
usually healthy, and free from the enlargement of age; thus rendering the neck of the 
bladder a part so important in the operation, little exposed to the dangers of inflamma- 
tion. When there is a normal prostate gland, the operator may manipulate his instru- 
ment without risk of bruising, or otherwise injuring this most sensitive of all the parts 
concerned in the operation. The urethra of such patients being more free, the frag- 
ments are expelled with less difficulty, and cause less pain in their expulsion, which is 
also materially assisted by a sound and vigorous bladder. At this age also, inflamma- 
tion, should it supervene, is more easily controlled than in the aged subject, who cannot 
well bear depletion. The warm bath and free venesection, speedily arrest the inflam- 
mation of the mucous membrane of the bladder ; but the old are soon depressed by the 
diseased action, as well as by the measures required for its suppression. Inflammation, 
however, is less liable to occur in suck healthy subjects, where the parts are not me- 
chanically injured by the operation, and when the patient has been prepared by dietetic 
and other prudential measures. The aged subject, however, is not less adapted to the 
operation than the younger adults, if he be free from the common accidents of age, as an 
enlarged prostate, accompanied with an irritable state of the bladder. Ifthe parts in the 
aged are sound, the operation is especially successful in them; as there is less irritability 
in the organs of generation, and less excitability of the general system. The urethra 
also is usually larger, and if the neck of the bladder be free, it allows fragments of extra- 
ordinary size to pass. * * * In the old subject, however, difficulties often present them- 
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selves, in consequence of the change which the parts about the neck of the bladder 
undergo, and the unsound condition of the bladder itself consequent on these changes. 
The operation in such persons is rendered dangerous by the inflammatory disposition 
of the organ, and by the difficulty with which the fragments make’ their way through 
the prostatic portion of the canal. 

“ The state of the bladder is, perhaps, of all the circumstances that the lithotritist has 
to consider, the most important; and one on which the propriety of performing the 
operation will mainly hinge. Three conditions of this organ are necessary, and these 
must be ascertained by preliminary observations and trials, before the operation is de- 
termined on: jirst, it must be capable of holding a sufficient quantity of water to facili- 
tate the working of the percussor ; second, it must be free from that extreme irritability 
that often attends the latter stages of calculous disorders; and, third, not prone to in- 
flammation from slight excitement. . In healthy persons, the bladder, even under the 
irritation of a stone, will allow several ounces of water to be injected into its cavity, 
without sustaining more than a slight inclination to eject it. Its retentive powers are 
not impaired in the early stages of the disorder ; patients will go for many hours with- 
out any desire to empty the bladder, the only early symptom being a smarting, when 
the bladder contracts on the calculus. It is therefore rare to meet with any difficulty 
in injecting water sufficient for the purpose of giving space for the operation, amongst 
those who apply for advice soon after the symptoms have begun to declare themselves. 
Even when, from the long-continued presence of the stone, the bladder becomes mor- 
bidly affected, and able to contain but three or four ounces of urine without an irresisti- 
ble desire to expel it, much may be done by treatment to assuage the irritation of the 
mucous membrane, and tranquillize the muscular excitability. When the stone has 
been long resident in the bladder, and has produced a change in the mucous membrane, 
and a copious discharge of phosphatic mucus, sigus of extreme irritability come on, and 
almost seem to forbid any expectation of lithotrity being practicable. The desire to 
void urine is renewed every two hours or oftener; the urine not only deposits a large 
quantity of dark-coloured mucus but is cloudy, and loaded with small flakes of adhesive 
matter, the result of inflammation of the mucous lining; the pain in expelling the last 
few drops of mucus is intense. Such continued suffering affects the general health; 
and would seem, I say, to forbid the operation altogether. Frequently, however, will 
these formidable symptoms yield to a system of diet and medicine, and the patient by 
degrees be unexpectedly brought into a condition to bear the operation.” (p. 23-36.) 

“ Those who have irritable bladders usually experience some form of irritation after 
moderate distension with water and examination with the catheter. It generally 
assumes the form of rigor occurring once or more in the twenty-four hours after the 
examination has been made, and followed by severe pyrexia, that lasts for several days. 
The rigor of itself indicates the degree of irritation produced by the sound; and if not 
followed by the hot stage of fever, it indicates nothing more; but the presence of pyrexia 
is evidence of inflammation taking place, and such a state is most unfavourable to 
lithotrity. A distinction, therefore, is to be drawn between these two states; the occur- 
rence of a rigor need not deter the Surgeon from commencing the operation—it often 
attends the first examination, and may never recur; but the indication of inflammation, 
drawn from a continued state of pyrexia, should at once induce him to defer the opera- 
tion, until by withdrawing all stzmuli, he has brought the bladder into a tranquil state, 
The disposition to inflammation is often kept up by improper food, especially drink ; 
and is indicated by a plethoric condition of the system, and a flushed countenance. Such 
a condition may be overcome ; and is unlike that state of bladder which is the effect of 
commencing disorganization, and often associated with diseased kidneys. (p. 37.) 

“One principal source of irritability of the bladder is a morbid condition of the cerviz, 
or of the prostate gland. The structure about the neck of the bladder, above all others 
deserves the especial attention of the lithotritist ; as it is here that he will ever meet with 
the most difficulties, and will also find the chief source of danger. The extreme suscepti- 
bility of this part of the bladder is not unfrequently evinced in severe rigor and inflam- 
mation following the introduction of a sound in patients who complain of dysuria con- 
nected with an enlarged prostate. These persons, often highly disposed to inflamma- 
tion, have a severe attack brought on by the casual introduction of an instrument for the 
purpose of ascertaining the cause of their ailments. When the morbid condition of the 
gland is combined with calculus, the risk of inflammation, and the danger of its conse- 
quences, become greatly increased; and the hasty performance of lithotrity in persons 
not prepared for the operation, has been known to induce a fatal cystitis.” (pp. 38, 9.) 

“ It would be a great error,” says Bropix (a), “to represent lithotrity as preferable on 

(a) Above cited, 
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all occasions to lithotomy ; but it is so ina great many instances. I shall endeavour to 
explain by what signs you may distinguish from each other the cases to which it is 
applicable, and those to which it is not. In boys under the age of puberty, lithotomy 1s 
so simple and so generally successful, that we ought to hesitate before we abandon it for 
any other kind of operation. There is also a manifest objection to lithotrity in these 
cases, on account of the small size of the urethra, which is such that it would not admit 
of the introduction of instruments of sufficient strength to crush a calculus of more than 
moderate dimensions. In the female sex the extraction of a calculus from the bladder 
by the ordinary methods is attended with little danger ; while the operation of crushing 
is rendered difficult in consequence of the short and wide urethra, allowing the water 
which has been injected into the bladder to escape by the side of the lithotrity-forceps 
before the operation is completed. In cases in which the calculus has attained a very 
large size, it is often difficult to seize it with the lithotrity-forceps; the operation of 
crushing requires to be repeated a great number of times, so that many weeks may elapse 
before the cure is accomplished ; a large quantity of fragments is left in the bladder, of 
which the necessary consequence is a great lability to inflammation of the mucous 
membrane ; and of course the inconvenience produced by the passage of the fragments 
along the urethra is multiplied, as compared with what happens when the calculus is 
smaller. These circumstances form a sufficient objection to the operation of lithotrity 
in these cases. It is true that they are unfavourable cases for lithotomy also; but I have 
little doubt that the latter method is the safer of thetwo. It admits ofa question, whether 
in such cases the two modes of operating may not be advantageously combined, the calculus 
being crushed into three or four pieces first, and extracted by the usual incision after- 
wards. The operation of lithotrity is not well adapted to those cases of enlargement of 
the prostate gland, in which the patient is unable to empty the bladder by his own efforts, 
unless the calculus be of small size, so that there may be no difficulty in crushing the 
minute fragments into which it has been crushed out of the bladder through a large 
catheter. There is also another objection to the operation in some cases of enlargement 
of the prostate, namely, that the tumour which projects from it into the cavity of the 
bladder, makes it difficult to elevate the handle of the forceps sufficiently to seize the 
stone easily in the usual manner. 

“‘T have described the dangers which attend on lithotomy in those cases in which a 
calculus of the bladder is complicated with disease of the kidney. One of the principal 
of these is connected with the loss of blood, which that operation must always occasion 
to some extent, and not unfrequently toa great extent, in spite of the best exertions of 
the Surgeon to prevent it. I have no doubt that in such cases, the operation of crushing 
is the safest method of proceeding; but a small shock to the system will sometimes 
destroy the life of a patient who labours under renal disease, and it will be often more 
prudent to trust to the means which we possess of palliating his sufferings, than to run 
the risk of shortening his life in the endeavour to obtaina cure. * * * With the 
exception of such cases as those which have been enumerated, there are few to which 
this method of treatment (Lithotrity) may not be advantageously applied. It may be 
said that the exceptions are numerous ; but they are the result chiefly of delay. Ifa 
patient seeks the assistance of a competent Surgeon within six or even twelve months 
after a calculus has descended from the kidney into the bladder, the urine having 
remained acid, it will rarely happen that he may not obtain a cure by a single opera- 
tion, and with so small an amount of danger, that it need scarcely enter into his calcu- 
lations. As time advances, the facility with which he can be relieved diminishes, and 
after the lapse of two or three years, especially if the urine has become alkaline, it is 
probable that the calculus will have attained such a size as to render the old operation 
(Lithotomy) preferable, and that the access of disease in the bladder or kidneys may 
render any operation hazardous. It would be absurd to say, and it would be unreasou- 
able of human kind to expect, that an operation which has for its object to relieve them 
of a disease so terrible as that of a stone in the bladder, can be always free from incon- 
venience, and difficulty, and danger. Nevertheless, from what experience I have had, I 
am satisfied that the operation of lithotrity, if had recourse to only in proper cases, is 
not only much more successful than that of lithotumy, but that it is liable to fewer 
objections than almost any other of the principal operations of Surgery.” (p. 375-79). 

“The operation of lithotrity,” says LisTon (a), “is applicable to patients above the age 
of puberty, when the symptoms have not endured very long; when the foreign body is 
ascertained to measure six or seven lines, or even more perhaps, say as large as a chest- 
nut; when the bladder and urethra are in a tolerably healthy and normal condition,— 
as indicated by the power to retain the urine comfortably for several hours, and to pass 
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it in a tolerably free stream; and when the viscus admits of injection and a careful ex- 
ploration. That the stone may be seized readily, and acted upon without danger to the 
lining membrane, the bladder should contain at least five or six ounces of fluid.” 
(pp. 500, 501.) 

“When the stone is much larger than above indicated, and when there is reason to 
suspect that the bladder, in consequence of the endurance of the irritation, has become 
contracted, fasciculated and irregular on the surface, presenting the rudiments of 
pouches, it will be absolutely impossible to make sure of removing all the detritus. 
Nuclei must be left, and very shortly the patient will have five or six stones perhaps 
substituted for the original one formed upon these. The suffering and danger, more- 
over, endured by the patient at each sitting, when these are often repeated, in an un- 
sound bladder, for removal of the fragments of a large concretion, are much greater 
than those resulting from a speedy and well-conducted safe operation for its removal 
entire and at once. When lithotomy is well performed, the excited state of the bladder 
is relieved by the removal of all source of irritation, by the viscus being put at rest, and 
its functions suspended, and by the loss of blood from the neighbouring vessels. In 
lithotrity, on the other hand, when the stone is large, considerable fragments are often 
left, and the irritation is thus greatly increased. The pain experienced in passing 
fragments, is often extreme, and not unattended with danger ; for difficulty is often ex~ 
perienced in dislodging portions from the urethra. Then retention follows, perhaps, 
with inflammation of the bladder. * * * Blood too is often lodged in the bladder 
and removed with difficulty. The excited action which follows is perhaps at first slow 
and weak, but it soon becomes lighted up by the continued irritation resulting from the 
frequent contraction of the viscus, and contact with the angular pieces of the concretion. 
Unless a very correct judgment is exercised in determining upon the practice in parti- 
cular cases, and great gentleness observed in the manipulations, fatal results must very 
often follow. 

“ The operation of lithotomy must yet continue to be performed on children, and on 
those of mature age who are so ill informed or foolish as to permit the stone to attain 
an inordinate bulk. * * * Of late years, in point of fact, I have scarcely been 
obliged to have recourse to lithotomy at all in private practice. At the hospital, pa- 
tients yet present themselves with large stones and bad bladders. Then lithotomy is 
both a Jess painful and much more safe operation, as already propounded. During the 
period of the last six years, twenty-four patients have been cut, and all have recovered 
without accident ; these patients have been of all ages, from two to eighty years, and some 
of them not over favourable subjects. So that, after all, there is not much to find fault 
with as regards this ‘ cruel and bloody operation,’ when carefully set about.” (p. 503-505.) 

I do not propose to offer any opinion of my own as to the preference which should be 
awarded to lithotrity, or lithotomy, as I have had little practical experience in regard 
to the former, and am not therefore qualified to give one. But I may be permitted to 
say that the results of the practice of lithotomy, both with gorget and knife, and by 
various operators on patients of all ages and under various circumstances, during the 
course of a long series of years at our Hospital, have been so favourable, as to afford 
little cause for making it give place to lithotrity. I think it is proved that lithotomy, 
when properly conducted, is not the dangerous operation it is too commonly held to be; 
and it is no trifling advantage it possesses, that the patient is relieved at once, with a 
few minutes’ suffering, sharp indeed it must be acknowledged to be, instead of being 
subjected to several operations, which, the more frequent in their repetition, become, as 
generally admitted, greater in severity, and occasionally leave the necessity for resorting 
to the cure by lithotomy. I may also here add the testimony of some patients who have 
undergone both operations, that the suffering during lithotomy was less than in litho- 
trity, and that knowing both, they would, if needful, prefer undergoing the former. It 
is well, however, that we have the opportunity of employing lithotrity in cases where 
patients are too fearful to submit to the knife; but I am by no means sure that under 
all circumstances, lithotomy is not at least as free from danger as lithotrity, and cer- 
tainly more speedy as regards the cure.—J, F. S. ] 

Upon the relations of lithotrity to lithotomy, the following writers may also be 
consulted :— 

BLANDIN. 

VELPEAU in DouBovVITZzxI. 

WATTMANN. 

HECKER. 

Loneut, A., Sulla Cistotomia e Litotrizia. Pavia, 1839. 

Kine, Tuomas, M.D., Lithotrity and Lithotomy compared. London, 1832. 8vo. 
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V.—OF STONE IN THE URETHRA. 


(Calculus Urethralis, Lat.; Steine in der Harnréhre, Germ.; Calcul dans le 
Canal de I Uretre, Fr.) 


2139. Stones which enter the canal of the wrethra, as well as foreign 
bodies which have been introduced from without, may be fixed at different 
parts, may more or less hinder, or entirely prevent (1), the flow of urine, 
and cause inflammation of the wrethra and of the whole penis, ulceration, 
and gangrene of the urethra, urinary infiltrations, fistulas, and the like. 
If the stone or foreign body be angular or pointed, the earlier will these 
symptoms be produced (2). 


[(1) A stone may sometimes exist for some time in the urethra, and prevent the flow of 
urine by the stream forcing it tightly into the front of that canal, which is too narrow 
to permit its escape. An instance of this kind occurred to TRAVERS in 1829, in a man 
of sixty years, under his care in St. Thomas’s Hospital; he had been in the habit of 
passing small stones from childhood, during which he had been cut by the elder CLINE 
for stone in the bladder, and, when fifteen years old, a stone blocking up the urethra, 
immediately in front of the scrotum, had been cut upon and removed, but left a fistulous 
aperture. When he came under TRAveERs’s care, he had a stone about four inches 
down the urethra, and this, when desirous of making water, he pushed back towards 
the fistulous opening, so that there was then room for its passage. At night his urine 
constantly dribbled away. This stone was removed by cutting through the fistula into 
the urethra, and lifting it out with a scoop. The aperture, however, did not perfectly 
heal (a). 

A good example of retention and consequent mortification from the complete 
blocking up of the urethra by a stone, is Everarp Homr’s case in the College Collec- 
tion (b), of two stones from a man of sixty years old :—“ The larger calculus was situated 
in the membranous part of the urethra, the smaller about three inches from the external 
orifice, the wrethra being dilated into a cyst at each of these parts. The patient sup- 
posed himself to have laboured under strictures of the urethra for ten years! at last 
there was complete retention of urine; the urine became effused behind the smaller 
calculus, and mortification of the skin of the penis and scrotum took place to consider- 
able extent, and the man died.” (p. 121.) 

(2) Acurious instance is recorded by Lisron (c), of a person who, “ when a boy, had 
pushed a small brass curtain-ring over the penis till stopped by the scrotum, in order to 
prevent the urine passing off during the night. The swelling that ensued prevented its 
removal; he kept the occurrence secret; the tumefaction gradually abated, and the 
ring disappeared. But the hardened mass which remained increased in size ; and lat- 
terly the functions of the parts, which had previously been very well performed, began 
to be disturbed. The foreign body was cut upon and removed,” by Liston, “ when the 
man was approaching fifty years of age.” On making a section of it, the greater part 
of the ring was found forming the nucleus. The continuity of the erectile tissue, which 
had been cut through gradually by the foreign body, was perfectly reestablished.” 


(p. 520.)] 

2140. If the stone lodge in the neck of the bladder, it will, if small, 
produce only the common symptoms of stone in the bladder, but if it be 
large, it will cause more or less complete retention, and if angular and 
not completely enclosed by the neck of the bladder, incontinence of 
urine. The patient usually suffers urgent pain, a sensation of weight and 
pressure in the perineum and rectum, and a constant burning in the 
urethra, especially at the glans. A stone of any considerable size may be 
distinguished by the finger in the rectum, but most certainly by a metallic 
sound introduced into the wrethra, which is either stopped by the stone, 
or passes near it into the bladder. 

2141. If it be not possible, after the previous enlargement of the 
urethra with large bougies passed down to the stone, to grasp it with 


(a) Cuarx’s Case Book. (6) Tayxor’s Catalogue. ~ (c) Practical Surgery. 
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Hounter’s or Coorer’s forceps, or Crv1Aur’s instrument, in doing 
which, the introduction of one or two fingers into the rectum, so as to 
press against the stone, prevents its being pushed back into the bladder, 
and then extract or thrust it back into the bladder, ( par. 2052,) it must be 
removed bya cut. Ifa staff can be introduced close to the stone, into the 
bladder, a cut must then be made, as in the lateral operation, into the 
prostate and part of the neck of the bladder, its situation ascertained by 
the finger, and the size of the cut increased as may be necessary. The 
staff must now be removed, and with the finger passed into the rectum, it 
must be attempted to press the stone out, or at least prevent it getting 
back into the bladder, so that it may be removed with the forceps, or with 
a scoop. If the staff cannot be passed into the bladder, it must be carried 
down to the stone, the membranous part of the wrethra opened upon it, and 
a director tried to be passed into the bladder, upon which its neck is to be 
sufficiently cut into. If the staff cannot be introduced into the bladder, its 
neck must be divided up to the stone, which must be pressed up from the 
rectum, and even cut upon. After the removal of the stone, the finger 
or the sound should always be passed into the neck and body of the 
bladder, to ascertain whether there be any stones remaining. 


If, during the examination with the sound, the stone be forced back into the bladder, 
it must be crushed. 

[ When a stone is found lodged in the urethra, and more especially if it be far down 
that canal, the greatest care must be taken that it be neither pushed back by the sound, 
nor allowed to slip back in the handling; as if this happen, it will be necessary either 
to cut into the bladder, or to attempt crushing, as CHELIUS recommends, which places 
the patient unnecessarily in a very unsatisfactory condition.—J. F. S.] 


2142. If the stone lodge in the membranous part of the urethra, it 
may increase on account of the yielding of the urethral wall, and easily 
destroy it by ulceration and fistulous openings. If the stone cannot be 
removed by the use of lukewarm baths, by the gradual enlargement of 
the urethra with bougies, by gentle pressure, or by the already-mentioned 
forceps, it must be taken out by a cut, in which case the stone should be 
pressed against the perineum by the finger in the rectum, and then cut 
upon in an oblique direction, from the raphe to the ischial tuberosity. 
After the removal of the stone, a thick elastic catheter should be intro- 
duced into the bladder and the wound closed with sticking plaster. 

2143. If the stone be situated in the spongy part of the urethra, it may 
most commonly be got rid of by the use of soothing baths, by the enlarge- 
ment of the wrethra, by pressing it forwards, or by means of the forceps 
already mentioned, or by a loop of wire. If these means be ineffeetual, 
or the symptoms urgent, a cut must be made on the stone, which should 
be fixed with the fingers of the left hand, and then pulled out; after 
which a catheter is to be introduced, and the wound carefully closed. If 
the stone have been long retained, and the walls of the urethra be much 
distended and changed, an incurable fistula very easily occurs. If the 
cut be requisite in the region of the scrotum, which should be carefully 
avoided for fear of urinary infiltration, it must be made through the skin 
made tight, but not dragged out of place, sufficiently behind, and care 
taken for the due passage of the urine by the inlying of a catheter. 

2144. If the stone be stopped in the fossa navicularis, and cannot be 
removed on account of the narrowness of the orifice of the urethra, the 
orifice must be slit towards the frenum, 
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In rare cases the whole urethra has been so filled with stones up to its mouth, that 
even the smallest sound could not be introduced. Under these circumstances the urethra 
must be opened at several parts, and if vesical stones be present, a cut made even into 
the bladder itself (a). 

[If a stone be anywhere in front of the scrotum, it can most commonly, and should be 
extracted without cutting; for, as Lisron very justly observes, “ owing to the thinness 
of the coverings, it will be found a most difficult matter to close entirely any opening 
anterior to the scrotum.” (p, 520.) I have frequently succeeded, by following the advice of 
the younger CLINz, in getting out a stone so lodged, though at first the attempt seemed 
very unpromising, by a very simple contrivance, but persevered in with patience. This 
consists, in first nipping the urethra tightly behind the stone, so as to prevent it slipping 
backwards, and then introducing an eyed probe, with its eyed end a little bent, so as 
to form a sort of spoon or loop; it isto be gently insinuated between the wall of the 
urethra and the stone, till its point have got completely behind the latter, Then pressing 
the stone forwards with the thumb and finger, which grasps the urethra, the probe is 
gently and by little jerks to be drawn forwards, bringing with it the stone, which is 
to be closely followed with the thumb and finger of the other hand. By thus proceed- 
ing with patience, the stone is after some time brought up to the glans, and if the lips 
of the urethra be there too narrow to allow its passage, the urethra may be cut through 
by the side of the frenum with a lancet, and the stone is immediately set free. 

Should I meet with a case of this kind in which I was foiled, I am inclined to think 
that, rather than cut on the stone from without, I should pass a phimosis-knife down 
the urethra to the stone, and cut through its lining membrane into the spongy body 
of the penis sufficiently to enable the stone to move forwards, running the risk of infil- 
tration of urine, which I should not much dread, by passing a catheter occasionally 
during the day to draw off the urine, or leaving it in, so that the water might flow 
away constantly. If infiltration did not ensue, there would probably be some temporary 
narrowing of the urethra, which might be cured by perseverance in the use of bougies. 
Anything is better than an urinary fistula, which becomes the more serious in propor- 
tion as the urethra is opened near the front of the scrotum, in consequence of the readi- 
ness with which the urine will escape into the loose cellular tissue of that part, causing 
troublesome abscesses and even gangrene.—J. F. S.] 


VI.—OF URINARY STONES EXTERNAL TO THE URINARY PASSAGE. — 


2145. Stones which are found external to the wrethra, in the neighbour- 
ing cellular tissue of the perineum, (perineal stones,) or in the serotum, 
(scrotal stones,) are either such as have been deposited in the cellular 
tissue by the destruction of the walls of the wrethra, and have grown by 
the continual deposition of the phosphates, or have been produced by the 
penetration of the urine into clefts of the wrethra, into fistulas, wounds, and 
the like, into the cellular tissue itself. If the urine penetrate into several 
spaces of the cellular tissue, several stones may be formed at the same 
time. Such stones are easily distinguished by hard, nearly painless, 
frequently very large, swelling; often by the introduction of a sound 
into the urethra, when they partially project into it. They frequently 
cause suppuration and fistulous passages, through which a metal sound 
easily finds the stone. They are not rarely discharged by suppuration, 
in consequence of which incurable fistulas remain, if the wall of the 
urethra have been destroyed to any great extent (1). 

By the destruction of the walls of the vagina in women, and of the rectum in men, 
vesical stones may lodge in these cavities and be discharged. 

((1) A very remarkable instance of a large collection of perineal stones occurred to 
Vincenv (b) in St. Bartholomew’s Hospital in 1843. A young man, twenty-three years 
of age, suffered from incontinence of urine during the ten previous years, in conse- 
quence of having received at that time a kick on the penis from a horse; for this he had 


constantly worn a yoke. Four years after he had bleeding from the urethra, which was 
followed by a swelling behind the scrotum, and this, at the period of his admission, had 


(a) Kuen, in Neuen Chiron., vol. i. D. 78. 
(6) Tayuor’s Catalogue of Calculi, above quoted. Appendix. 


PROSTATAL STONES. 633 


acquired the size of a goose’s egg. Upon this Vincent cut, “and gave exit to a 
hundred and forty-six calculi of various figures and sizes, the largest being about the 
size of a horse bean. After the pouch had been emptied, there were several in that 
part of the wrethra next the bladder which were removed, and two of the number came 
away the next day. The cyst consisted of a dense and tough membrane like parchment. 
It communicated with the urethra its whole length, and graduated into it, so as to offer 
no abrupt nor partial connexion with it, and appeared to be formed by its dilatation. 
After the operation the patient retained his urine, passing it voluntarily through the 
wound. ‘The stones consist of the fusible compound mixed with thin alternate layers 
of urate of ammonia, which are more abundant at the centre of each calculus; the 
urate, however, does not constitute a distinct nucleus.” (pp. 137, 38.) 

In the College Collection there is also another very curious case of VINCENT’s:— 
“ Numerous small calculi, which with about two hundred others, were removed from 
between the prepuce and glans penis of a very old man. The patient had congenital 
phimosis, the orifice of the urethra scarcely admitting the introduction of a common 
probe. From the presence of the calculi, the prepuce was distended to the size of a 
large pullet’s egg, and retention of urine was finally produced. On dividing the pre- 
puce, one of the calculi was found completely blocking up the orifice of the urethra. 
The glans penis was in a state of ulceration, and a large portion of its substance had been 
absorbed. The patient ‘had, during many years, occasionally experienced great pain 
and difficulty in making water, and latterly he had a constant stillicidium. The calculi 
are composed principally of the fusible compound; most of them have a small nucleus 
of uric acid; their external surface is varnished over with urate of ammonia. From 
the composition of the nucleus, there can be no doubt but that the greater number of 
these calculi had passed from the urethra into the sac of the prepuce; and their irregular 
form and close adaptation to each other, proves that in this situation they had increased 
considerably in size by the deposition of the earthy phosphates.” (pp. 39, 40.)] 

2146. These stones may be removed by sufficiently cutting on the 
parts containing them; and if the stone be in the perineum and deeply 
lodged, attempts should be made from the rectum to press it through. If 
the cavity in which the stone lies, be very large and hardened, it may 
be advisable to remove part of its walls. ‘The after-treatment must 
be conducted according to the rules laid down for urinary fistula. 

Further notice of this subject may be found in 

Louis, Mémoire sur les Pierres hors des voies naturelles de l’urine; in Mém. de 
l’Acad. de Chirurg., vol. iii. p. 332. ; 

IxsE; in Medical Observations and Inquiries, vol. v. p. 336. 

WALTHER; in Salzburg Med.-chir. Zeitung, vol. ii. p. 253. 1812. 

KEIN; in neuen Chiron, vol. i. p. 16. 

GrakFE, Ueber Scrotal-Steine; in his Journal fiir Chirurgie und Augenheilkunde, 
vol. iii. pt. lli. p. 400—pt. iv. p. 695. 

Cue ius, Ueber Scrotal-Steine ; in Heidelb. Med. Annalen, vol. i. pt. i. 


[VIIL—OF PROSTATAL STONES, 


Stone is occasionally formed in the prostate gland. This, ‘ though 
not of urinary origin,” remarks Provt (a), ‘is very liable to be mistaken 
for such, from the situation in which it is formed. Of this there seems to 
be two varieties. The first variety is usually formed in the natural 
cavities of the gland before it becomes much disorganized. ‘They are 
generally small, and more or less rounded in shape, and of a yellowish- 
brown colour. The second variety seems to be generally found in 
abscesses of that gland, where they are sometimes met with in great 
numbers. ‘These are usually of much larger size than the first variety, and 
have a highly polished porcelainous appearance. ‘The composition, how- 
ever, of both varieties is essentially the same; that is to say, they consist 

(a) Inquiry above cited. 
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chiefly of the phosphate of lime; a substance which appears to be never 
deposited in an unmixed state by the urine. Hence the prostatal 
caleuli can be always readily distinguished from those of urinary origin.” 
(p. 94.) AsTLEy Coorer (a) says, the largest he has seen “ are not bigger 
than a pea, and they seldom are so large but their numbers are sometimes 
very considerable.” (p. 295.) In a preparation of this disease in St. 
Thomas’s Museum, the prostate is studded with little stones like pins’ 
heads of various size. ASTLEY CoorER mentions, that in a case under 
his care, “‘ these calculi had produced not only painful feelings in the 
perineum, but a degree of irritation which kept the patient in continued 
mental excitement bordering on insanity.” (p. 296.) They are usually 
accompanied with difficulty in passing the water; may be felt as the 
catheter passes over them into the bladder, and by the introduction of 
the finger into the rectum. 

These prostatal stones must be removed by cutting through the per?- 
neum into the prostate gland, and picking them out. 

[1 am doubtful whether the following is to be considered as a prostatal stone, or 
merely a stone encysted close to the gland, but it has much practical interest, and may 
be conveniently mentioned here. A man about middle age applied severa) years since 
to my friend GREEN, labouring under symptoms of stone in the bladder. He was 
sounded, and a stone felt but obscurely; he was sounded again at some interval, and 
with the same result ; the operation was therefore deferred, and a few months after he 
died of some other complaint. On examination no stone was found in the bladder, 
although sounding immediately before had given the same indistinct sensation. The 
bladder, penis, and neighbouring parts were therefore removed for closer inspection, and 
it was then found that there was a long narrow stone embedded ina cyst before and 
below, but in such way that had the lateral operation been performed, and the prostate 
divided in the usual way, the forceps would probably have entered the bladder without 
detecting the stone in their passage, and consequently the operator would have had the 
vexation of supposing the patient had been operated on without really having a stone ;, 


although as the sound passed over it had received the indistinct impression before men- 
tioned.—J. F. 8.] 


Note on Constitutional Stone- Solvents. 


I have to thank my friend Travers for the following interesting case which fell 
under his own immediate observation, and which is the best authenticated throughout 
of any case I have heard of. The fragments of the stone are in his possession. 

A tailor who had long laboured under symptoms of stone was sounded by 
Travers a few years since, who detected a hard calculus of some size, and counselled 
immediate operation. The man being afraid to incur the risk of the proceeding, put 
himself under the care of a person at Henley-in-Arden, who administered a constitu- 
tion water to the extent of two or three pints per diem. 

The patient soon began to pass fragments in quantity, as after the operation of 
breaking, the act being attended with acute pain, both before and during micturition. 
The pain and discharge of fragments continued for many months; both subsided at 
last and at the same time. The patient on one occasion shewed him a box full of 
fragments, for the most part reduced to a powder. 

This man was examined after death by Dr. CuartEs of Putney, and no trace 
of stone was discovered in the bladder. 

Dr. Prout stated the basis of the “drink” to be carbonate of soda and potass, with 
a little nitre, in the following proportions :— 


Sode carb. +» ¢ » » « §f.X: 
Potass. cari. “se. s/o BP OWEN 
nitrate Si Fgh » gr. ij. 


(a) Surgical Lectures, vol. ii. 
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STATISTICAL ACCOUNT OF THE OPERATIONS FOR THE STONE IN 
ST. THOMAS’S HOSPITAL, From 1800 To 1846. 


The following is the account of operations for the stone which have been performed 
in St. Thomas’s Hospital since 1800; and I have to thank my friend Nasu for the kind 
assistance he has rendered me from the steward’s office books, which unhappily are, 
with but few exceptions, the only records kept before 1820. I have also used GREEN’s 
case-books, some of which are missing, CLArRkK’s, and my own books, the ward books, 
and the Lancet, from which I have derived great assistance. 

In the first table are the gross number of cases operated on in each year. In the 
second table I have given the dates and the results, with the circumstances of the cases 
where important, as far as I have been able to obtain them. I am sorry, however, 
that the reports are so meagre, but still they are highly important, as showing that the 
lateral operation is neither so dangerous, nor so much to be dreaded, if the after-treat- 
ment be well attended to; and also that the cutting gorget does not deserve the obloquy 
which of late years it has been the fashion so fréely to heap upon it. . 

In the cases recorded in the second table, the gorget was always used by the elder 
TRAVERS, GREEN, MAcKMuRDO, the younger TRAVERS, and myself; TyrrELL, SoLty, 
and Cxark operated with Brizarv’s knife, its beak, however, being straight. 


TABLE I. | 
Gross NuMBER of Operations for the Stone, from 1800 to 1846. 

1801 |. 1813 7 1825 4 1837 10 
1802 12 1814 2 1826 5 1838 ih 
1803 1 1815 8 1827 7 1839 1 
1804 6 1816 5 1828 13 1840 7 
1805 Ly 1817 2 1829 9 1841 6 
1806 4 1818 z 1830 10 1842 4 
1807 3 1819 8 1831 6 1843 7 
1808 Il 1820 8 1852 4 1844 6 
1809 4." 1821 4 1833 5 1845 2 
1810 2 1822 7 1834 5 
1811 15 1823 11 1835 5 295 
1812 4 1824 10 1836 8 

TABLE II. 


The Initials under the Surgeon’s column mark the operator. Up to 1837, the elder 
Travers, GREEN, and TyrreELL, alone operated; but in that year, whilst Assistant 
Surgeon, was my first operation. After the retirement of Travers, and my. appoint- 
ment as Surgeon, in 1841, Mackmurpo, SOLLy, and the younger TRAVERS, became 
Assistants; and on the death of TyrreL, in 1843, Mackmurpo took his place, and 
Crark became junior Assistant. This notice is necessary, as a key to the Table. 

ee mmm 
Age. [Admitted Cut. Cured. Surgeon. * Remarks. 


——————— a 


1822. 


(Seven.) 
James Townrow .-| «+ May 30| June 7/| July 4 . G. ‘ 
(Ward Book). 


Elizabeth Dunthorne| . June 6 | July 12 | Aug, 22 . G. 
(Ward Book). 


Robert Brown . « «| « Aug. 1 | Aug. 23 | Sept. 26| + G, : 
(Ward Book). : ; 


Charles Johnson .« . ’ Aug. 24 | Oct. 15 | Nov. 12 Poe dee: 2 
(Ward Book). 
(2) 


(a) The names of the remaining patients cannot be ascertained ; but the total number is obtained from the 
Steward’s report in Table I. 
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Age. |Admitted.| Cut. Cured. Surgeon. Remarks. 
1823. 
(Eleven.) 
Henry Hide .... 6 | Oct. 30 | Nov. 7 | Dec. 13 | Tr. . ° ° Stone as large as pigeon’s egy. 
(Lane. vol. i.) 
John Catt . ...-+| 39 | Nov. 22 | Nov. 28 | Dec. 22} Tr. . : « | Stone rather larger than 


crown-piece, not very thick. 
Uric acid. Had slight bleed- 
ing on same evening, but it 
was soon stanched. 


(Lane. vol. i.) 


James Connor ...-| . Sept. 4 . Jan.” 4 - G . : 
(Ward Book.) 1824. 
(@ 
1824. 
A Boy 275 46s 6s 3 . Feb. 13 e ° - |Tyrr.| . | Two stones removed. 
(Lane. vol. ii.) 
William Hart ... - | Apri! 28 |) May 21 | July 15 ° G. . = 
(Ward Book). ! 
Henry Prince .- . 3 | Nov. 4,/ Mar. 12 | April29 | Tr. ° . e Stone not found at operation, 
(Lane. vol. ii.) 1823. but afterwards in a clot on 


the floor, size of a pea and 
oblong. Soon after his ad- 
mission a small stone was 
extracted from opposite fre- 
num. Afterwards an ab- 
scess formed behind scrotum, 
which was opened, and five 
days after another triple- 
phosphate stone was re- 
moved from this part of the 
urethra. Severe symptoms 
of stone continued; the 
child was sounded, stone 
felt and the operation per- 
formed as above stated. 

64 | April 8 | April23 | June 3 ° - | Tyrr.| . Stone very soft, and smashed 
in its extraction. Four 
stones had been removed 
from the urethra on the day 
following his admission, 


James Wood . . 
(Lance. vol. iii.) 


Richard Stevens .. 4 | Feb. 16 | April23 | June 7 ° * Tyrr. e 


(Lane. vol. iii.) 


William Hart ...{ 31 | April28,| May 21 | July 15 . G. : « | Stone, size of an almond with 
(Ward Book.-Lanc. 1823. the shell on; soft and rough 
vol. iii.) at one point; a small por- 

tion broken off in the ex- 
traction. 

Aman ..eece.s Fs ‘. May 28 M ° an HOESIES [ite 
(Lance. vol. iii.) 

William Padyham. . ‘ Aug. 16 | Aug. 27 = . a | Dyer 
(Lance, vol. iv.) 

William Dean ...| . Oct. 7 | Oct. 22 | Nov. 28 ° G. ‘ ° 
(Ward Book). 

Aman oe @ © ew +. @ oe e e Dec. e e oO Tyrr. e 
(Lane. vol. v.) 

1825. 
JamesConner ...| 4 | Feb. 10 | Feb. 26/ Mar.25/ . G. ° « | Operated on in 1823. Oblong 


stone, inch long, half-inch 


(Lanc., vol. vi.) 
wide. 


{see 1823.) 


Samuel Sparkes. . . 7 | Aug. 3} Aug. 9 | Sept.12] . G. ° . Flattened round stone, three 
(Green’s Book.) ;, inches around, rough. 

William Dean... +} 45 | Oct. 4 | Oct. 14] Feb. 2%,; . G. . . Had been cut in Oct., 18245 

(Green’s Book.) 1826 stone broke in present ope- 


(see 1824.) 


John Peak. . e+ . 
(Lance., vol. ix.) 


_ ration ; sed fragments 
on second and third day. 
7 | Nov, 3| Nov. 11] Dec. 15{ Tr. ° . e | Stone large: had shivers on 
fifth day. 


(a) The names of the remaining patients cannot be ascertained; but the total number is obtained from the Steward’s 
report in Table I. 


a 


1826. 


Anthony Willsmore | 
(Lane., vol. ix.) 
Charles Cruden. . . 


ae vol. x.) 
r Hum pe - 
relat, vol. 


John Palmer. . +. 
(Lanc., vol. x.) 
John Newman rae 
(Green’s Book), 


1827. 


John Bone , . <= a © 

Robert Gosling or 
Gosden 

Henry Richardson . 
(Lanc., 1827-28; 
vol. i.) 


Edward Row... 

John Gilby. ..- 

JamesSharp... 
(Lane., 1827-28; 
vol. hd 

George Butler . .. 


1828. 


John Baker. . +. «' 
(Lanc., 1827-28 ; 
vol. ii.) 

John Chaplin. .. .. 
(Lanc., Pig27-28' | 
vol. ii.) 


ee 


John Gilby. .- 2 « 
(Steward’s book). 

James Gardner . . «' 
(Lane., 1827-28; 
vol. ii.) 


derick Hinckley . 
(Lance. ., 1827-28 5 
vol. ii.) 
hn Maybank... 
(Lanc., 1828-29 +k, 

vol. i.) 


| Age. ene 
12 | Feb. 23 
23 | June 1 
17. | June 29 
17 | July 8 
7 | Nov. 25 
66 | Feb. 15 
yi Mar, 8 
81 | June 8 
23 | Aug. 8 
14 | Aug. 25 
9 | Sept.19 
4 | Nov. 29 
2 | Feb. 28 | 
25 | April 9 | 
24 April 26 
4. Aug. 4 
6 | Aug. 14 
21 | Sept. 4 


OPERATIONS FOR THE STONE. 


Cured. MM aeiiisicl| Can] Ged roo leaen tT ot ie 


Cut. cat. | Corea, 
Mar. 3 | April 24 * 
June 2| June 29/| Tr. 
July 3| Aug. 9} » 
July 21 | Aug. 25 : 
Nov. 25 | Jan. 25 . 
Feb. 22 | April 3 ° 
ae 16 | May 17 ° 
June 22 (a) Tr. 
Aug. 10 | Sept. 11 ° 
Aug. 25 | Sept. 4 . 
Sept.27 | Nov. 15 . 
Dec, 7 | Jan. 3,| Tr. 
1828, 

Mar. April 10 ° 
April 18 ‘ June 14 | Tr. 

. May 8| Tr. 


- Oct. 2 ° 


Aug. 19, 


6 : 


Died. [a] June 25, 1827 


£2 £2 fa 


Surgeon. 
G. : 
G. . 

- | Tyrr. 
G. 2 
_G. ° 
G . 


Tyrre 
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Remarks. 


Oxalate of lime. 
Size of sparrow’s egg. 


Size of walnut. In same 
evening patient attacked 
with great pain in abdo- 
men, with high excitement; 
arising from accumulation 
of urine, from closure of 
wound; a catheter passed 
through it, and symptoms 
ceased, but required to be 
passed next day; no fur- 
ther trouble. 

Stone size of horse chestnut ; 
flattened, and rough. 

Stone as big as top of little 
finger, and grape- shaped, 
in bulb of urethra, causing 
retention of urine ; removed 
by cut in perineum. He 
had been repeatedly sound- 
ed, but the stone never felt. 


Stone size of a pigeon’s egg 
immediately, after which, 
with much difficulty, a 
second as large as a pullet’s 
egg ; much venous bleeding 
at operation ; on third day 
powers failed, and died on 
fourth. Large stone in 

right ureter, and same kid- 

ney wasted ; bladder much 
thickened, "with spots of 
ulceration 3 3; prostate en- 
larged, and almost cartila- 
ginous. 


Stone oval ; flattened, size of 
a shilling, rough; “oxalate 
of lime. 

Stone as large as hazel-nut. 


Stone size of a horse bean. 


Stone size of a pullet’s egg, 
rough ; considerable bleed- 
ing some hours after; 
stopped by pressure. Much 
constitutional excitement, 
and sickness for first five 
days. 


First division of prostate 
not sufficient, therefore a 
second; stone small and 
oblong ; seized with diffi- 
culty, as lodged behind a 
fold of bladder, and lying 
behind and below left of 
prostate. 

Stone large and irregular. 


Stone of large size. 
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Age. 'Admittea| Cut. Cured. Surgeons. Remarks. 
1828—continued. 
Thomas Gash. ... 4 | Oct. 1 5 Nov. 20 ¢ G. « ° 
(Steward’s book.) 
William Shaw... . 7 | Oct. 12 » » | Dee. 25 G. i . 

(Steward’s book.) ’ 
Edward Harrison . . 9 | Oct. 18 ]-Oct. 24 | Jan: 22,} . G. ° . Stone large. Attacked with 
(Lane., 1828-29; 1829, peritonitis on second day. 

vol. i.) 
George Hull ... .| 17 | Nov.27 > Feb. 24, . G. . . 
(Steward’s book.) 1829. 
John Hunt. 4)..0°» ° Dec. 15 - Feb. 7, . ¢ | Tyrr ° 
(Steward’s book.) 1829, pe Z : 
William Dean... .| . Dec. 12 | Mar. 7 [a} . G. ° ° Third operation, against 
(St. Thos. Med. 1827. Green’s advice; cut made 


Soc. Minute-book.) 


on inner side of scar; great 
(see 1824-25. 


difficulty in introducing 
gorget, on account of hard- 
ness of prostate; stone 
broken to pieces, and re- 
moved piecemeal, but nu- 
cleus remained, and neces- 
sary to enlarge wound with 
straight knife, then broke, 


and extracted in two pieces; 

1829. operation forty minutes. . 
Henry Kate . ...{ 62 | Jan. 9 | Feb. 30 [] : G, . + | Two stones; first of large 
(Lanc., 1828-29 ; : size; second broke to 
vol. i.) pieces, partially removed 


with scoop, and washed out 
by injecting warm water; 
patient much exhausted. 


William Hoy. . ..| 10 | Jan. 13 | Feb. 20 | Mar. 23 : ¢ | Tyrr . Stone of large size. 

(Lanc., 1828-29; 

vol. i.) 4 
Thomas Kittam, . .| 62 | Feb. 26 | Mar. 6 | April30| . - | Tyrr . | Stone large, oval, flat; weighed 


(Lane., 1828-29 ; 
vol, i.) 


above 3ij.ss. Soon after — 
operation bleeding to a 
pint; stopped by pressure. 
G. i : Stone circular and flattened ; 
inch and half in diameter, 
half-inch thick; having 
two processes similar to a 
eu of horns, each nearly 
alfan inch long. Forceps 
at first passed over stone, 
on which they grated, but 
did not find it in bladder; 
was lodged in a cyst at the 
anterior part of prostate 
gland, communicating with 


William Curtis. . .| 23 May 14 | May 22 Aug. 6|] .« 
(Lanc., 1828-29; 
vol. ii.) 


F ; urethra. 
William Kemp. . .| 10 | Junel6 | June 26 | June 24 . « | Tyrr . Large oblong stone, 13 inch 
(Lanc., 1828-29 ; long. 


vol. ii.) : 

William Figg. . . «| 12 | June 25 | July 16 | Aug. 6 . 
(Lanc., 1828-29 ; 
vol. ii.) 

John Holden. . ..| 73 | Oct. 22 | Nov. 6 | Dec. 17 ° 
(Green’s book.) 


G. : . | Stone shape of flat pebble. 


G. ; . Has frequently voided small — 
as pin’s-head stones. Stone 
size of a peach kernel, 
smooth, with soft surface, 
which crumbled. 

G. 5 ° Stone round, as large as a 
walnut, tuberculated ; ox- 
alate of lime. 

. ; . Has occasionally passed small 
stones from childhood, and 
had a stone extracted from 
bladder before he was 15; 
then a stone removed from 
urethra by Cline; now a 
small fistulous orifice at 
junction of penis with sero- 
tum, and stone four inches 
down ; removed bya cut; 
uric acid, 


Henry Jeffs, . . . .| 12 | Oct. 22:| Oct. 20 | Jan. 7, ‘ 
(Green’s book.) 1830. 


Henry Moffett . . .| 60 | Dec, 3 | Dec. 18 | Jan.14,| Tr. 
(Clark’s book.) 1830, 


Died. [a] March 11, 1828. [b] March 2, 1829. 


a | 


1830. 


- Robert Wheatler, or 
__ Whittesley. 
_ George Birkett... 
George Tipper... 
Lanc., 1829-30; 
- vol. ii.) 
James Taylor 
(Lanc., 
vol. ii.) 


7 e @ 


1829-30 ; 


Stephen Kensley *. 
(Lane., 1829-30 ; 
vol. ii.) 

William Saxbee. . 

@(Green’s book.) 


Stephen Saxbee. . . 
Thomas Dove .. 

(Green’s book.) 
John Mason .... 


1831. 


Elizabeth Cook. . ; 
John Wilkinson .. 
Thomas Hingeston 

(Green’s book.) 


Thomas Goodsoul . 
Thomas Thorpe . 


1832. 


George Stinton. . 
Thomas Brumer . . 
(Green’s book.) 


CharlesTighe ... 
Henry Baron. . + - 


13833. 
Edward Verle .. 
Josiah Wheeler. . 
Robert Willis. . . 
Thomas Hannam . 


ee @ 


William Henry Burt 


: 1834. 
John Holden... - 


illiam Batt... ~ 


rederick Norman . 


Died. [a] June 21, 1930. 
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Age. |Admitted) Cut. Cured. Surgeon, Remarks. 
66 | Jan. 13 | Jan, 26 | April 15 ° oy. frbyrre |) <. 
4 | Jan. 28 | Feb. 5 | Mar. 11 . « | Tyrr. a 
55 | Mar. 25 | April 1 | May 13 . . : ° Nothing particular, 
14 | Mar. 25 | April 5 | Oct. 7 ° G. ° ° No difficulty in operation, but 


size of stone not mentioned. 
Not more than four ounces of blood lost at operation ; but an hour after he became pallid, faint, 
and cold ; in evening pulse very small and quick, and very restless ; ammonia and opium given, 
which were soon rejected, but solid opium retained. During night he sunk still more, and on 
following morning the pulse was scarcely perceptible ; countenance cadaverous ; thirst extreme ; 
brandy then given, but thrown up, but ammonia with lemon juice retained, and gin every four 
hours, On third day was better, and siekness subsiding; port wine given. On fourth day re-ac- 
tion had taken place, and he had great tenderness of the lower part of the belly ; castor oil ordered, 
and repeated in evening, and hot eaeed to the belly. In the course of the night the bowels 
were freely opened, and he was much better on the fifth day. The wound was still pale, but the 
urine flowed freely through it; on each side of the raphe a dark purple spot ; was allowed a chop 
and porter and eggs. On sixth day had pain in perineum ; and on same evening became suddenly 
faint, the limbs thrown forcibly out, and he appeared dying, but recovered by sprinkling with 
cold water. On ninth day quinine ordered ; on twelfth day pus discharged from the wound ; and 
on fifteenth a considerable slough removed, after which half a pint of pus discharged. From this 
time he gradually improved. 


5 | April 6 | Aprill4{ Junel0| . G. . . Stone size of filbert ; uric acid, 


66 | May 27] June 4 G. . ° Moderate-sized stone ; super- 


[a} ° 
ficial perineal artery tied 
at operation ; wound attacked with erysipelas on tenth day, probably caught from patient near 
him, which extended to thighs; slough on buttock; cellular tissue on one side of scrotum 
sloughy; no peritonzal inflammation nor other internal mischief. 


59 | July 22 | July 29 | Sept. 9 ° ee LV EE lbs ; 

4 | Aug. 24} Aug.31 | Oct. 7 . G, ° ° Stone large. 

14 | Oct. 28 | Nov. 5 | Dec. 23 ° ° Tyrte|. . Oxalate of lime. 

9 | Jan, 25 | Feb. 1 | Aprill4 ° G. ° ° 

21 | Feb. 3 Feb. 17 | Mar. 24 P G. é - 

4 | Feb. 15 | Feb. 25 | Mar, 14 G. ° : Small flat stone, uric acid ; at- 
tacked with peritonitis on 
sivth day. 

56 | Feb. 21 | Feb. 28 | Mar. 21 ° or {iL STEe| ~» 
82 | Nov. 8 | Nov. 12] Dec. 18 ° G. ° A 
5 Feb. 23 | Mar. 2 | April12 e = Tyrr. - 
45 | May 2] May 22] July 5 G. ° ° Stone large as crown piece, 
weighed 3xiv.; artery of 
bulb divided, bled freely, and tied at once, but not efficient, and therefore pressure for four 
hours, effectual. 
19 | July 2] July 13) Aug.18) . 4 Tyrr. : 
26 Aug. e2 Oct. 26 Nov. 29 2 G. ° ° 
36 | Feb. 28 |April 12 [6] ° G. = e 
15 | Junel3 | July 5 | Aug. 6 ° G. . . 
63 | Sept.19 | Oct. 4 {c] Tr. : ; 

3 | Oct. 2 | Oct. 11 | Nov.22 . m : . Weight, 3j. gr. xi. Nucleus, 
urate of ammonia ; the 
remainder uric acid, with 
traces of lime. 

44 | Nov.19 |Dec. 6 |Jan.24, | . G. ° 

1834. 

55 | Mar. 14 | April 4 {d] 7 G. * . Weight, Ziv. Uric acid, with 
a nucleus of oxalate of 

lime, 

60 Mar. 27 April 4 [e] - G. . “ Weight, 3iij. gr. xxii. ; phos- 
phate of lime. 

e Aug. sa e Sept. 4 ° G, ° ° 

(6) April 13, 1833. ({e] Nov. 10 (d] April7. [e] April 14. 


* 
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Age. |Admitted.| Cut. Cured. Surgeons. Remarks. 


183 4—continued. 
William Roderick. . 


Dec. 18 | 
Dec. 18 


12 | Oct. 28} Nov. 7 Stone broken to pieces ; not 
analyzed. | 

Weight 3). Dij. gr. viii. Nu-— 
cleus uric acid, covered with | 
a layer of uric acid and | 
oxalate of lime, and the 
crust urate of ammonia. 

Weight, Sij. Dij. gr. vil. | 
Oxalate of lime, with traces 
of uric acid on the exterior, | 


William Thomas . .| 122 | Oct. 30] Nov. 7 


1835. 


John Symons, .. « 


Feb. 19 


April 13 ° 
Aug. 9 : . ° 
Sept. 4 


John Medden,. . 
Abraham James. 
John Wakefield. . 


° 
e 


uric acid, with a mixed 
covering of uric acid and | 
fusible calculus, and a 
crust of phosphate of lime 
with traces of uric acid. 


Richard Beet... {| 32 | Nov.25 |Dec. 11 


1336. 
Andrew Martin. . . 


5 | Dec. 15, | Jan. 29 
12 | Sept.17, | Feb. 12 
2+ | Mar. 24 | April 2 
4 | July 26 | Aug. 

4 | Aug. 25 | Sept. 23 
24 | Nov. 2 | Dec. 9 


10 Nov. 7 | Dec. 9 


Thomas Popkins . . 


Joseph Anderson . 
William Garland . 


Hazael Weble. . o 
Robert Weddon. 


Weight, 3v. gr. xxx. Nu- 
cleus and next two layers 
consisting of oxalate of 
lime; the remainder fu-. 
sible calculus. : 

Weight, Sij. gr. viii. Cystic 
oxide. 


Robert Taunton. . . 


George Adams .. . 


1837. 
These last four years are from the Steward’s book. 


1837. ; 
Felix Aug.Davenport| 12 hie 8, | Jan. 20 | Feb. 22] . A AAT ae hg ' 
William Stokes, » .| 2 | Feb. 21 | Feb. 25] [a] 1 ee F ; 
George Lucas. ...| 19 | Jan. 19 | Feb. 3] Mar. 9 ° - . |South. Stone weighed Ziij. Dij. gr.vj.; 


| pure oxalate of lime, covered 
with transparent crystals of oxalate of lime; bleeding from perineal artery soon after operation, 
and three hours after, soon stopped by pressure. : 


Henry Peverill). . .{ 71 | June 1} June 24 db] - |South.| Stone crushed. Uric acid 
stone of 3vij. Dij. gr. yj. 

James Row. ... 3 | Nov. 22,| June 2 {| July 2 : G. . - | Weight,Dij. Nucleus, urate 

1836. of ammonia, with a crust. 


of uric acid having traces 
of lime on its exterior. 

2¢ | June 26 | Sept. 2 | Sept. 23 

2¢ | Aug. 18 | Sept. 2 | Sept. 25 

57 | Aug. 22 | Sept. 16] Oct. 24 . 


- 


William Perry ... 
Henry Turner... 
William Sheldrake 


ae 


South.) Stone broke in extractien ; 
prostate very large; free 
bleeding for short time, 
stopped by pressure ; had 
sloughy wound. 


44 | Sept.12 Sept. 30 | Oct. 25 G. | . - | Weight, 3ij. Nucleus, urate 
with traces of oxalate of 
lime; next layer, oxalate 
of lime; crust, urate of 
lime, 


John Hawes .... 


John Pratt. . .. .| 19 |Sept.14 | Sept. 30| Oct. 26 '.  Sonth.| Free bleeding from superficial 
' perineal, which was tied, 


and from artery of bulb, or 


pressure seven hours. 


_ Died [a] Febo26. [8] July 1. 


Weight, Jij. Bij. Nucleus of 


internal pudic; stoppedby — 
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Age. |Admitted,|. Cut. Surgeon. Remarks. 
1838. 
Henry Warman. ..| 50 | Jan. 2/| Feb. 10 . . Tyrr. : 
James Harding ...| 17 | Jan. 23 | Feb. 10 ° : Tyrr. . 
jThomas Bull. ...| 7 Mar. 14 | Mar. 31 . ct gee 
William Brockwell . 4 | July 31} Aug. 4 . Eyre: A 
George Thornton. .| 10 | July 26 | Aug. 18 e ee Eyre 7 
John Slinn. ..../| 23 | Nov.23 | Nov.30 Cc ie EENIT SS | ance A great gin-drinker; bled in 


course of the jirst after- 
noon, but stanched by pressure. Passed no water till four a.m. of second day, when the finger 
passed through wound into the bladder, and the water then flowed freely. Passed clots several 
times daily tilldeath. Became excessively irritable, but always quieted by gin, which was given 

_ freely, but not to the amount it afterwards appeared he had been accustomed to take. 


Henry Forster . . -| 13 | Nov.27 | Dec. 15 [b] . . -  South.} Oxalate of lime; pain in 
belly next day ; on seventh 
day bleeding began, and 
repeated frequently after- 
1839. wards. Case given at p. 604. 


Qne case ...-. Name and date not known, 


" ) , : : j but is recorded in the 
1340. Steward’s book. 
Joseph Boston... 6 | Jan. 7 | Jan. 18 | Mar. 10 : « 4 Tyrr . 
James Charman ..| 60 | Jan. 31 | Feb. 22 | April24] G. ‘ : - Uric acid, and very flat. 
Robert Crofton. .. 4 | April 2 | Aprilll | June 2 - : Tyrr - 
Joseph Palmer... 10 June 9 | July 29 | Sept. 8 A rs - South.| Large oblong stone. 
William Fell. . ..| 76 | July 7 | July 18 | Aug. 26 G. - ' : Two stones, one 3vij., other 
Siv. Dj. gr.xv. Both urie 
s acid. 
Edward Phillips . . F June 23 ‘i Oct. 10 ; e Tyrr. 5 Stone crushed. 
James Tanner ... : Oct. 26 | Nov. 7 | Dec. 8 > ° Tyrr. ° 
1841. 
Alfred Strugnall . .| 13 | Mar.17| Mar.20 | May 1] G. : ° ; Weight, 3ij. gr.xv. Nucleus, 


uric acid, with traces of 
oxalate of lime; the re- 
; mainder oxalate of lime. 
John Borer. . - .~-{| 59 |Aprill3 | May 3 | June 21 . 5 : Mack.| Had been lithotritized two 

; years since, but no frag- 
ments passed at or after the operation, which was followed by a severe attack of irritative fever, 
from which he did not recover for several weeks. Though much urged, he wonld not submit to 
a second lithotritic operation, on account of the severity of the pain he had suffered. In the 
present operation for lithotomy, the forceps were withdrawn with some difficulty, containing 
four seemingly distinct and unequal-sized stones, weighing together 3xi. gr. xiv., of which the 
largest exceeded the united bulk of the other three. On careful examination, these were evi- 
dently the fragments of one single stone, which they readily formed by properly placing, and 
had been, doubtless, broken in the lithotritic operation ; the broken surfaces had become coated 
afresh. The stone is uric acid, coated with phosphates. 


John N. Petrie... 44 | May 27 | July 1 | July 22 - - . |Solly} Stone small, and consisting 
of triple phosphate. 

James Lailey. .. +} 14 | June 15 | June 22] Aug. 3 oe 1| bye 3 A 

Richard Collier. . .| 66 | July 29 | Aug. 5 | Sept.14 : Tyrr. é . 

Henry Bowerman. .| 12 | Sept.21 | Oct. 2 {c] G. - ‘i A Nucleus, oxalate of lime 


covered with uric acid, 
upon which a layer of 
phosphate and carbonate 
of lime mixed; crust of 


1842. ; phosphate of lime. 
Alfred Greaves. ..| 18 | Sept. 2,| Mar. 3] April3| . |Tyrr.| .- 
1841 


John Wybrew ...] 8 | Junel4| July 9 | Aug.13] . : - |Mack.} Weight, Siv. gr. x. ; oxalate 
of lime thickly coated 
with phosphates. 

orge West. ..-| . {| July 28] Oct. 1] Nov. 3 of VT yrrh ee 2 - | Uric acid. 

Daniel Nisbit. ...-| 6 | Aug.13]| Sept.17| Oct, 29] . : - |B. Tr. | Stone broken to pieces, and 

not analyzed. 
1843. 

fred Coventry . . ‘ Jan. 14 | Feb. 4 | Mar.11/ G. a Nucleus of uric acid, next 
layer oxalate of lime ; crust, 
uric acid. 

o. Will. Langford.| 24 | Jan. 24] Feb. 4| Mar. 4| . : . |B.Tr.| Uric acid, with traces of fu- 
sible calculus. 

Died. [a] Dec. 8. (b] Jan. 8, 1839. [c] Oct. 5. 
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Age. |Admitted.| Cut. Cured. Surgeon. Remarks. 
1843—continued. 
James Landon .. e 3t | Jan. 31 | Mar. 11 | April 15 ‘ : Mack.| . Weight, gr. vj. Impure ox- 
alate of lime, f 
Joseph Bishop . ..| 62 | Feb. 1] Feb. 11 | April 27] G. . ° ° Nucleus, oxalate of lime ; the 


remainder uric acid mixed 
with a little oxalate of lime. 
Henry Tabernacle .| 34 | Aug.23 | Nov. 18 | Jan. 9, . F « |Solly | This patient had been litho- 
1844, tritized ten times pre- — 
viously, and was passing large quantities of triple phosphate at the period of the operation of 
lithotomy, in which two triple phosphate stones were removed. 
Nov. 14 | Dec. 19 . ° e |Solly | Stone pyriform, 14 inches 
long, with four small no- 
dules at extremities, and weighed 3vii. 9ij. Nucleus of each stone triple phosphate, and the 


Joseph Burgess. . . . | Oct. 30 


1844 remainder composed of layers of oxalate of lime. 
William Lapworth . 3 | Dec. 5,| Jan, 6 | Feb. 6] G. ° . . Stone, size of kidney bean 3 
1843. uric acid. 
William Evenden .| 74 | Dec. 23,| Jan. 8 | Mar. 26 ° . - | Solly | Two stones, one size ofa wal- 
1843. nut, the other a third 


smaller; both consisting of uric acid. Much venous bleeding, which was not checked for two 

hours and a half. 
William Sparkes . .| 47 | April 6 [a] Solly | Extensive ulceration of kid- 
neys. Large nucleus of 


animal matter, seemingly a clot of blood; the stone composed of uric acid and oxalate of lime. 


George Sawyer. . .| 12 | July 11 | July 27) Nov. 10 ° Mack.| . 

John Snooks .... 6 | Aug.20 | Sept.16 | Oct. 22 ° - |Mack.) . Weight, gr. xlvii. ; consisted _ 
of urate of ammonia, with 
a trace of urate of lime. 

John Easton ....| 12 | Aug.20] Oct. 5 | Dec. 3 ° ° e |Clark} Oxalate of lime. 

1845. ; 

Henry Smith, ... 43 | May 6/ May 30° July18 : e {|Mack.; . Nucleus, uric acid; remainder — 
oxalate of lime mixed with — 
uric acid. 

Nathan Robins. . .|] 11 Sept. 9 a [db] oe) WOGUtH. Ne tye é Nucleus, oxalate of lime; 


| next layer, uric acid, with 
traces of fusible calculus covered with oxalate of lime; the crust, fusible caleulus and uric acid 
mixed. Scarlet fever appeared on the fifth day. After death it was found his family were 
infected when he left home. 


a | 


Died. [a] April 18. [b] Oct. 20. 


[The analyses of the greater number of the above stones are by Dr. Lexson, and copied from St. 
Thomas’s Museum Catalogue. Those of Lucas, Borrr, WyBREw, Lanpon, and Snooxs are by my friend 
Tuomas Taytor. Ishould be much obliged by any St. Thomas’s pupil communicating to me notes of 
any cases of stone which he possesses, of which I have been unable to obtain particulars : more especially 
of those in the early part of this table, so as to render it more complete.—J. F. S.]} 


[OF LITHECTASY. 


Lithectasy, or Cystectasy, which has been, within the last few years, 
warmly advocated by Dr. Wixu1s (a), has for its object the removal of 
stones from the bladder, without division of its neck. The operation 
consists in opening the urethra, in the perineum, behind the bulb of the 
penis, to the extent of a few lines, and then slowly dilating the mem- 
branous and prostatic portions of that canal, and the neck of the 
bladder. How far this mode of treatment will succeed has yet to be 
tested by experience ; but I am disposed, with FurGusson, to believe, 
that the neck of the bladder would not be so surely uninjured by the 
dilatation as is presumed. 


The original proposer of this method appears to have been Jonn DoucLas (b), who 
seems to have been led to it by having noticed the passage of small stones through the 
fistulous canals, left afier the operation with the great apparatus, as performed by 

(a} On the Treatment of Stone in the Bladder (b) Two Chirurgical Questions stated and an- 


by medical and mechanical means. London, swered ; in Phil. Transactions, vol, xxxiv. p. 318. 
1842. 8vo. 1726, 27. 
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Marrana, and already mentioned, (p. 571,) and also by the natural escape ‘of stones 
through the dilatation of the short urethra of women. He, therefore, proposed the 
establishment of a perinzal fistula, so that, as near as might be, the opportunity for the 
escape of a stone from the male bladder, should be similar to that from the female 
bladder, in both cases requiring little more than the dilatation of the neck of the bladder. 
He then put the question, “ Whether it be not possible to dilate the artificial fistula in 
the perineum of males, and the urethra in females, with sponge or gentian tents, gra- 
dually increased for some time to such a width that we may easily pass a pair of 
forceps into the bladder, with which the stone, when small, may be extracted, and when 
large or of an irregular figure, broke, and the pieces extracted gradually, and at different 
times, when they cannot be extracted at once, without fatiguing the patient too much,” 
(p. 320,) and after discussing the subject, he concludes :—“ Therefore, artificial fistulas in 
males, and the wrethra in females, may be dilated so as to extract any stone, without cut- 
ting the body of the bladder, or lacerating any of the parts.” (p. 322.) It does not appear, 
though Doveias proposed, that he ever practised this method, and like many other 
proposals, it was lost sight sight of for many years; still, however, it is his operation, 
though Dr. N. Arnott (a) says, “that the means proposed by Douctuas are inade- 
quate” for its performance ; forgetting however to mention that Doucas had honestly 
referred to a case of Cotxer’s (b), in which a perineal fistula after lithotomy had 
been successfully dilated with sponge tent, as in Doucias’s proposed operation. 

In 1819, however, Cotter’s plan was suggested and practised by Dr. ARnort (c), 
in a case under the care of AsTLEY Cooper, for a recto-vesical fistula of nine months’ 
standing, after an unsuccessful operation for the stone, in which the rectum had been 
wounded, and the stone left in the bladder. For the reliefof this fistula, ASTLEY CooPER 
made an opening into the urethra, from the perineum, and introducing a female 
catheter, immediately struck a stone. This not being expected to be large, ASTLEY 
Cooper yielded to Arnort’s proposal of dilating the passage from the perineum into 
the bladder with his fluid-dilator instead of sponge tent ; after the employment of which, 
for thirty hours, the passage from the perineum to the bladder was enlarged to three- 
quarters of an inch in diameter, and Cooper then introduced a pair of stone-forceps, 
and extracted a stone as large as a moderate-sized walnut. 

Stimulated by WiL.18’s enthusiastic expectations, ELiiort of Carlisle (d) performed 
this operation in July, 1842, on a lad of seventeen, with the variation of making the 
wound larger than recommended by Wiis. “ The different steps in the operation 
were precisely the same as in lithotomy, until the prostate and membranous part of the 
urethra were exposed. The latter was opened close to the prostate, and divided cau- 
tiously towards the bulb by carrying the knife along the groove of the staff till an 
opening was made of sufficient size. The staff was then withdrawn, and the point of 
the forefinger of the left hand served as a guide for the introduction of the dilator, 
which, having been previously well greased, was passed along without difficulty. A 
little warm gum mucilage was next slowly injected into the instrument, until the patient 
slightly complained of the feeling of distension. On removing him from the table to 
the bed he complained of a strong inclination to make water, which was found to arise 
from the dilating part of the instrument having slipped into the bladder. It was 
emptied, partially withdrawn, and, when fairly within the neck of the bladder, again 
distended. Another opiate was given, one having been given before the operation. In 
three hours’ time a few teaspoonfuls of the mucilage were again thrown into the dilator 
till the patient complained. The urine had passed freely along that part of the tube 
which communicated with the bladder.” He went on well; no further injection was 
made; but in the middle of the following day he was a little uneasy, and another opiate 
was given. At the end of twenty-five hours Eviiorr “ emptied the dilator and with- 
drew it, at the same time passing his left forefinger along it into the bladder. He im- 
mediately felt the stone, which was of small size, and in shape resembled a coffee bean, 
but about four times its size. It was removed with the scoop and finger,” (p. 137,) and 
a lithotomy-tube introduced. In his remarks on the case, ELLIoTT advises the dilata- 
tion “ being done at intervals, for, say a quarter of an hour at a time, as less likely to 
cause irritation than if continued for a period of thirty or forty hours, as has been men- 
tioned.” (p. 139.) 

Dr. Wricut, of Malton, Yorkshire (e), performed the second lithectasy on a man 
of sixty, in the autumn of the same year, and made “an opening a few lines in extent 
into the membranous part of the urethra,” but could not introduce the dilator, evidently 
(a) Lancet, 1842-43 ; vol. ii. p. 612. 

b) Traité de la Taille. . (d) Edinburgh Medical and Surgical Journal, 


c) Essay on the different modes of extracting vol. lix. p. 135. 
Stone from the Bladder, by Jamzs ARNoTT. London, ai London Medical Gazette, vol, xxxiv. p. 77. 
a 18%: 


1821. 8yo. 
yy Say 
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for want of room; attempts were made to enlarge the passage sufficiently with bougies 
for its admission, but it could be only imperfectly got in, and was left without distending 
it till three days after, when the injection escaped, the bladder-part of the instrument 
having rotted. Another instrument was then passed with difficulty, but the patient 
could not bear the distension, and during the following weeks suffered much constitu- 
tional excitement. Not till the eighth day after introducing the second instrument 
could any progress be made with the distension, but then it went on rapidly, and on 
the eleventh, “the wrethra having been dilated to as great an extent as the instrument 
would allow, an effort was made to extract the stone. It was seized with the lithotomy 
forceps, but it was discovered to be too large to remove entire without using more vio- 
lence than was thought prudent or safe.” (p. 79.) The stone was, therefore, broken up 
with Frrcusson’s lithotrite, and brought away piece-meal ; it weighed a little short of 
two ounces troy.” (p. 78.) The patient did well. WnricurT inquires, “ Would it not be 
better to make the incision in front of or anterior to the bulb, where the canal is so super- 
ficial that it could be opened by a mere scratch? It certainly requires no formidable 
incision to reach the membranous portion : still it must be of some depth, and it occurs 
to me as just possible that on introducing the dilator, its extremity might be carried 
past the opening in the urethra into the surrounding cellular tissue. I imagine the bul- 
bous portion would be dilated as easily as the membranous part of the urethra.” (p. 79.) 

In June 1843, FERGusson (a) performed the third lithectasy in a man of sixty-four, 
who had suffered very severely, and for five years had been continually passing stones 
as large as peas. ‘The urethra was opened by “an incision along the raphe about one 
inch and a half in length, terminating about half an inch in front of the anus, from 
which point two incisions, each about three-fourths of an inch in length, were carried 
downwards and outwards. The superficial cellular tissue being divided toa similar 
extent, the point of a knife (a common lithotomy bistoury) was thrust into the groove 
of the staff a little in front of the triangular ligament. The edge of the blade was so 
applied as to divide the triangular ligament to a slight extent, first downwards and out- 
wards on one side, and then in a similar way on the other; the groove of the staff 
being then distinctly felt by the forefinger of the,left hand, the metal point of an 
ARnoT?’s dilator was placed within it, and slid cautiously into the bladder. The staff 
was next withdrawn, and the bag of the dilator was partially distended with a solution 
of gum arabic, the distension having been continued until the patient complained of 
pain.” Additional quantities of fluid were repeatedly thrown in for the first two hours ; 
again, at the third, and at the end of the fourth, the instrument being fully distended, 
was withdrawn, and another larger one having a passage through it for the escape of 
the urine, was introduced. At the ninth hour, a larger instrument was passed, and 
directed to be distended as the patient could bear it. At the twentieth hour, this dilator, 
an inch anda quarter in diameter, having been fully distended, was removed, and the 
stone attempted to be removed with the scoop several times unsuccessfully, as it brought 
away only fragments. Forceps were also used, but the stone was too large to pass, and 
was therefore broken by forcibly closing the blades; the pieces were readily removed. 
Constitutional excitement, however, came on, and he died on the evening of the sixth 
day. On examination, the principal circumstance was that “the cellular tissue between 
the bladder and rectum, and that lying on the outer surface of the gut was softened, and 
slightly infiltrated with a sero-purulent fluid.” (p. 576.) It would seem from FERGusson’s 
observations, that he thought the distension had been made too quickly ; for he says :— 
“ Unless the dilating process were effected in a much slower manner than was recom- 
mended for lithectasy, he feared that the mucous membrane and urethra would not only 
be dilated, but actually torn.” (p. 577.) And further, that “it was one of the main objects 
in lithectasy to avoid any wound of the neck of the bladder ; but he doubted if this could 
be avoided, and a certain amount of inflammation might, therefore, be calculated upon.” 
* * * On any future occasion, he should suggest that a longer period should be ex- 
pended in using the dilator, and also that in the event of the stone proving too large for 
ready removal, the lithotrite should at once be used. * * * It was his opinion that 
in such an operation there would always be greater difficulty in extracting a stone of 
any considerable size than in’ lithotomy ; for in the latter case the wound extended 
down alongside of the anus, and the forceps holding the stone could be more readily 
depressed, whilst in the former, (lithectasy,) the manceuvres were conducted near the 
angle of the pubes, and consequently in the narrowest part of the space between the 
bones, a space which the experienced lithotomist was always careful to avoid.” (p. 578.)] 


(a) London Medical Gazette, vol. xxxiv. p.77. 1843-44, 
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OF DISEASES WHICH CONSIST IN THE DEGENERATION 
OF ORGANIC PARTS, OR IN THE PRODUCTION OF 
NEW STRUCTURES. 
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—; in R. Wacner’s Handworterbuch der Physiologie mit Rucksicht auf phy- 
siologische Pathologie, Art. Gewebe (in pathologischer Hinsicht.) 

2147. The two classes of disease to be considered in the present section, 
to wit, the degeneration of organic parts and the production of new struc- 
tures, agree together so far as a general character of the degeneration of 
organic parts, is, that the enlargement of the surrounding parts depends 
not merely on the increased deposits into them of the matters forming 
them in their natural state, but that in the parenchyma of the part, more 
or less, of such matter foreign to their natural structure, is produced 
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and deposited ; hence is it often very difficult to determine, whether a dis- 
eased structure is to be attributed to the change of the organ, or to a new 
formation. 

[Lawrence has well observed :—“ It is not easy to draw a clear distinction between 
new or accidental productions and changes of structure, or degenerations of organs. 
There is no definite boundary between them; on the contrary, as in other diseases, 
there is an insensible transition from one to the other. In the case of Fungus hematodes, 
we find the same structure sometimes occurring as a new production, an independent 
tumour; sometimes as a change of structure in a part. Indeed, we meet with this 
growth in three distinct forms; viz., as a deposit enclosed in a cyst, as an unencysted 
formation, and as an infiltration in the substance of an organ. Again, we find a similar 
gradual transition between the structures composing various kinds of tumour, so that 
we often hesitate in deciding to which species a particular swelling should be referred. 
As the same gradual blending of one form into another occurs throughout the whole 
field of disease, we cannot wonder that the several attempts at reducing its infinitely 
diversified phenomena to an artificial arrangement of classes, orders, genera, species 
and varieties should have failed.” (. 4.)] 

2148. All degenerations of organic parts appear to have their origin 
in a local increased vascular activity, on which depends the deposit of a 
substance more or less resembling the elementary parts of the organ, or of 
a peculiar substance, in the interstices of the part, in which by the shooting 
forth of the vessels, and their very extensive ramifications, the unnatural 
formative disposition is sustained, and the growth of the tumour increased. 
We find, therefore, also in most cases, that although there be no charac- 
teristic signs ef inflammation, yet that increase of temperature, peculiar 
sensibility on pressure, tension, and the like accompany the beginning of 
degeneration. In most cases, the increase of vascular activity is not to be 
distinguished by the symptoms which characterize it; for little as we can 
comprehend the natural growth and development of organs without in- 
creased activity of the vital processes, just so little can we understand it in 
diseased structures. Development of vessels, diseased secretion, continued 
production ef the secreted matter, with growth of vessels in it are the 
processes, which in the course of these diseased formations are constantly 
repeated. The unnatural commixture and condition of the juices, and 
the large quantity of inorganizable matter may indeed effect the separation 
ef peculiar substances, distend, increase, and change the tissue of different 
organs; but special degeneration with self-active production, proceeds only 
with increased development, and multiplication of vessels. Secreted in- 
organizable matter remains either in that state, or hardens, and then first 
operates on the surrounding parts, but always remains without vascular 
connexions, and is destroyed in a purely chemical manner, as the history 
of the formation of tubercles shows, although even they may be converted 
from the formless condition into cells. 

2149. In the diseased changes of organic parts, either the vessels, arte- 
ries, capillaries or veins, often the one more than the other, are specially 
developed, or the uninjectable part of the cellular tissue is specially pre- 
valent by the deposit of formless matter, or both exist at the same time in 
different proportions. If these conversions depend only on quantitatively 
changed nourishment, they can increase to an enormous extent, without 
otherwise than mechanically operating destructively ; they support them- 
selves like the natural tissues, and participate in the general change of 
matter. But if there be at the same time a qualitative change of the 
nutritive matter, if they depend on general diathesis, and alteration of the 
formative disposition, they havea specific character, are accompanied with 
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reaction of the whole organism, and draw all the tissues without distine- 
tion of their organisation, into the same diseased change; they cannot 
retain their development unchanged in the highest degree, but according 
to their nature are destroyed and pass into softening. Hence arises the 
division into benignant and malignant tumours. 

2150. The after-products, which must be considered as new formations, 
are either repetitions of natural formations, as the adipose and encysted 
tumours, and the like; or they are formed from substances foreign to the 
natural composition of organic parts, as, for example, medullary fungus. 
They are vegetative formations, which simply by their further growth, 
compress the neighbouring parts, do not convert them into the same mass, 
for instance, adipose tumours, cysts, polyps, and the like; they are in- 
convenient, therefere, only by their size. But others possess the above- 
described specific characters, consequently have a fatal reaction on the 
whole body, and draw the neighbouring tissues into the same diseased 
change. 

Diseased growths are subject tothe same genera] laws as are the origin and develop- 
ment of the natural tissues. According to the results of microscopic observation, two 
theories have been put forth on this subject, to wit, the cellular theory and the corpus- 
cular theory. 

According to the cellular theory, there is every where at first a simple formative 
matter, cytoblastema, in which are formed nuclear cells, cytoblasts, and in them cells 
are produced; or the nuclear cell is formed first, and the cell walls are formed second- 
arily around it. In many cells the pathologic tissue is perfected with the complete 
development of the cell. In general these first-formed (primary) cells undergo still 
further changes, and from them are produced elementary parts, which exhibit no more 
of the original cellular form. It is usually then the cell-walls which pass into the 
remaining parts of the organism, more rarely do the nuclear cells undergo a still 
further development, and still more rarely do organic pathologic tissues arise, the deve- 
lopment of which can never be traced toa cellular formation. It is highly probable 
that the nature of the subsequently produced tissue does not depend on the nature of the 
cytoblast, but upon the subsequent accession of external influences. 

According to the corpuscular theory, the formative corpuscles are produced in the 
plastic matter by clotting together. In the midst of this matter, consisting of granules 
and formless matter, a formative corpuscle arises, and a nucleus, composed of a homo- 
geneous tough matter, which continues increasing, so that at last there remains only a 
thin peripheric layer, which also becomes changed. In this nucleus a great quantity of 
molecular corpuscles are formed. The corpuscle then drops in on either side, and the 
middle protrudes, so that it resembles a knife-like body, and passes into the form of 
hematoids, or ring-shaped bodies, a nucleus with a ring. Of the formative as well of 
the hematoid bodies, one part lies unconnected withthe rest and movable; this is the 
blood corpuscle; the other part is connected by contiguous linear ranks, by layers of 
plates and heaps of corpuscles, and forms the tissue (a). 

2151. The tumours produced by those unnatural formations, which are 
not to be considered as repetitions of natural parts, belong to the most 
difficult subjects of the healing art; they may be considered in reference 
to their origin, their further development, or to their manifold differences, 
for the purpose of grounding thereon their classification. In former 
times the various swellings of this kind were spoken of under the general 
designations, scirrhus, carcinoma, steatoma, and the rest. More careful 
inquiry has, however, recently showed remarkable differences in the nature 
of the diseasedly-produced substances which form these tumours, and upon 
these it has been attempted to class them. 

2152. ABERNETHY points out five peculiar kinds of tumours, to wit, 
the pancreatic, mammary, pulpy or medullary, tuberculated and carcino- 

(a) Voeet, above cited.—BaumGarrtNneR, Lehre von den Gegensiitzen in den Kriften im lebenden 


thierischen Kirper ein Grundriss zur Physiologie und allgem. Pathologie und Therapie, p. 32, Stutt- 
gardt, 1842. Second Edition,—Arnotp holds the same views as BauMGAERTNER. 
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matous Sarcoma. LAENNEC admits a fourfold variety of the tissue in 
which these tumours are formed, namely, the tuberculous, scirrhous, cere- 
briform, and melanosis. MxEckxEL considering LAENNEC’s melanosis the 
same as ABERNETHY’S tuberculated and medullary sarcoma, points out six 
different tissues, the pancreatic, the mammilloid, the cerebriform or me- 
dullary, the scirrhous, and the tuberculous or serofulous. 

2153. Joun MUuuer (a) has very recently endeavoured, from micro- 
scopico-chemical observations, to found a division of tumours, according 
to their chemical nature, their microscopic structure, and the manner of 
their development. In reference to their chemical composition, all tu- 
mours are, according to the elementary parts of which they consist, either 
fatty tumours, jelly-yrelding (6), or albuminous tumours ; other substances, 
as osmazome, saliva, caseine, and so forth, may indeed be present in them, 
but only in small quantity proportionally to the principal elementary parts. 

The more minute microscopic elements of tumours are, besides capillary 
vessels, fibres, granules, cells without and with mzuclez, tailed or spindle- 
shaped corpuscles, vessels, and by far the most common element is cells. 

The principle of dividing tumours into groups can be obtained neither 
merely from their minute structure nor their chemical nature; for tumours 
the most differing in reference to their physiological nature and curability, 
may equally possess the most delicate structure; in similar structures 
chemical differences may exist; with similar chemical nature, there may 
be difference of structure, or difference in respect of physiological pecu- 
liarities and curability. In the formation of groups these several points 
must be taken into consideration. ! 

2154. These various opinions serve to prove how difficult it is to make 
an accurate and sufficient division of tumours dependent on their unnatural 
structure. The ground of this difficulty rests, without doubt, on the 
manifold changes to which the diseased matter is subject in the various 
periods of the development of the tumour ; further, on the undistinguish- 
able influence which the natural structure of an organ has upon the after- 
formation developed in it, and on the variety of causes upon which it de- 
pends. There are, therefore, tumours, in which are present, at the same 
time, several of these diseased products, either lying near to, or intimately 
connected with each other. But if pathological anatomy be of direct use 
and immediate application to practical medicine, it must not rest on the 
mere examination of the changes of organic parts and of the substances 
forming the tumour, and assume these alone as the ground of division ; but 
it must at the same time consider the symptoms, course, and effect upon 
the immediate neighbourhood, and the whole body, if it would not be 
seduced, by incorrect particulars, into subdividing similar diseased con- 
ditions. Under this supposition, the number of tumours founded on the 
above mentioned variety of diseased tissue, may be conveniently referred 
to three, namely, medullary fungus, scirrhus, and tubercle, in which case 
the pancreatic and mammary tissues are to be considered merely as acci- 
dental modifications of the medullary (ce). 

2155. These unnatural structures, completely foreign to the natural 
composition of the organism, may agree in general with each other; they 
consist, probably, or for the most part, of albumen, their tissue is more 

(a) Above cited. solid parts contain the materials proper to its 
(6) This is a well-chosen designation, as it is production.” Traite de Chimie, vol. iv. p. 379- 


shown by THENARD that “ gelatin does not exist 1827. Fifth Edition. 
in the humours of animals; but all their soft and (c) WALTHER, above cited. 
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or less distinctly cellular; they contain a fluid of various consistence, and 
enclosed’ in differently-shaped cells; at first they are harder than in the 
subsequent periods of their development, and then are for the most part 
harder than the organs in which they are met with, in which case they 
soften, and are converted into a fluid, or into a substance of looser tex- 
ture. Their form is for the most part more or less round ; they strive to 
destroy the neighbouring parts, and the organism which are drawn into 
the same diseased structure, or displaced by pressure, and further pro- 
pagate the diseased affection by the lymphatic vessels, and perhaps also in 
other ways. 


I—OF ENLARGEMENT OF THE TONGUE. 
(Prolapsus Lingue, Macroglossa, Lat.; Vorfall der Zunge, Germ.; Hypertrophie de la 
Langue, Fr.) 

Cranny, W. R., M.D.; in Edinburgh Medical and Surgical Journal, vol. i. p. 317. 
1805. 

von Sresotp, C., Beobachtung iiber die Verkiirzung widernatiirlich zu grosser 
Zunge; in Chiron, vol. i. p. 651. 

Kxx1n, Beobachtung einer durch Abschneidung abgekiirzten verlingerten Zunge ; 
in Chiron, vol. i. p. 665. 

Percy, Article Langue (Pathologie Chirurgicale) ; in Dict. des Sciences Médicales, 
vol. xvii. p. 244. 

Mrrav.t; in Mémoires de la Société de Médecine de Montpellier, 1816, part iv. p. 517. 

VAN Dorveren, H. H., Dissert. de Macroglossa, seu Lingue enormitate. Lugd. 
Batav., 1824; cum tabulis duobus. 8vo. 

2156. If the tongue increase very much in bulk it protrudes over the 
jaw, and can only be brought back into the mouth with difficulty, or not 
at all. ‘This evil is generally congenital ; but the enlargement of the 
tongue is not at first considerable. Its fore part appears only between 
the lips, it projects in a mass as it enlarges over the lower lip and 
jaw, and causes great deformity. By the hanging down of the fore part 
of the tongue the swelling becomes larger, the tongue-bone and larynx 
are drawn forwards; there is great difficulty in swallowing, the spittle 
flows out, and from the constant dryness of the throat, swallowing 
becomes still more difficult. The articulation of the voice is greatly 
hindered ; and when the disease has long continued, the muscles of the 
tongue are in a palsied state. By the continued position of the tongue 
between the jaws the circulation is stopped in the protruded part, the 
tongue swells more considerably, and presses the teeth and the alveolar 
process of the lower jaw outwards; by the constant rubbing of the tongue 
indentations and excoriations are produced ; the constant exposure of the 
protruded part to the air causes clefts and chinks, and often deep ulcer- 
ations ; and the papille become unnaturally thick and prominent. 

2157. The enlargement of the tongue takes place either a shorter or a 
longer time after birth, or after cutting the second set of teeth, and 
is frequently preceded by convulsions, and its cause seems to be palsy of 
the muscles of the tongue. In such cases the incisive and cuspid teeth 
are not pushed forwards, but are rendered useless, and fall out by the 
constant rubbing of the tongue (a). 

The enlargement of the tongue above mentioned must be distinguished from that 
protrusion which depends on inflammatory swelling, and from tumours of various 


kinds developed in the tongue. 
(a) Boyer, Traité des Maladies Chirurgicales et des Opérations qui leur conviennent, vol. vi. p. 385. 
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2158. The congenital lengthening of the tongue is of no great conse- 
quence ; it is easily relieved if recent, and not incurable even when it 
have existed longer. The above-described symptoms accompanying this 
complaint when severe, especially its ill effects on nutrition, partly in 
regard to the difficulty of swallowing, and partly on account of the 
continued loss of the saliva, render its early treatment necessary. 

2159. The treatment varies according as the disease is congenital, or 
as it has occurred after birth; and in the former case, with reference to 
the length of time it has existed. Soon after birth it is generally sufficient 
to prevent the complaint increasing, to irritate that part of the tongue 
protruded between the lips with acrid powders, as pepper and the like, in 
order to induce the child to draw it back. If it be necessary to keep the 
tongue in the mouth, a bandage must be applied to keep the lower against 
the upper jaw. As the enlargement of the tongue is encouraged by 
sucking, a wet-nurse must be chosen whose nipple is large and long, 
so that the tongue may require less lengthening as the child sueks than 
with a short nipple, or the child must be fed with a pap-boat. In the 
interval, when the child is not sucking, it must be endeavoured to prevent 
the protrusion of the tongue by the means already directed. 

[ CLaNNy (a) mentions the case of a boy five years old, on whom the tongue had begun 
to protrude within the first year, and at the former age had projected three inches; but 
was returned with difficulty, and the jaws kept together, as recommended by Las- 
sus (0). The tongue was replaced in the mouth with much difficulty, and retained by 
keeping the jaws perfectly closed with a handkerchief passed round them, and over the 
crown of the head, for the period of five weeks. | 

2160. If the enlargement of the tongue be so considerable that it can- 
not at once be brought back into the mouth, its size may often be gra- 
dually diminished by repeated application of astringent irritating remedies. 
Scarifications and leeches may, with this view, be useful, as well as 
moderate and gradually-increasing pressure, by means of a roller or a little 
bag of linen. This compression of the tongue, in which the bandage must 
be frequently moistened with a stringent, and the patient kept on his 
back, is advantageous, if properly persevered in, oftentimes in very far 
advanced cases. When the tongue has been so far reduced that it can 
be brought back into the mouth, the jaws must be kept constantly closed 
by means of a bandage. If the surface of the tongue be dry, it must be 
moistened by frequent washing and fomentation (c). 

2161. When the enlargement of the tongue is so considerable that no 
benefit is attained by the above treatment, and when by the long 
continuance of the disease its fore part is changed in structure, there 
remains nothing but shortening its length with the knife, or with a 
ligature. 

2162. The patient, seated on a chair, must have his head fixed by an 
assistant standing behind him, and his mouth kept open either with a cork 
inserted between his back teeth, or by means of a speculum oris. ‘The 
patient then protrudes and retracts his tongue, so that the operator may 
decide how much shall be removed. ‘The tongue being protruded, is held 
by an assistant obliquely upwards with a pair of polypus or curved @so- 
phagus forceps. The operator then grasps the front of the tongue with 
his fingers, or fixes it with a hook, and with a strong bistoury cuts off some 
lines of the tongue in asemilunar shape, at a stroke. ‘The forceps serve 


(a) Above cited, p. 317. vi.3; and in Medical and Physical Journal, vol. 
(b) Mém. de l’Instit. National, vol. i. p.1, an Vi. pisos. | LeGn: 
(¢) Boyer, above cited, p. 387. 
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as a tourniquet, and the bleeding is stanched either by ligature, by the 
actual cautery, or by pressure and styptics. 


Where the state of the tongue permits, it is best, according to PrErcy (a), to 
cut out, by two strokes of the knife, a A shaped piece, with its point backwards, and 
after stanching the bleeding to bring the wound together with the interrupted suture. 
If, after the operation, the lower incisive teeth project considerably, attempts must 
be made, by continued pressure, to put them back; and if this should be unsuc- 
cessful, they must be drawn. If the lower lip continue everted and much outspread, 
so that the spittle cannot be retained, a triangular piece must be cut out as in the 
operation for cancer of the lip, and the wound healed by the twisted suture (M1RAULT.) 
The application of a ligature for the removal of part of the tongue, in which the ligature 
is at once tied round it, or for the purpose of hastening its cutting through, a double 
thread is passed with a needle into the tongue, and the ends tied on each side, and 
gradually tightened, till the tied part dies, is attended with greater pain, and is more 
tedious than cutting it eff with the knife, but is more safe against bleeding. 

[Harris (b) of Philadelphia tried to remove a portion of enlarged tongue, by intro- 
ducing with a needle a double iron wire through the middle of the tongue, and having 
separated the two portions of wire, he brought them across the tongue, passed the two 
ends of each through a corresponding double canula on each side, and then twisted 
them ; the circulation ceased, but only for two hours. He then passed a strong silk 
ligature, and fastened it in the same way; but in forty-eight hours the circulation 
had returned. He therefore amputated the tongue with a catlin, through the track 
made by the ligature; the two principal arteries were tied at once, and other three, 
which had been allowed to bleed, to diminish the irritation caused by the previous liga- 
tures, were taken up afterwards. The wound was dressed with dry lint, and the patient 
recovered perfectly, with the exception of a slight lisp in her speech. Harris, therefore, 
strongly recommends amputation, in preference to the ligature. | 


2163. The protrusion of the tongue dependent on paralysis of its 
muscles, requires, besides the constant retraction of the tongue, blisters 
behind the ears, and on the neck, the application ef irritants, of electri- 
city, galvanism, and the like. 
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2164. Bronchocele is a chronic, painless, more quickly or slowly arising 
swelling on the fore and under part of the neck, depending on enlarge- 
ment of the thyroid gland, and varying considerably in reference to its 
extent, form, and hardness. The swelling begins in one or other lobe, or 
affects the whole gland, and may attain an enormous size; in most cases 
it has a pendulous shape. At first the skin is unchanged ; as the growth 
increases, the veins in the neck and on the tumour swell and become 
varicose. If continuing still longer, the swelling usually feels elastic, 
soft, and regular; but after a further time, becomes firmer, and in some 
parts quite hard and uneven. Sometimes the swelling is so firmly con- 
nected with the neighbouring parts, that it is little or not at all movable. 
If left alone, the bronchocele continues increasing; but in rare cases 
runs on to inflammation or suppuration, by which it diminishes, or 
entirely disappears. 


By the above description of bronchocele, its distinction into true and false, by which 
latter term various swellings in other parts of the neck have been described, is got 


rid of. 

2165. So long as the bronchocele is not large, it causes little or no 
inconvenience ; but with its increasing size, the voice gradually becomes 
hoarser, the swallowing and breathing difficult, and there are severe fits 
of coughing. These symptoms increase in correspondence with the 
greater enlargement of the swelling, till there is danger of suffocation ; 
in consequence of the obstructed circulation in the vessels of the neck, 
the blood collects in the vessels of the head ; the face becomes puffy and 
bluish, the patient complains of headache, and apoplectic symptoms may 
ensue. Owing to the disturbed breathing, and the less expansion of the 
chest, the circulation through the lungs is interfered with, the obstacle 
which the arteries suffer to the impulse of blood given by the heart 
is increased, the cavities of the heart expand, and their walls thin; and 
hence arises the frequent enlargement of the heart observed in bron- 
chocele (a). 

2166. Various kinds of bronchocele must be distinguished according to 
the variety of degeneration of the thyroid gland, which accompany its 
enlargement, namely, the vascular, the lymphatic, and the scirrhous 
bronchocele. The designation of an inflammatory swelling of the 
thyroid gland, (Cynanche thyreoidea,) as inflammatory bronchocele, is 
improper. 


(a) Luturer.—Winstow; in Journal général de Médecine, vol. lvii. p. 414. 1816. 
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Inflammation of the thyroid gland, which may be caused by cold, external violence, 
and the like, produces, on account of its quickly-arising swelling, considerable diffi. 
culty in breathing and swallowing, determination to the head, rushing in the ears, 
disposition to bleeding from the nose, and the like, and is usually accompanied with fever, 
If it run on to suppuration, the abscess does not protrude much, and the collection of 
pus, with increase of the above inconveniences, may become very considerable. 

The treatment of inflamed thyroid gland requires blood-letting, leeches in great 
number on the sides of the neck, calomel, and the like. If an abscess form, it must be 
opened as soon as the presence of pus is ascertained. 

2167. In Vascular or Aneurysmatie Bronchocele (Struma vasculosa, 
aneurysmatica) the vessels of the thyroid gland, arteries, veins, and 
capillary vessels, which, with cellular tissue, make up the greater part of 
its parenchyma, become considerably enlarged. This kind of broncho- 
cele is characterized by its sudden origin, its quick growth, and large 
size. The swelling is warm, firm, and tense; the patient feels in it a 
violent beating, sometimes a roaring. If the hand be applied, the beating 
of the arteries is felt at some one part of its external surface, but espe- 
cially in the course of the large arteries in the substance of the gland ; 
even the superficial twigs and branches are so much enlarged that they 
are seen through the general coverings, and their pulsation is distinctly 
perceptible. The superior thyroideal artery, before it enters the sub- 
stance of the gland, is felt beating violently, if the gland be not so very 
much enlarged that it cover this artery and spread over it with its upper 
outer lobe. Vascular bronchocele produces, earlier than any other, 
difficulty of breathing and swallowing, frequent bleeding from the nose, 
dizziness, and determination to the head ; it constantly increases, 

2168. Lymphatic Bronchocele (Struma lymphatica) is of most fre- 
quent occurrence, and in many places endemic. ‘The cells in the paren- 
chyma of the thyroid gland become filled with a clammy transparent 
fluid, sometimes with a viscid, brown mucous substance, sometimes with 
a lardy or cheesy mass, and sometimes with concretions and bony knobs. 
The walls of these cells thicken, often exceedingly, even to a cartilaginous 
consistence, become united with the masses collected in them, so that the 
cells are more or less completely destroyed, and the whole gland is con- 
verted into a shapeless mass. The vessels may, indeed, here also be 
enlarged, though not to the same degree as in vascular bronchocele. 
Lymphatic bronchocele increases more gradually, and feels more knobby. 

From this general sketch lymphatic bronchocele exhibits itself under as many forms, 
in reference to its external appearance, as it can present. Sometimes it shows a per- 
fectly homogeneous, tolerable firm substance, without any yielding part, and resembles 
a sarcomatous degeneration. Sometimes its surface is irregular, several large knobs 
are produced, hard, in several parts cartilaginous or bony. Sometimes particular cells 
enlarge, so that the greater part of the bronchocele consists of one or several cysts, 
the walls of which are more or less thickened and filled with fluid of different colour 
and consistence. 

This form of bronchocele was known to the ancients, (CELsus,) was described by 
Axpucasis as Bronchocele aquosa, was variously noticed by HeLwic, Hetster, and 
PLoucquet, and has been fully described by Maunorr (a) as Hydrocele Colli. Percy 
would have it named Hydro-Bronchocele, and Breck (6) has described it as Struma 

ystica. 
oT he swelling developes itself on the fore part of the neck, on one or other side, 
sometimes on both at once, in which case there are often two lobes, with a considerable 
depression in the mesial line. It generally affords distinct fluctuation at every part, 
is opaque, but sometimes so transparent that the cysts and fluid contained in the deep- 
lying blood-vessels can be distinguished through the coverings (PELLETAN.) Its size 


(a) Mémoires sur les Amputations, p. 93. Genéve, 1825. 
(6) Ueber den Kropf. Freiburg, 1833. 
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is very various, and it may become so large that the breathing may be rendered very 
difficult or completely stopped. Its cavities are frequently divided by a partition 
which is open at some one part, so that the two sides of the swelling communicate 
with each other. The cysts, which are almost always very thick, resistant, and little 
contractile, usually contain a brownish-coloured fluid; the other parts are very different. 

Opinions vary as to the actual seat of the swelling. Some say it is developed at the 
expense of the thyroid gland; others in the tissue surrounding the gland, in which case 
the gland, pressed back towards the windpipe, becomes atrophic, and is more or less 
surrounded with a false membrane, and the cyst is placed at its hinder upper part. 
If the swelling be developed in the gland itself, there are very rarely found any traces 
of its parenchyma, the vessels alone remain, and are filled with fluid which has usually 
the colour of wine lees. That the thyroid gland usually remains sound in this disease, 
as has been also supposed, appears without foundation; and according to the above- 
described, ordinary relations of the gland, its determination as a peculiar kind of 
lymphatic bronchocele is legitimate. It is characterized by its egg-shaped or globe- 
like form, without knobby elevations, by the elastic tension of the most projecting 
part of the swelling, by the bulging of its contents in different directions on the appli- 
cation of pressure which is not painful, by its more or less distinct fluctuation, and its 
transparency when present. The beating of the arteries is less distinct, and if present, 
as DuruyTREN has noticed in one case, there is a motion and heaving of the swelling 
Ps, the communicated pulsation, and not depending on its expansion and contraction 

IGNE. 

: rondo the one term, lymphatic bronchocele, CHELIUS here includes two decidedly 
different diseases ; first, cysts in the substance of the gland, which he has described in 
the principal clause of the paragraph, may fairly retain the name; and, secondly, serous 
cysts in the neck, which are called by Maunoir, Hydrocéle du Cou, but in reality are 
only cysts developed in the cellular tissue, and have nothing to do with the thyroid 
gland, except spreading over it as over the other parts in the neck; they will be again 
noticed in treating of Encysted Tumours. (p. 695.)—J. F. 8.] 

2169. In Scirrhous Bronchocele (Struma scirrhosa) the thyroid gland 
is less enlarged, but unusually hard, knobby, and irregular; the neigh- 
bouring cellular tissue wastes; from the very first the pain is violent and 
gnawing, and spreads up the neck ; breathing and swallowing are very 
difficult, the one more than the other however, according to the part of 
the gland diseased. ‘The scirrhous mass very soon adheres to the air- 
tube and to the muscles of the neck, and in the last stages the coverings 
become wrinkled and in folds. A sanious fluid often collects in the cells, 
immediately beneath the surface ; the mass of the swelling presses back- 
wards, by which the inconveniences are very much increased. At last 
it is converted into a carcinoma and a true cancerous ulcer, with which 
the neighbouring glands of the neck become swollen. 

2170. Much uncertainty prevails as to the cause of bronchocele. In 
many districts, especially in low vallies, it is an endemic, unless its cause 
can be decidedly referred to the state of the atmosphere, the use of water 
containing salts of difficult solution, or of snow water (1). Cretinism 
and bronchocele do not stand in any necessary causal relation; the intel- 
lectual faculties are weak from birth in cretins, and in many this blunt- 
ness of intellect is complete, without swelling of the thyroid gland, at 
least without any such as can produce obstruction to the circulation. 
Experience, however, shows in most cases in cretins a peculiar misforma- 
tion of the skull, by which the circulation in the carotids is more or less 
disturbed, and the enlargement of the thyroid gland produced by the 
greater inflow of blood (2). Females are more commonly subject to 
bronchocele than males, and its commencement usually begins with the 
menstrual development (3). Bronchocele frequently makes its appear- 
ance in scrofulous subjects (4). I have twice noticed congenital swelling 
of the thyroid gland. Violent exertion, labour pains, carrying heavy 
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weights upon the head, screaming, and the like, frequently produce it, 
and sometimes very quickly. WALTHER supposes, that in aneurysmatic 
bronchocele the arterial system is always in a somewhat diseased condition, 
and has a greater or less degree of aneurysmal diathesis. 


Of late the opinion advanced by Borpev, of a closure of the tracheo-thyroideal pas- 
sage as the cause of bronchocele, has been revived. 

[(1) That the cause of bronchocele depends on the mineral substances contained in the 
waters of the districts where it is common, appears to be proved beyond all doubt by 
M‘CLELLAN’s observations (a), and he seems to think probably also on the state of the 
atmosphere. He refers to the observations of SauNDERs (b) on the frequency of goitre 
in Sumatra, in proof that snow water is not the cause of this disease, and he shows that 
it really depends upon the changed condition of the water which has circulated through 
the caverns of the Alpine or compact limestone, and although not percolating the rock 
itself, has acted upon the extraneous fossils and metallic substances with which such 
rocks abound, and become impregnated with them. He observes, that ‘* Alpine lime- 
stone does not occur to any great extent in the mountains of Ireland, nor in those of 
Scotland and Wales; and in these countries goftre is unknown. In England the 
disease is known by the name of Derbyshire Neck, and is principally confined to Der- 
byshire, where the particular rock in question forms the characteristic features of the 
county. In the Alps of Switzerland and Tyrol, where goitre and cretinism both prevail, 
we have the authority of geologists that Alpine limestone and nagelflugh (usually com- 
posed of fragments of limestone more or less rounded, and of various magnitudes, 
cemented together by a basis of calc-sinter, JamEsoNn) compose the greatest portion of 
the mountains. Now this nagelflugh is the same rock, or nearly so, as that on which 
the villages of Goseragong, Batuda, and Deota, are erected, villages whose inhabitants 
are affected with goitre to the extent of half their population.” (p. 318.) In regard 
to the condition of the atmosphere as exciting this disease, he says :—“ As this vola- 
tile poison (carbonic acid gas) exists in limestone to the extent of 44 parts in 100 
of the solid rock, it is possible to conceive, that a sufficient quantity of it, to cause a 
more or less vitiated condition of the air may be extricated from limestone by atmo- 
spheric heat, assisted by such other causes as promote the decomposition of the rock. 
* * * A reference to the mineral topography of all the villages in Kemaon, which 
I have examined, but one, seems to favour rather than negative these views. * * * 
If there be difficulties in the way of conceiving the possibility of the emission of carbonic 
acid gas from limestone, its absorption by lime water may be suggested as a means by 
which it may be attracted by the moisture on the surface and at the base of calcareous 
mountains.” (p. 321.) 

(2) M‘CLELLAN observes on this point :—“ From goitre as it appears in Kemaon, in its 
more distinct form, as well as in conjunction with cretinism, there are many reasons for 
believing that both complaints are intimately connected with each other ; if not identi- 
cally the same, they are mere modifications of different degrees of intensity of the same 
causes.” (p. 335.) 

(3) According to M‘CLEeLan, “ the disease begins at any period of life after the age 
of three years, and never as far as he has seen, arrives at its full size sooner than six 
years from the time of its commencement, but is generally much slower, its progressive 
augmentation seldom however becoming perfectly suspended during a residence in an 
affected village. * * * The usual size of a full-grown goitre is about one foot ten 
inches in circumference, including the neck ; and about two feet from one angle of the 
lower jaw to the opposite side, measuring under the tumour.” (p. 317.) 

IN@LIs (c) says as to the age at which bronchocele is most usual :—“ We may infer 
that the first ten years of life are comparatively exempt from the disease, and that the 
second ten are most subject to it; as out of one hundred and eleven, only eleven appear 
during the first ten, sixty-three during the second, and twenty-four in the following; 
the fourth ten years present four cases, the succeeding, four; and from the age of fifty 
to sixty-two only two cases are found.” (p. 57.) Dr. CopLanp also observes that in 
a considerable number of cases which have come before him in females, he has never 
met with any before the period of commencing puberty.” Incxis has also compared 
the proportion of cases in this country, which have been collected by several writers, 
from which it appears that, in a hundred cases, those observed in men varied between 
two and five and a half per cent. (p. 32.) 


(a) Above cited. (6) Journey to Boutan; in Phil. Trans., vol. lxxix. p. 89. 1789. 
(c) Above cited. 
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(4) Dr. Ropertson indeed says:— There are many reasons to induce us to regard 
goitre as a particular variety of scrofula; in this country (England) it is only seen in 
highly scrofulous constitutions.” As to the differences between scrofula and bron- 
chocele stated by PosTIGLIONE (a), M‘CLELLAN denies that the latter should be 
considered a merely local disease, or that it begins at a later period than scrofula and 
does not spontaneously disappear ; but he admits that scrofulous glands often suppurate, 
whilst bronchocele rarely undergoes this change, which he considers the only real 
distinction between the two. From “the consideration of the predisposing cause,” 
however, he observes, we are led to the conclusion “ that the same inherent diathesis, 
that under certain circumstances gives rise to scrofula, would, under exposure to the exciting 
cause of gottre, occasion that peculiar form of disease.” (pp. 339, 40.}] 


2171. The size, duration, and nature of the disease, must be taken into 
the account as regards the prognosis in bronchocele. Small lymphatic 
bronchoceles in persons under twenty-four years of age are commonly 
soon cured. But the cure is more tedious if the swelling be larger and 
firmer and in older people. In large bronchoceles both internal and 
external employment of medicinal remedies are frequently useless, and 
a decidedly operative treatment must be employed to get rid of the swell- 
ing entirely, or at least to diminish it to such degree that the patient’s 
sufferings may be bearable. ‘The carcinomatous degeneration of the 
thyroid gland is incurable. In rare cases, bronchocele, when consequent 
on severe violence, cold and the like, may be attacked with more or less 
violent inflammation (Thyreophyma acutum) of Franx (6), in which 
case, with pain, increased heat, and sometimes with redness of the bron- 
chocele, its tension and size quickly and considerably increase ; the arteries 
of the neck pulsate strongly, the veins swell, there is difficulty in breathing 
and swallowing, determination to the head, redness and puffiness of the 
face, and frequently considerable fever. This inflammation may run 
to suppuration; the bronchocele may be completely or in great part 
destroyed ; the collected pus, if the abscess be not opened in proper 
time may produce, by burrowing, considerable destruction of the neigh- 
bouring parts, may eat away even the air-tube itself and empty into 
it-(c): 

ios The treatment of bronchocele must vary according to the nature 
of the swelling, as the remedies applicable to one form of the complaint, 
are of no use in another. 

2173. In vascular bronchocele, the further growth of the tumour can 
alone be prevented and its diminution effected, at the very first, by general 
and local blood-letting, by the patient at the same time keeping perfectly 
quiet ; by the continued employment of cold applications, and the internal 
use of digitalis, and by carefully avoiding every exertion ; at least, 1 have 
in two cases followed this practice with success. If the vascular bron- 
chocele have already attained considerable size, nothing is of any service, 
and the proper remedy for diminishing, if not of perfectly getting rid 
of the swelling, by which the inconveniences it causes are also 
removed, consists in tying the superior thyroideal artery, by which the 
thyroid gland is deprived of the greatest quantity of the blood which flows 
into it. 


(a) Memoria Patologico-practica sulla Natura (c) Barnt1E, Marruew, M.D., a Series of 
di Gozzo. Firenze, 1811. 12mo. Engravings, with Explanations, intended to illus- 
(6) De curandis hominum morbis Epitome, lib. trate the Morbid Anatomy of some of the most 


vi. pars ii. p. 1xxx.— Hupepen, Diss. sistens important parts of the Human Body. Second 
Animadversiones de affectionibus inflammatoriis Edition. London, 1812. 4to. 
Glandule Thyroidee. Gottinge, 1824. 
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2174. This operation was first proposed, in way of question, by CHARLES 
G. Lance (a), afterwards by Jonxs (5), especially applied by SpancEN- 
BERG to aneurysmal bronchocele, and first undertaken by W1LL1AM 
Buizarp (e), in whose cases great diminution of the size of the swelling 
ensued, but the patient died of hospital-gangrene. Warner (d) per- 
formed the operation successfully ; also Coates (e), WEDEMEYER (/), 
JAMESON (9g), EARLE (h), BecK (7), and I, myself, in six instances. 
Fritze (j), Zana (k), and LANGENBECK (2) have met with fatal cases 
from bleeding, and inflammatory symptoms. GRAEFE (m) and myself (7) 
have operated without any permanent result. 

2175. Tying the superior thyroideal artery is performed in the follow- 
ing manner. ‘The patient seated on a high stool, opposite the light, in- 
clines his head to the contrary side on which the operator stands, and 
rests it on the breast of an assistant. At the point where the artery is 
felt pulsating, the skin having been moderately stretched to prevent any 
fold, a cut is to be made through it, which beginning a little below the 
angle of the lower jaw and rather to its outside, is carried inwards and 
downwards along the inner edge of the m. sterno-mastoideus ; and a second 
cut divides the m. platysma myoides in the same direction, the blood 
which flows into the wound being sopped up by an assistant with a moist 
sponge. The tip of the left forefinger is passed into the wound to ascer- 
tain most accurately the situation of the artery. A director is then pushed 
into the cellular tissue, covering the artery and the tissue divided with the 
bistoury ; after which, it must be endeavoured to isolate the vessel with 
the blunt end of the director, with the handle of the scalpel or with the 
finger ; but the use of any cutting instrument is to be avoided. The artery 
having been laid bare is now brought a little up, and a single round liga- 
ture carried with Drescuamrs’ needle about it, and tied with two single 
knots. The ends of the thread lying out of the wound are fixed with a 
piece of plaster, and the edges being brought together with strips of 
plaster, some wadding, and a compress are applied, and the whole kept in 
place by a circular bandage. 

_ The laying bare of the artery is rendered easy by the upper edge of the bronchocele 
raising it up considerably. If the m. omohyoideus, as it passes above the artery, inter- 
fere with the isolation of the vessel, it may be advantageously cut through. It is 
easier to tie the artery between this muscle and its entrance into the gland than above 
it. I have, however, found, in one case in which I tied the artery above this muscle, 
that it was as easy as tying it below. A branch of the glossopharyngeal nerve, which 
lies close to the thyroid artery, must be taken care of, and drawn outwards. This also. 
applies to the thyroideal veins, and the laryngeal branches of the thyroideal artery ; 
the ligature is applied where this artery is already given off. Every spouting vessel 


must be taken up as the operation goes on. k 
Various propositions have been made as to the mode of finding the superior 


(a) Dissertatio de Strumis et Scrophulis, polG. 
Witemb., 1707. 
(b) A Treatise on the Process employed by 


(¢) Above cited. 
(7) Hepenus, above cited, p. 255. 
(k) Verunglickter Versuch, eine Kropfge- 


Nature in suppressing the Hemorrhage from 
divided and punctured Arteries, and on the use 
of the Ligature, &c. London, 1805. 8vo, 
(c) ALLAN Burns, above cited, p. 203. 
(d) Above cited, in his Journal fir Chirurgie 
und Augenheilkunde, vol. ii. p. 584. 
(e€) Med.-Chir. Trans., vol. x. p 312. 1819. 
(f) LaneensBecn’s Neue Bibliothek, vol. iii. 
part ii. p. 185. 

: (yg) American Medical Recorder, vol. v. p. 116. 
822. 
(h) London Medical and Physical Journal, vol. 

lvi. p. 201. Sept., 1826. 
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schwulst durch Unterbindung der Arteria thy- 
reoidea superior zu heilen, Mitgetheilt van Dr. 
HOoReEn ; in Rvst’s Magazin, vol. vii. p. 315. 

(7), Neue Bibliothek, vol. iv. part iii. p. 558, 

(m) HEDENUus, above cited, p. 255. 
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658 BRONCHOCELE; TYING OF SUPERIOR THYROIDEAL ARTERY. 


thyroideal artery, and the direction of the cut through the skin, and this step of the 
operation has been subjected to as definite rules, as for finding arteries in other parts of 
the body. According to Jameson and Zane, the cut through the skin should be begun 
on the middle of the lobe of the thyroid gland, near the upper edge of the thyroid 
eartilage, and continued for the length of two inches, according to JAMESON, of one, 
towards the clavicle. von WALTHER and others fix for the beginning of the cut the 
space between the tongue-bone and the thyroid cartilage, from which it is to be con- 
tinued three inches in length on the inner edge of the m. sterno-mastoideus, towards the 

‘preast-bone. According to LANGENBECK and Busaxsky, it should begin immediately 
over the submaxillary gland, and be carried down in a straight line to the lower edge of 
the thyroid cartilage. All these rules are, however, precarious; the situation and course 
of the superior thyroideal artery vary so considerably, according to the size and exten- 
sion of the bronchocele in different directions, that any such determination of the begin- 
ning and extent of the wound through the skin, cannot in general apply, and the above- 
mentioned rules on this point can alone be held with. 


2176. The patient having been put to bed, with his head a little raised 
and laid on the side, must be kept quiet and treated precisely as when an 
artery is tied for aneurysm. It seems in this case always advisable after 
the operation to have recourse to a not inconsiderable blood-letting, for 
the purpose of checking a great flow of blood to the brain. If inflamma- 
tory symptoms, difficulty of breathing and swallowing, headache, and the 
like, should occur, general and local blood-lettings are to be considere 
the most efficient remedies. Violent cough requires extract of hyoscy- 
amus, together with antiphlogistic means. 

If both superior thyroideal arteries require tying, that of the other 
side must be tied after the wound of the first operation have healed. After 
tying, the bronchocele loses its elastic feel, the pulsation diminishes, the 
warmth lessens, and the swelling becomes smaller and shrivelled. 

2177. If this operation be compared with those modes of treatment 
formerly recommended in that stage of bronchocele which threatens 
danger, as extirpation of the thyroid gland, the introduction of a seton, 
or issues, it must undoubtedly be preferred, partly on account of its easy 
performance, and partly for its happy result, when the bronchocele is of the 
vascular kind, that is, depending more on the enlargement of the vessels 
than on the thickening of the uninjectable part of its tissue, or on the pour- 
ing out of lymph-clots and degenerations in its cells. If the growth of 
the bronchocele cannot be in any way prevented, dangerous symptoms 
may be produced, and the superior thyroideal artery felt pulsating dis- 
tinctly. A slight degree of still little developed general affection of the 
vessels accompanying aneurysmal bronchocele must not contraindicate the 
operation; but in far advanced diseased alteration of the heart and arte- 
rial system, those ill consequences at least may accrue after the operation, 
which happen after the operation for aneurysm, when there is an aneu- 
rysmal diathesis (1). If these circumstances be carefully considered be- 
fore the operation, and that performed with due caution, the results, in 
most cases, correspond with our expectations. To this must be added 
that aneurysmal struma, as above mentioned, (par. 2167,) is not common ; 
that the symptoms may be illusory, since the bronchocele characterized as 
aneurysmal, exhibits in its interior more or less thickening, cavities and 
cells filled with serous or brownish fluid, and that such bronchocele may 
also be efficiently treated with seton (a); hence the propriety of tying the 
superior thyroideal artery is not disparaged. 

Von WALTHER doubts the possibility of the growth of the tumour after 
tying the superior thyroideal artery, and asserts the adhesion of a very 

(a) Rust’s Magazin, above cited. —I.ANGENBECK, above cited. 
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large portion of the expanded and tied vessel. 
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I have, however, noticed 


the contrary, as the growth of the swelling may be continued by the en- 
largement of the inferior thyroideal artery and its communication with 
the superior (2). In general this does not happen, and perhaps can only, 
when the inferior as well as the superior artery is at the same time 


enlarged (a). 


It must, however, be always remembered, in deciding 


on tying the superior thyroideal artery, that if it be much changed by 
disease, the ligature will not effect its obliteration, but bleeding must 
ensue, which in many instances will have an unhappy result. 


(1) P. von Watruer (6) has successfully practised tying the superior thyroideal 
artery as above directed, in a ease of aneurysmal struma. 


[(2) In confirmation of CuxExtus’s stat 


ement regarding the growth of the broncho- 


cele, after tying the superior thyroideal artery, although the swelling had at first de- 
creased even considerably, Craw¥orD (c) states that CoaTEs informed him as to the 
final result of his operation above mentioned, “ though the case proceeded extremely 
well for some time after the patient was discharged and lost sight of, yet the tumour 
subsequently, he understood, enlarged, and in the end destroyed the woman by suffoca- 
tion.” Also, in a case of WickHAM’s of Winchester, the largest he ever saw, “after the 
ligature of the artery, the swelling gradually diminished for about six weeks, after 


which it as gradually regained its former size. 


It seemed that the decrease of the tumour 


continued so long as the part of the gland, which had been supplied by the vessel, remained 
without nourishment; but as soon as the supply was restored by the anastomosing 
branches from the opposite superior and the two inferior thyroideal arteries, the swelling 


returned to its former dimensions. 


Such, I should conceive, would be the case unless all 


the thyroideal arteries were obliterated, which it would be a very difficult task to accom- 
plish, if not altogether impracticable from the depth of the lower vessels.” (p. 331.)] 

The circumstance above noticed in regard to the enlargement of the inferior thyroi- 
deal artery has led to the proposal of tying it also. Vexrravu (d), Dierricn (e), and 
LayMAnNn (f)) have given special directions for finding this artery. 

There may be cases in which after tying the superior thyroideal artery, the broncho- 
cele does not properly decrease, on account of the existing enlargement of the inferior 
thyroideal artery. But as regards the mode of tying the latter vessel, that which has 
been already mentioned as to the direction of the cut for tying the superior artery, 
applies to it also. Only if the inferior thyroideal can be decidedly distinguished, by its 
pulsation and size at the lower part of the bronchocele, may it be decided to tie it, and 


the direction of the cut must then be decided by the situation of the vessel. 


In a case 


in which I had tied the superior‘ thyroideal artery and the bronchocele had diminished ° 
considerably, I felt the inferior artery pulsate distinctly, and could have undertaken 
tying it with ease, if the diminution of the swelling and the subsidence of the previous 


symptoms had not rendered it unneeessary. 


2178. Lymphatic bronchocele, if not exceedingly large, and of very 
long duration may be always cured by the use of internal and external 
remedies, or at least be so far controlled, that the disease produces no 


serious inconvenience. 


2179. Of all the remedies which have been employed internally for 


bronchocele, burnt sponge has been most used. 


It has been given in 


different forms, and with various combinations; but according to my ex- 


perience most advantageously with red foxglove. 


Iodine, which is consi- 


dered the most important element in the burnt sponge, has, from Corn- 
DET’S (g) experience and recommendation acquired great repute. Forty- 


(a) CueEtrus, above cited, p. 233; and in 
Heidelb. klinisch, Annalen, vol. i. part i. 

(6) In his Journal fir Chirurgie und Augen- 
heilkunde, vol. ii. p. 584. 

c) Cyclopeedia of Practical Medicine, vol. i. 

es Traite d’Anatomie Chirurgicale, vol. ii, 
Paris, 1825. 8vo. 

(e) Das Aufsuchen der Schlagadern, p. 95. 
Nirnberg, 1831. 

(f) Dissert. de ligandis Arteriis thyreoideis, 
reesertim inferioribus ad sanandam Strumam. 

nne, 1833. - 


(g) Découverte d’un nouveau reméde contre 
le Goitre ; in Bibliothéque Universelle de Genéve, 
vol. xiv. p.190. 1820.—Nouvelles Recherches sur 
les effets de l'Iodine et sur les précautions & suivre 
dans le traitement du Goitre par ce nouveau re- 
méde; in Bibl. Univers., vol. xvi. p. 140. 1821. 
—Formry, Bemerkungen iiber den Kropf und 
Nachricht iiber ein dagegen neu entdecktes Mittel. 
Berlin, 1820.—Gnrarrer, Ueber die Indicationen, 
nach welchen die Iodine gegen Kriépfeanzuwenden - 
ist ; in Journal fiir Chirurgie und Augenheilkunde,, 
vol. ii, p. 616. 
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eight grains of iodine are to be dissolved in an ounce of spirits of 
wine, and of this ten drops are to be taken thrice a day, in a glass of 
water sweetened with sugar. After eight days the dose is to be increased 
to fifteen drops, and some days after to twenty, drops. It is observed in 
this treatment, that within the first eight days, the skin over the broncho- 
cele is less tense, the substance of the swelling softer, the several parts of 
the gland more distinct, and its removal gradual. Small bronchoceles 
usually disappear in eight or ten weeks, and very large ones diminish. In 
this employment of iodine it is noticed, that besides the softening and re- 
moval of the bronchocele, usually the pulse becomes quickened, and that 
there are other variations from the natural condition. On the setting in 
of these symptoms the iodine must be at once left off, and only again 
employed eight or ten days after, when they have subsided (1). | 

Very large doses of iodine, or its too long continued use cause palpita- 
tions of the heart, dry, frequent cough, loss of sleep, quick wasting, loss 
of power, swellings of the bones, tremors, a painful hardness of the 
bronchocele, sometimes wasting of the breasts, considerable and continued 
loss of appetite (2). These symptoms may be always removed by warm 
bathing, valerian, quinine, volatile alkalies, and other antispasmodics ; and 
the painful hardness of the bronchocele by leeches and softening fomenta- 
tions. In consequence of these effects of iodine, it must always be given 
with caution, and with due reference to the constitution of the patient, 
and the condition of the bronchocele. Very tense, painful bronchocele 
make no difference ; however, if there be in addition spasms or bilious 
symptoms, leeches, softening fomentations, antispasmodie, and anti- 
gastric remedies must be employed. The use of iodine is contraindicated 
in pregnancy, in the disposition to flooding, in incipient diseases of the 
breast, in wasting fevers, and in irritable and nervous constitutions. 
Iodine acts especially on men, who have no other ailment than broncho- 
cele, if it occur in later life, or the patient have reached manhood. When 
the symptoms endanger life, or become fatal from the use of iodine, their 
cause depends on inattention to the points above noticed ; or in the mode 
in which the iodine is employed (par. 776.) As in using tincture of iodine 
by mixing it with sugared water, the iodine is thrown down, and so gets 
into the stomach in an undissolved state, it seems preferable to use it in the 
mode prescribed by Lugon, half a grain to a whole grain of iodine dis- 
solved in a pint of distilled water, to be taken during the day ( par. 776) ; 
or a solution of hydriodate of potash ( par. 856) may be given, from which 
I have never noticed the symptoms just stated. 


The other remedies which have been also employed in bronchocele, as calcined egg 
shells, barytes, carbonate of soda, of potash, soap, vinegar of squills, oxysulphuret of 
antimony, digitalis, belladonna, and many others, are some of them little longer in use, 
and some given in combination with burnt sponge. 

GRAEFE considers the following as very efficacious :-— 


Rk Potass. tart. Rad. imperator. 
Spong. ust. Cinnam. acut. 4a 3ij. 


Ammon. hydrochl. Piper. long. 3i. 
Misce ut fiat pulvis subtilissimus. 

Persons who are little irritable, pasty, and have large lymphatic bronchocele, 
should take daily, morning and evening, a small heaped-up teaspoonful. Irritable 
wasted persons, whose bronchocele is small, should take the same dose only once. The 
remedy is very efficacious, though most nauseous when swallowed dry, and must be 
continued longer if the patient take it in water. 

[(1) Inexis objects to ComnpET’s mode of employing iodine, that “were it used in 


Sacch. alb. aa 3ss. | Sulph. antim. aurat. 9). 
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any quantity, the result would be a deposition of pure iodine upon the mucous mem- 
brane of the stomach, on account of the affinity which exists between alcohol and water. 
Nor would the evil stop here. Iodine has a great affinity for hydrogen: so that when- 
ever it comes in contact with other vegetable or animal matter, it decomposes it, taking 
its hydrogen to form hydriodic acid; the mucous membrane of the stomach would 
therefore suffer, which dissection after death proves really to take place, by poison- 
ing with iodine; there being always found, as Orrria has shown, ulceration of the 
mucous membrane of the stomach and intestines. On which account he prefers, even 
to the weakest tincture, an aqueous solution either of the hydriodate of potassa, the 
hydriodate of iron, or of iodine rendered more soluble by the presence ofa salt, as the 
nitrate of ammonia, the hydriodate of soda, or the hydriodate of potassa.” (p. 65.) But 
of these several preparations he gives preference to the ioduret of iron, in the follow- 
ing form:—R ferri iodur. 3ss., potass. hydriod. 9j., aq. destill. 3 jss. Solve. Cap. 
gutt. xx. ter die ex aqud ; and for the following reason :—“ That in his goitrous patients 
he generally found some catamenial irregularity, more particularly amenorrhea. Now 
he found that when the tincture of cantharides, and of the muriate of iron failed to 
induce the natural secretion, the ioduret of iron often succeeded ; its use, therefore, is 
peculiarly indicated in bronchocele.” (p. 67.) 

(2) Still more serious symptoms than those mentioned result from the improper use 
of iodine (a). “The patient becomes affected with a sense of faintness, tremor, and sink- 
ing, dimness of vision, palpitation, and other symptoms of a nervous kind. The degree 
of tremor, Dr. GAIRDNER informs us, is sometimes so great as to present some resem- 
blance to chorea, though the limbs can always be kept steady. More violent effects 
than these occur at times ; symptoms apparently proceeding from the direct and acrid 
effects of iodine on the alimentary canal, and strongly resembling the Indian cholera ; 
violent and incessant vomiting, strong spasms of the back and legs ; extremely frequent, 
small and oppressed pulse, urgent thirst, and excruciating pain of the stomach and 
bowels ; the latter being sometimes violently purged, at other times obstinately con- 
fined.” (p. 329.) These severe symptoms I have never witnessed, perhaps because I 
have been accustomed to use iodide of potass, which the stomach will bear, in doses up 
to five grains, and even more, though continued for many weeks. Occasionally, how- 
ever, the iodide of potass will cause nausea and loss of appetite, so that its discontinu- 
ance for a time will be necessary. I have seen it also several times produce ptyalism 
in persons of irritable coustitution. On these accounts, it is necessary to watch its 
effects carefully. 

The best modes of giving iodide of potass, is, in doses of from three to five grains, 
according to the age and condition of the patient, twice a-day, either in compound decoc- 
tion of sarsaparilla, or in compound infusion of gentian, or pennyroyal water, with 
some warm tincture.—J. F. S.] 


2180. Of the very great number of external remedies which have been 
advised to be used alone, or at the same time with internal medicines, the 
following may be mentioned as the most effectual and most useful; fre- 
quently rubbing the swelling with flannel, rubbing with camphorated 
liniment, with diluted caustic liquor of ammonia, soap liniment with liquor 
of ammonia, with ung. digital. purpur., with mercurial ointment and tinc- 
ture of cantharides, with naphtha, with foctid oil of tartar and opium, 
nightly application of discutient plasters of soap, of mercury mixed with 
volatile salts and camphor, empl. cicut. ammoniaco c., and the like. As 
the internal use of iodine, even when employed with the greatest care 
frequently produces injurious effects, Coinprr (4) advises its external 
application, and frequent experience has proved its great influence in 
bronchocele, as well as in other glandular swellings. Half a dram of 
iodide of potash is to be made into an ointment with half an ounce of 
Jard, and a piece as big asa nut rubbed into the bronchocele morning 
and evening. ‘The cure is mostly completed in from four to five weeks ; 


(a) Dict, of Pract. Med,, vol. i. 

(4) Notice sur l’administration de l’lode par _ bachtung iiber die jiussere Anwendung des hydrio- 
frictions ; et sur l’application de ce médieament —_dinsauren Natrum; in von GRAEFE und von Wal« 
au traitement des scrofules et des quelques mala- THER’S Journal, vol. iii. p. 277.— Baup, Observa- 
dies de systéme lymphatique; in Biblioth. Uni- _ tions sur les Effets de l’lode contre le Goitre; in 
vers. de Genéve, vol. xvi. p. 326,—B1EHLER, Beo- Bibl. Univers, de Genéve, vol. xviii, p, 304, 
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in some instances it must be combined with the internal use of iodine. If 
the bronchocele become painful and harder, this ointment must be with- 
held for a time, and leeches and warm applications made use of. Caution 
must also be recommended in the external use of iodine. 

[In using iodide of potash as an ointment, it is better not to rub it in, as almost inva- 
riably, sooner or later, and in irritable persons after two or three rubbings, it irritates 
the skin so much, that the cuticle separates and a sore is produced, which compels the 
suspension of its employment. All the wished for advantages will be gained by 
simply smearing the ointment thickly over the affected part, and covering it with 
a piece of lint once or twice a day; and very rarely is the skin in this way irri- 
tated. Some practitioners paint the swelling over with the tincture of iodine; but 
sie nok npereanen hy blisters the skin, and therefore its use cannot be persisted in. 

2181. Of all the remedies, both internal and external, recommended in 
the treatment of lymphatic bronchocele, I prefer the internal use of burnt 
sponge with ginger, sometimes with the addition of digitalis, and frequent 
smart rubbing with camphor liniment. From the results of my own ex- 
perience, I have not done more by the internal and external use of iodine 
than by the plan just mentioned ; and where that has been inefficient, so 
has also iodine. 

2182. When considerable alteration and cartilaginous hardening has 
taken place in lymphatic bronchocele, and when by the cautious employ- 
ment of internal and external remedies, no diminution of the swelling has 
been produced, and symptoms threatening life arise, the lessening of the 
tumour may be effected by tying the superior thyroideal artery, if it be 
much enlarged, and pulsate violently. But in these cases the introduction 
of a seton is most advantageous, by which the destruction of the swelling, 
by suppuration, and the obliteration of the vessels by the inflammation 
excited, is effected. 

2183. The seton should be passed either from above downwards, or 
from one side to the other, through the substance of the swollen gland ; in 
doing which the superficial veins must be cautiously avoided, and the 
needle not passed too deeply. In general a reddish-brown thickish fluid 
escapes ; and some days after, the seton must be drawn further ; the in- 
flammation thereby excited is of little inconvenience to the patient. If 
the seton be not sufficiently active, a due degree of irritation may be ex- 
cited by smearing it with some acrid ointment ; or pieces of hellebore root 
may be introduced with it. The seton must remain in for a long time in 
order to keep up suppuration till the cure is complete, and to prevent the 
burrowing of the pus. Suppuration rarely extends throughout the whole 
gland, but generally destroys only that part of it which is in the neigh- 
bourhood of the seton. If luxuriant granulations appear at the openings, 
they must be snipped off. When suppuration ceases, and the wound 
has perfectly healed, the lessening of the bronchocele continues till it has 
completely disappeared. For some time the skin has a wrinkled ap- 
pearance, but soon afterwards becomes natural. At the scars the skin at 
first seems adherent to the thyroid gland, but this also disappears in a 
little time. ‘Quapri’s successful cases show that a seton may be passed 
repeatedly, even as often as sixteen times, in various directions through 
the bronchocele, without any particular symptoms appearing. In the 
re-introduction of a seton-needle through the still remaining part of a 
bronchocele, QuapRi found considerable resistance at the part where it 
had been previously employed ; on which account he concluded that the 
recurrence of bronchocele, after using a seton, was very improbable. 


BY EXTIRPATION. 663 
Although the use of aseton is not so dangerous a remedy as by many 
supposed, I have known, from my own experience, as well as that of 
others, fatal results, which seemed to me to depend on the unhealthy 
and copious suppuration which ensued when the seton had been drawn 
through the larger cavities of the bronchocele, the firm and cartilaginous 
walls of which did not fall together, and foul ichor, collected from one 
dressing to another, caused fatal reaction (a). 

2184. Of similar operation to the seton is the emptying a bronchocele 
with a sufficiently large cut, and exciting inflammation and suppuration 
by introducing lint into it. The front of the gland is laid bare, with a 
longitudinal cut, the bleeding vessels tied, the swelling cut into and 
emptied of its contents, by pressure made upon it, lint introduced and sup- 
puration endeavoured to be excited by digestive remedies. This treatment 
appears specially applicable in that kind of lymphatic bronchocele which 
contains fluid in several small or large cavities, and withstands the use 
of the internal and external remedies above mentioned, as well also as 
when by the introduction ef the seton dangerous symptoms are feared 
from the collection of foul ichor (6). 


The mere puncturing and emptying the fluid in Struma cystica is only palliative, and 
the fluid soon re-collects, and frequently soon exceeds what it was before. Maunorr 
has, after puncturing the swelling, thrown in irritating injections ; but experience does 
not speak in favour of this mode of treatment, as the fluid, if not very irritating, is of no 
use, and if it be, may produce very violent symptoms. The objections already made to 
the use of the seton apply also here, although it is used by many in this form of bron- 
chocele. As notwithstanding the inlying of the seton the fluid oftentimes will not 
escape properly, the introduction of an elastic tube into the lower opening has been 
advised, through which, at the same time, soothing and irritating injections may be 
made (PicNé after Sanson.) The copious suppuration gradually diminishes, the 
cavities shrink, and, by degrees, are converted into a single canal (c). Serious 
symptoms may, however, occur after this mode of proceeding, and the cure is in 
general only completed in from five to six months. 

Cuetius has not correctly stated Maunorr’s practice. It is perfectly true that 
at first he used injections, having previously emptied the cyst with a trocar and 
canula; but he found their consequences so serious that he speedily gave them up, and 
employed setons with success in the five cases which he relates. The use of setons 
has also been followed successfully by O’BEIRNE and BransBy Cooper, without any 
additional irritant.—J. F. S.] 


2185. The favourable results to which experience points from the above- 
mentioned various modes of operation, in the most severe cases of struma, 
which have resisted all the internal and external remedies, and endangered 
life, must decidedly reject the extirpation of the bronchocele as very 
dangerous, and almost entirely to be forbidden. Single cases in which 
this operation has been successfully performed do not oppose this opinion, 
as on the other hand just as many have been adduced in which the patient 
has died either under the hands of the operator, or a short time after the ope- 
ration, in which, on account of the bleeding, the completion of the operation 
was prevented, or the patient was only saved with the greatest difficulty. 


(a) L. Herster, Dissert. de Tumore cystico | veau Journal de Médecine, vol. x. p. 25. 1821.— 


singulari. Helmstad, 1744.—Srereman, Dissert. 
de Struma. Jen, 1795.—K.xE1n, Beobachtungen 
iiber die Heilung des Kropfes durch Vereiterung 
vermittelst eines durch gezogenen Haarseiles ; 
in von SieBoLp’s Sammlung chirurgischen Beo- 
bachtungen, vol. i. p. 1!1.—Quapr1, Memoir on a 
New Mode of treating Bronchocele ; in Med.-Chir. 
Trans., vol. x. p. 16.—CopELAND HutTcHIson, 
Cases of Bronchocele, or Goitre, treated by seton, 
with Observations; in Med.-Chir. Trans., vol. xi. 
p. 235.—CueE tus, above cited, p. 238. 

(b) Foprre, above cited.—LxemairE, in Nou- 


Brecx, above cited—Ro@nerra, in Revue Médi- 
cale. 1834, vol. i. p. 379.—HEIDENREICH, in von 
GRAEFE und von WALTHER’s Journal, vol. xxiii. 
P. 680. 1835; and in Allgemeine Zeitung fir 

hirurgie, innere Heilkunde und ihre Hiilfswissen- 
schaften, 1843, No. 4,5, has communicated the 
largest experience on this mode of operative 
treatment of bronchocele, together with careful 
anatomical observations. 

(ec) O’BerrNeE ; in Dublin Journal of Medical 
Science, vol. vi. p. 1. 1834.—Branspy CooPER; 
in Guy’s Hospital Reports, vol.i, p.105. 1836. 


664 ENLARGEMENT OF THE CLITORIS 


In those cases only, where there is a partial, defined swelling of the thyroid gland, 
which is movable or has a neck, and which is unconnected with the deep important 
organs of the neck, is extirpation to be held indicated. The skin is to be divided on 
the tumour and separated from it on each side, the swelling drawn well forwards with a 
hook, and its cellular connexions carefully separated with some strokes of the knife, in 
doing which the blood must be cautiously sopped up with a sponge, the spouting vessels 
tied directly, and if possible before they are cut through. If the neck of the swelling 
be connected with any important organ, if there be reason to fear any vessel running 
through it, the rest must be tied. The treatment of the wound is to be conducted 
according to the general rutes (a). 

[GREEN operated in 1829 on a bronchocele of this kind in a woman twenty- 
nine years old. The swelling was as big as the fist, growing from a small base 
on the right side; its surface presented many enlarged veins, and an artery of equal 
size with the radial ran across its base; it was very firm and irregularly lobulated. 
Two semicireular cuts, meeting above and below, and including the skin covering the 
swelling, were made, and the divided veins bled freely. The artery was found and 
tied; but in doing so was wounded, and there was much bleeding. The base of the 
tumour was then cleared, and bleeding from the jugular vein was stopped by pressure 
upon it. The windpipe and the sheath of the carotid artery were exposed as the base 
of the swelling was isolated, and a strong ligature having been passed round it, the 
tumour was removed at a stroke, and the bleeding ceased; but it reeurred half-an-hour 
after, was evidently venous, and stopped by pressure. In the course of a few days 
suppuration ensued, and the ligature was removed, but low fever ensued, and she died 
on the tenth day after the operation. | 

2186. In cases in which, on account of its situation and condition, 
the extirpation of the bronchocele has seemed to be indicated, tying it at 
its base has been performed successfully by Mayor in three, and by 
Bacu (6) in two, instances. The skin is divided by a crucial cut upon 
the swelling, the flaps dissected back to their base, and the neck of the 
tumour isolated as far as possible with the finger. A strong ligature is 
then applied around it, and tied with a loop-tier.. According to Mayor, 
the ligature sheuld be tied as tight as possible; but according to BAcH 
only lightly for the first two or three days, for the purpose of preventing 
the violent pain, symptoms of choking, bleeding by cutting through a 
vessel, and inflammation of the veins, but afterwards it is to be tightened. 
When the tumour has mortified, it should be cut off in front of the liga- 
ture, which must then be tightened, so as to hasten throwing off the 
stem. This tying, after previously laying bare the neck, is indeed less 
dangerous than extirpation; it is, however, very hazardous. The whole 
swelling must become gangrenous, so that a mass of filth remains till it 
is entirely thrown off, and there is still a horrible wound, which always 
leaves an ugly scar; besides which the inflammation and symptoms of 
suffocation may be very severe. REGAL DE GAILLAC (ce) has made use 
of the subcutaneous ligature for removing bronchocele. 


TIlL—OF ENLARGEMENT OF THE CLITORIS AND OF THE LABIA. 
(Hypertrophia Clitoridis et Labrorum, Lat.; Vergrosserung der Klitoris und der 
Schaamlippen, Germ.) 

2187. The elitoris may, either as.a congenital vice, or as consequent on 
early masturbation, enlarge to such size as more or less to destroy the 
functions of the female generative organs, and even be capable of leading 
to vicious practices. The condition of the clitoris may be, excepting its 


(a) HeveNus; in von GrarrE und von Wat- (b) Hirtz; in Gazette Médicale de Paris, vol. ix. 
THER’S Journal, vol. ii. p. 240.—GRAEFE, see p. 9. 1841. 
Hepenvs, De Glanduld Thyreoided tum sand quam (c) Bulletin général de Thérapeutique. 1841, 
morbosa, p. 267. Lips., 1822.—Manpr; in Rust’s Oct.—Lisron; in Lancet. 1841, vol. i. p. 691. 
Magazin, vol. xxxvii. part iii. p. 337.—ZARTMANN, —A. Sanson, Des Tumenrs du Corps Thyreoide et 


Dissert, de Strume extirpatione. Bonne, 1829. leur Traitement. Thése de Concours. Paris, 1841. 
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size, either natural, or it may deviate more or less from its natural state, 
its vessels may become varicose, and the like. 

Syphilitie affections not unfrequently give rise to considerable enlargement of the 
clitoris. I have seen an instance in which it was about two inches long; it became 
hard, and its natural structure was completely destroyed ; and the same happens in scir- 
rhous degeneration of the organ. 

2188. When the clitoris is of very great length, nothing is left but to 
eut it short; and if otherwise degenerated, to remove it down to the 
healthy part. The patient being held by assistants in a proper posture, 
and the labia separated, the clitoris should be taken with the fingers or 
ferceps, drawn forwards, and the excess, or the degenerated part, cut off 
with a bistoury, or scissors, at one or more strokes. “The bleeding, which 
if the vessels be large is very great, must, as far as possible, be stanched 
by tying, by cold water, by styptics, and by pressure against the arch of 
the pubes. If there be no bleeding, the surface of the wound must be 
dressed with dry lint, covered with a compress, and this fastened with a T 
bandage. Some moistened linen should also be placed between the 
nymphe, and some wads of lint in the vagina, to prevent it growing 
together and narrowing. The after-treatment is conducted on the ordinary 
rules. . 

The case of an idiot, cured by the removal of the clitoris, is related by a physician of 
Berlin (a). 

2189. The labia may, like the clitoris, either from original formation, 
or as consequence of continued inflammation, syphilitic sores, and the like, 
attain such size as to cause difficulty in walking, and interruption to 
coition ; and, by their continued irritation, excoriations, and even deep 
ulceration, may be produced. With enlargement of the /abia the vessels 
commonly become varicose, the /abia themselves quite hard, and the 
discharge of the urine may be more or less completely prevented. 

For enlargement of the labia from elephantiasis see Brrrex (6); also Monon (¢). 

[Enlargement of the abia to such size as to need removal with the kuife, is not, so 
far as I am aware, at all common. But great increase in the bulk of the nymphe, in 
which also the prepuce of the clitoris participates, is of very frequent occurrence in 
women of the town. In St. Thomas's Museum there is an instance of one nympha 
removed by AstLEy Cooper, which is as big as two fists, and has a very whimsical 
history attached to it. The disease merely consists of a large development of tough 
cellular tissue within the double skin; and in general is not very vascular.—J. F. 8.] 

2190. It is rarely possible, except when the enlargement of the labia 
results from continued irritation, or venereal affection, and has not yet 
attained any considerable size, by proper treatment for the removal of 
the irritating cause, or of the syphilis, to be of any use. If the enlarge- 
ment be consequence of the congenital formation, or if accidental, but 
have long continued, and the structure of the labia be considerably 
altered, their removal with the knife or scissors is the only remedy. The 
patient is to be placed in the same posture as for shortening the clitoris, 
the enlarged or degenerated Jabium is to be taken hold of with the 
fingers of the left hand, drawn a little forwards, and with a convex 
bistoury, or with curved scissors, at one or more strokes, the degene- 
rated or enlarged labium is to be removed. The wounded surface must 
be carefully examined, and if any degeneration remain, it must be 
seized with the forceps and cut off. The bleeding is to be stanched by 

(a) von GrazFe und von Wattuer’s Journal, (b) Edinburgh Medical and Surgical Journal, 


vol. vii. p. 1. 1825. vol. xxiii. p. 2u7. 1525. 
(c) Bulletin de la Societe Anatomique, Sept. 1830, p. 12. 


666 WARTS; CAUSES AND 


tying the vessels, or if this be not possible, with cold water or pressure. 
The same dressing is to be employed as for the clitoris. If the enlarge- 
ment be very great, two moderately large semilunar cuts must be made, 
to include the degenerated part; which, having been removed, the edges 
of the wound are to be brought together lengthways, throughout their 
whole extent, with suture. 


[The removal of the enlarged nymphe is usually best performed with a pair 
of small shears, of sufficient size to take off the whole at a stroke. If the prepuce of © 
the clitoris be also enlarged, it is rarely necessary to meddle with it, as after the 
removal of the nymphe, it in general shrinks to a moderate size. I have not found it 
needful, in any case in which I have operated, to employ sutures; or to do more, than 
at first to apply a cold wet rag to stanch the bleeding, and afterwards a poultice; as 
the wound skins, the scar contracts, and the edges soon draw together.—J. F. S.] 


IV.—OF WARTS. 
( Verruce, Lat.; Warzen, Germ.; Verrues, Fr.) 


2191. Warts are variously-shaped growths of the skin which appear 
under two different forms. ‘They are either superficial, with a broad 
base, or most commonly attached by a thin neck, do not project much 
above the surface of the skin, are soft, compressible, covered with the 
ordinary epidermis, and have the same sensibility as the skin. Warts 
commonly arise at those parts where the skin is delicate and sensitive; 
specially, therefore, on the face, neck, and back of the hand, and more 
frequently in women than in men. Or warts are thick, have a broad 
base, and situated more deeply in the skin; their form is conical or 
cylindrical; they are immovable and hard, outspreading on their top ; 
and the skin about their base seems burst through, as by the eruption 
of the wart, and its colour is completely changed ; the top of the wart is 
almost insensible, but frequently it is very painful within. 

[Besides the warts here mentioned, the generative organs are frequently attacked 
with two kinds, one of which has much the appearance of the “seedy wart,” as it is 
commonly called, on other parts of the body, and is a very common attendant on 
gonorrheeal discharge, which has been allowed to remain on the ‘skin -and irritate it. 
At first this kind of wart has a little pedicle, with, in comparison to its size, a broad 
head, consisting of little flat prolongations, like the tips of leaves closely set together ; 
from this there is an acrid secretion which is contagious, and wherever it rests, pro- 
duces in the same individual, or in another having commerce with her or him, the 
same growth. The neighbouring parts soon become contaminated; and it is not 
unfrequent to see the whole of the external female organs thickly covered with them, 
as also the glans penis of the male; and should there chance to be in the latter, 
phimosts, the warty growths rapidly increase, and distend the prepuce, till at last it 
bursts, and their protrusion gives the glans a cauliflower-like appearance. The other 
kind of venereal wart has not the narrow neck nor the leaf-like head, but is broad- 
based, not unfrequently sore, and sometimes even having somewhat the character of a 
shallow badly-skinned ulcer; this form more commonly is noticed when there are—or 
have been—sores, having a very chancrous character; and are often observed to exist 
when decided syphilitic eruptions cover the body. 

Warts sometimes take on a malignant character, and affect the neighbouring glands, 
and occasionally they seem to have a malignant character from the very first. I have 
seen them upon the back of the hand and on other parts of the body ; they generally have 
a broad base and a sort of cauliflower surface, and spread by enlargement of their 
base; sometimes they are tender and painful, at other times, not so; their head breaks 
off easily and bleeds freely, and sometimes ulcerates, still, however, retaining the same 
warty character.—J. F. S.] 


2192. ‘The causes of warts are, for the most part, unknown; local in- 
fluences, as pressure, blows, chafing, and the like, frequently seem to 
produce them; their foundation, however, is, in general, constitutional 
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as they are produced in great numbers in certain persons, and especially 
on different parts, without any local influence being discovered ; and they 
recur after having been removed by local remedies. The blood may be in 
such state that where it touches the skin it may produce warts. 

2193. In treating warts it must first be considered whether they depend 
on any decided internal cause or not, in order to employ the proper 
opposite remedies. Besides attention to diet, mercurial remedies, soap, 
fluid extracts, and resins, are recommended. In using these means, the 
warts often of themselves, or by the application of external remedies at the 
same time, waste away. Frequently also, at the period of puberty, they | 
drop off without any assistance. 

2194. The external remedies advised for treating warts are very — 
numerous; but they are all alike, in that they may be destroyed by 
caustic, or removed by tying, or the knife. ‘To the caustics belong the 
juice of euphorbium, hemlock, sedum acre, strong acetic acid, tincture of 
cantharides, caustic ammonia, sulphuric acid, hydrochloric acid, butyr of 
antimony, lunar caustic, and the like, with which the wart is well to be 
touched ; and this must be repeated as often as the crust falls off till the 
wart is completely destroyed. These remedies are especially applicable, 
if the wart havea broad base. If it have a neck, it may be tied with a 
thread, which must be tightened daily; or it may be cut off with a knife. 
If the wart be thick, it is best to remove part with the knife, and destroy 
the remainder with caustic. It must not be forgotten, however, that in 
thus treating warts, unhealthy sores are often produced, and that the 
scars, after using caustic, are more disfiguring than the previous warts. 
Warts which are very hard, irregular on their surface, and very painful, 
disallow the above modes of treatment ; and if anything be done, their 
complete removal, without leaving any of the degeneration, together 
with the proper remedies for any general disease connected with them, 
must be employed. 

[Common warts, when occurring, as they frequently do, in children, in large 
numbers upon the fingers and hands, often disappear with as little apparent cause as 
they have originated, and frequently, in avery short time. I do not think much 
advantage is gained by teasing them with any application; for they are rarely cured 
more quickly than if left alone. When, however, there bea single one or two upon 
the neck, or on the edge of the eyelid, or on the lid itself, it may be as well either to 
snip it off with scissors, or to tie it with a thin thread; and this more especially in 
adults. If a common wart have, as it has occasionally, a very broad base, attempts to 
remove it, by destroying with strong acids, will now and then set up inflammation of 
the absorbents; and when this has been checked, and the destroyed wart sloughed out, 
the scar takes on again the same disposition, and the wart is reproduced; it may 
become of larger size than before, of which I have had personal experience. 

Gonorrheal warts, if few and distinct, may be snipped off, and the wound touched 
with caustic potash; but if very numerous and close set, so that this cannot be done, 
they must be thoroughly destroyed piecemeal, either with caustic potash or nitric 
acid; but before leaving the patient, it will be proper to neutralize the application with 
acid or alkali, as the case may be, or a troublesome, sloughy, and often unmanageable 
sore, will be the consequence. Whilst these warts are small and short they may very 
frequently be removed, by strewing daily upon them equal parts of savine and sulphate 
of copper, powdered ‘and well mixed together, the parts having been previously well 
cleaned aud dried, and the collection-of the gonorrheal matter upon the skin prevented 
by strict attention to cleanliness. Fumigation with cinnabar is often also very effica- 
cious. The broad warts, which seem to be truly syphilitic, almost invariably disappear 
under a mercurial course. 

Malignant warts must be removed with the subjacent cellular tissue down to the 
muscle on which they are seated. The application of caustic only irritates, and 
quickens their growth.—J. F. 8.] 
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V.—OF CALLOSITIES AND CORNS. 
(Indurationes et Clavi, Lat.; Schwielen und Hiihneraugen, Germ.; Cors, Fr.) 


2195. Callosities are more or less circumscribed thickenings of the 
epidermis, produced by continued pressure. They are most commonly 
seen on the backs of the toes, on their joints, especially on the last, and 
between the toes (corns.) ‘They are generally flat, as if pressed into the 
skin, are produced slowly, and only when they have become large cause 
darting pain, under which circumstances the neighbouring parts are in- 
flamed by the pressure of the callous mass. Sometimes they commence 
with violent pain, especially in persons whose skin is tender. ‘They are 
more troublesome in warm than in cold weather. The skin is indented 
‘ in the middle of a corn, and on examination, the corion is often found 
perforated. 


These projections of the epidermis consist of two substances; the upper is dry, in 
shape like the head of a nail, and formed of layers of epidermis, one upon the other, 
which often readily separate from each other, especially if softened by bathing the feet. 
This substance shows no organization. The other part deeper and semitransparent forms 
the base of the former, penetrates through the thickness of the skin down to the tendon, 
to the ligament, and even to the bone, upon which it is ina manner rooted, which shows 
it to have a certain degree of organization. BrEscHET observed it to be penetrated in 
different directions by numerous vessels. It is this which especially causes the pain in 
changes of the weather, although that is also produced by the pressure of the horny sub- 
stance upon the surrounding parts, in consequence of which inflammation of its whole 
extent ensues, and may even spread (Pienz&.) The corn is, according to Brop1®, in the 
beginning, a thickening of the epidermis as a consequence of greater secretion from the 
cutis from pressure ; subsequently a bursa forms; by degrees inflammation of this bursa 
takes place beneath the horny epidermis, in consequence of which it becomes very pain- 
ful and runs on to abscess. RosENBAUM (qa) explains the origin of this bursa as conse- 
quence of the closure of the glands of the skin. 


2196. The cure of callosities and corns requires, above all things, the 
removal of pressure from tight shoes, and even from tight stockings ; after 
which they gradually subside of themselves. If the corn be upon the 
sole of the foot, a felt sole must be worn, with a hole in it, to receive the 
corn. As palliatives may be used, softening plasters, frequently bathing 
the feet, shaving off in slices, or scratching away with the knife, or with 
wetted pumice-stone, the application of a plaster, with a hole in its 
middle, into which the corn may be received. The complete removal of 
the corn, by dividing the skin around it with two cuts, lifting it up with 
forceps, and extirpating it with the knife or with scissors, which is always 
attended with considerable pain; also its destruction with caustic; and 
strewing it with different remedies, after previously removing some layers 
of the callous mass, are mere palliatives, if the cause, that is, pressure, be 
not removed. Some persons are more subject to corns than others. 


The numerous remedies recommended for corns are either softening plasters and 
salves, or irritating and caustic applications, which produce either inflammation, sup- 
puration, and throwing out of the corn, or its destruction. The latter remedies are 
objectionable, as they often produce violent inflammation, extensive suppuration, and 
danger of gangrene. Also in removing them by slices, care must be taken that neither 
pain nor bleeding arise; and the same also applies to the subsequent touching with 
lunar caustic, (W ARDROP,) with BALS. VITZ HorrM., with tinct. todin. 3iv., ferrt todur. 
gr. xii, antim. mur. 3iv., (HENDERSON, ) and the like, as thereby dangerous symptoms, 
especially in old and gouty persons, may be produced, and the radical cure thereby as 
little effected as by extirpation, if the pressure be not removed. I have witnessed 
dangerous consequences after such treatment, and agree with P. Franks’ warning 
de clavis pedum cauté secandis. 


(a) Allgemein Medic, Zeitung. 1838. No. 60. 
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VI.—OF HORNS. 


(Cornua, Excrescentia Cutis Cornee, Rhinodysmorphia corniculata, Lat.; Hornartige 
Auswiichse, Germ.; Cornes, Fr.) 


Journal de Médecine, Chirurgie et Pharmacie de VANDERMONDE, vol. xiv. 1761. 
Rupotput, Ueber Hornbildungen ; in Abhandlungen der Berliner Akademie, 1814-15. 
Ernst, Dissert. de Corneis humani corporis Excrescentiis. Berol., 1819. 
WESTRUMB; in Horn’s Archiv., 1828, p.°316. 

FrorteP ; in CasPer’s Wochenschrift, 1833, p. 412. 

Bulletin de la Société Anatomique de Paris, 1835, pp. 98,114, 131. 

Lanpouz1, Mémoire sur une Corne humaine. Paris, 1836. 


AInsworTH, Dissert. de Corneis humani corporis Excrescentiis. Berol., 1836; cum 
tab. seneis, iv. 


WistTEFrELD; in CaspEr’s Wochenschrift, 1836, p. 635. 
EBers ; ————__——__-_ , 1837, p. 567. 
STEINHAEUSEN ; in VON GRAEFE und VON WaALTHER’s Journal, vol. xxiv. p. 141. 


CruveELuier, Anatomie pathologique, livr. 20. 


2197. Horny growths of the skin, and mucous membrane, often rise 
several inches above the surface of the skin, and have perfect resemblance 
to the horns of beasts. Usually there is only one, but sometimes several 
at once, or near together; many even are spread over the whole surface 
of the body, under which circumstances the disease seems to form the 
transition to elephantiasis, where a horny substance, in shape of scales or 
spines, covers the whole or part of the body. These horny growths occur 
upon the hairy parts of the head, upon the forehead, nose, and cheeks ; 
upon the breast, back, shoulders, arms, and hands; at the beginning of 
the mucous membranes, and on other parts. 


Horns have been observed on the hairy part of the head by Fasricrus aB Aqua- 
PENDENTE, BARTHOLIN, GASTELLIER, Lex, HoME, PARKINSON, ANSIAUX, PICCINELLI, 
Caupant, Asttey Cooper, TesTa, and by myself thrice; on the nose by myself; on 
the hands and feet by BoreLi1, Lacamunp, Dotceus, DENIs, Marc, Orro, LaGEs ; 
on the thighs by Dumarceau and Carrabots.; on tbe face by Boren, Riverivs, 
Fournrer, Vicg D’Azyr, BRESCHET, WAGNER, LorINSER, A. FRORIEP; on the eyelids 
by Voisin; on the back and breast-bone, by Ricaz; on the loins and buttocks by 
Cabveseaves and RiGAL; on the lachrymal caruncle by CHAVANE; on the conjunctive 
coat, and on the tongue, by BrescHET; on the red edge of the lip by JAEGER; on the 
inside of the prepuce, on a scar, after the operation for phimosts, by DIEFFENBACH; 
on the glans penis by REGHELLINI, Bontor1, Catpani, Esers, RicHarp-DEstru, 
BrescHet, and Mecxer. For an account of the most important early observations 
on such horny growth see SAMUEL Coorer (a). 

[Erasmus WItson (8) has given an interesting statistical account of horns which 
have grown on the human body, having “ succeeded in obtaining ninety cases; of which 
forty-four were females, and thirty-nine males; of the remainder the sex is not 
mentioned. Of this number forty-eight were seated on the head, four on the face, four 
on the nose, eleven on the thigh, three on the leg and foot, six on the back, five on the 
glans penis, and nine on the trunk of the body. The greater frequency of this dis- 
order among females than males is admitted by all authors; but this fact is most con- 
spicuously shown in the instance of the thigh and of the head; for example, of the 
eleven cases of horny growth from the thigh, two only were males; and of the forty- 
eight affecting the head, twenty-seven occurred in females, and nineteen in males; in 
the remaining two the sex being unmentioned. That old age is a predisposing cause of 
this affection, is proved by the greater frequency of its occurrence in elderly persons ; 
thus, of forty-eight cases in which the scalp was the seat of the growth, thirty-eight 
were above the mid period of life ; several were over seventy, and one was ninety-seven ; 
three were young persons, and three infants.” (pp. 64, 65.) 

In the Museum at St. Thomas’s Hospital there are three examples of horns from the 


(a) First Lines of Surgery, p. 346. Edition of 1840. (b) Med.-Chir. Trans., vol. xxvii, 1844. 


670 HORNS; 


human body, two of which are those referred to by AsTLEY CooPER ; the larger one, 
which is about ten inches long, with a base an inch in diameter, and tapering towards 
the tip; it grew on the upper part of a man’s head, and is twisted towards its extremity 
somewhat like a ram’s horn; it was removed, together with its root, by Dr. Roots, of 
Kingston-on-Thames, after a growth of seven years, and had been preceded by one of 
three inches long, which had sprung up from the scar of a tumour; of what kind is not 
mentioned, which had been removed, and after growing four years, fell off, or probably 
was pushed off, as the patient was lifting his hat from his head ; leaving “the surface 
from which it dropped,” says Roots, “ perféctly smooth, and free from any discharge 
whatever. In a few months a new horn began to appear,” &c. (p. 234); the horn is now 
in our Museum. The other horn, which AsrLey Cooper speaks of, was from the pubes, 
about an inch in length, conical, and three quarters broad at its base and of an oval 
shape. The third case was a patient of my own, who had two of these horns growing 
from the left side of the scrotum; one rather larger than the other, about the size of the 
little finger, and two-thirds of its length; one dropped off whilst he was in the house, 
leaving a sore surface; and I intended removing the other, but he took fright when it 
was proposed to him, and went away. The Museum of the Pathological Society of 
Dublin possesses two horns of considerable size, which grew for six years on the upper 
lip of a man about sixty years of age, and were removed by PIERCE (a). 

In the Museum of the Royal College of Surgeons of England there are two very 
remarkable horns, which were purchased at the sale of Sir Asuton Levenr’s collection, 
and marked, “ supposed to be excrescences from the human head,” which is. unfor- 
tunately all the history of them. That they are, however, human there can be no 
doubt, as on the larger one a few short hairs remain, which, on examination with the 
microscope, presented all the characters of human hair, They are conical and slightly 
contracted at their base, as if they had been girt somewhat by the aperture through 
which they protruded; or as if a groove had been formed round them preparatory to 
falling off, as in the shedding of stags’ horns. The larger is three and a half inches 
long, and the smaller only one and three quarters ; but the greatest diameter of both is 
an inch and a quarter. The smaller one has been sawn through vertically, and presents 
a solid bony core, surrounded by a brownish horny substance, varying from one and a 
half to three lines in thickness, and so completely covering it, that all connexion between 
the core and any other bony part must have been impossible. The characters of the 
core, in all respeets, even with the aid of the microscope, prove its semblance to healthy 
compact bone. | 


2198. These horny growths are partial luxuriances of the epidermis, or 
of the mucous lining of an encysted tumour, when the horny substance is 
deposited in a sebaceous bag (twmor sebaceus.) In the first case, they 
sometimes begin without any pain or decided cause, or after some sort of 
irritation, as a little elevation in the skin, with branny surface, with itch- 
ing, burning, or shooting. After the branny surface is thrown off, there 
appears a small, hard, more or less convex swelling, of a white or gray 
colour, which grows more or less quickly; in exact relation with its en- 
largement, it becomes harder, conical, shrivelled, twisted in a spiral shape, 
exactly like a brute’s horn, from one to twelve inches long, and several 
inehes round, is hardest at the tip, grayish or dusky on the surface, rough, 
and sometimes covered with hairs. In the second case, a nail or horn-like 
substance is secreted in an encysted tumour, (¢wmor sebaceus,) which 
bursts the skin, hardens, and protrudes in proportion as more of the sub- 
stance is secreted by the tumour. When these growths have attained 
great size, or are periodical, at a certain time of year they are thrown off, 
and for the most part recur, or leave ulcers behind them. 


[Of the mode in which these horns are formed from a previously obstructed follicle, 
Erasmus Wi1son (6) has given a very good description, showing how the sebaceous 
accumulations may become converted into horn. He says :—* From the torpid action of 
the skin, or from the nature of the contents of the cells, or from both causes together, 
the sebaceous substance collects within the follicle, becomes impacted, and acquires an 
abnormal degree of density. In this situation the impacted mass exerts so great an 


(a) Dublin Journal of Medical Science, vol. xvi. p. 329. 1839. (0) Above cited. 
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amount of pressure on the vascular walls of the follicle as to abrogate its special func- 
tion, and the peculiar elements of the sebaceous secretion, cease to be produced. The 
formation of epithelium, however, still continues, and layer after layer of epithelial scales 
are developed, until the mass acquires considerable size. Tumours of this kind, from 
the nature of the position of the sebaceous follicle, namely, within the corium, rarely 
acquire a large size as compared with tumours in other situations. They are prevented 
from pressing inwards by the deep stratum of the corium; the same structure opposes 
their increase outwardly or laterally. Nevertheless, I have seen a tumour of this kind, 
which measured three quarters of an inch in diameter, but not more than a quarter of 
an inch in thickness. The aperture of the follicle remains open, and is more or less dis- 
tended in proportion to the extent of the tumour; but from the nature of the collection, 
there is no tendency to its escape. I have called such tumours sebaceous accumulations. 
Certain minute tumours, commonly met with in clusters, around and upon the eyelids, 
sebaceous miliary tubercles, are of the same pathological nature with the sebaceous 
accumulations, but in these the excretory follicle is closed. The peculiar patho- 
logical character of the tumours just described, is their laminated texture, and the 
identity of structure of their contents with epidermis, most, if not all, of the peculiar 
constituents of sebaceous substance being absent. * * * If now, in the cases 
above recited, we imagine the upper wall of the laminated tumour to be removed, and 
the accumulated substance exposed to the influence of the atmosphere, any moisture 
retained by the epithelial Jamine would soon become dissipated, and the whole mass 
would acquire the consistence and hardness of epidermis of equal thickness; in other 
words, it would be converted into horn. Such a case as I am now supposing, does some- 
times in reality occur. The aperture of the follicle acquires an unusual degree of dila- 
tation, and some of the hardened contents of the tumour are pressed through the open- 
ing. By the addition of fresh layers from below, (the formative power having inereased 
by the removal of superficial pressure,) the indurated mass is still further forced out- 
wards, dilating the aperture as with a wedge, and finally increasing its size to that of the 
entire base of the hypertrophied follicle. The process of formation of new epithelial 
layers by the walls of the follicle (now become the base of the mass) will go on, unless 
interrupted by surgical means, for years, and in this manner those singular bodies, of 
which so many examples are on record, horns, are produced.” (p. 57-59.)] 


2199. The proximate cause of these growths is a perverse and increased 
secretion of the vascular net of the skin, of the mucous membranes, or of 
the internal surface of encysted tumours. They are most usually pro- 
duced in persons of advanced age, and their immediate cause is con- 
tinued irritation of the skin, or of the mucous membrane by kicks, blows, 
chafing, wounds, scars, eruptions on the skin, and the like; or they are in 
causal relation with suppressed menstruation, rheumatism, and gout, 
or rickets. Most cases, however, show that persons affected with these 
growths are in otherwise sound health; and even when they are thrown 
off, there is usually no disturbance of the constitution. 


MERCIER (a) distinctly observed in a growth of this kind, which was an ineh high 
and an inch and a half round its base, hard and dusky, from its base to its tip, that it 
was formed of fibres converging from the base to the tip, and which at bottom were 
separated by fat, so as to have the appearance of ordinary fibrous tissue. The fat 
diminished, and the fibres becoming closer towards the tip, were mostly grayish black, 
and extremely hard; they were also less soft and white as they approached the surface. 
They were easily separated at the root, and were continuous with the fibres of the skin, 
which from the fact of vessels being also present, led him to believe that they were not 
true hairs, but merely a degeneration of the fibrous tissue. MErcIER supposed it 
connected with the skin, and that its hardness depended on the evaporation of the fat 
and intermediate fluid. According to his notion, some horns are not the result of dis- 
eased secretion, but of actual transformation of the skin. Hairs may however exist in 
such horns, just as in encysted swellings, but the horn must not therefore be considered 
to be formed of conglomeration of hair, as supposed by some persons. 


2200. Examination of these horny growths proves that their base 
is formed of a soft tumour, and their root usually, in mucous membranes 
more particularly, consists of a lardy, vascular tissue, similar to the matrix 


(a) Bullet. de la Société Anatomique de Paris. 1835, p. 114-131. 
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of a nail (JAEGER); upon this is a substance composed of parallel 
fibres, which increases in hardness and density near the surface and tip ; 
the fibres are fewer towards the centre, and separated by a soft fatty mass, 
which is in greatest quantity at the root. The density and hardness of the 
growth are in direct relation with its dark colour; both are least in the 
middle and towards the base. These growths are held to be identical 
with the substance of nail, and the spurs of gallinaceous birds, which 
is confirmed by chemical examination, being composed of the same sub- 
stances as the horns of beasts, excepting the antlers of deer, which contain 
more than a fourth of their weight of gelatine, and have oxygenated 
albumen as their principal element. ‘Their colour, hardness, and trans- 
parency depend on the carbon, phosphate of lime, and glue-like substance 
which they contain (J AEGER.) | 

2201. In their treatment, their cause must be removed by proper 
remedies, preparations of antimony and quicksilver, by baths, decoctions 
of woods, ZITTMANN’S decoction, and the like. It has been noticed that 
they drop off, under the use of purgatives. If this do not however 
happen, the sound skin must be divided by two semilunar cuts, and the horn 
with its root extirpated, in doing which everything in and beneath the 
skin, which has degenerated, and is discoloured, or suspicious must be care- 
fully removed. With this object it may be advisable even to cauterize 
the wound, so as to produce an issue, and to employ proper after-treatment. 
The merely cutting short these growths, by sawing or filing, in general 
causes their increased growth ; and also tearing them out, when the con- 
nexion of their root is not very great, is objectionable on account of the 
pain and the uncertain results, 
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2202. Bony growths form swellings of greater or less extent, which 
arise from the surface or interior of the bone, and in which the texture of 
the bone either remains natural, or the enlarged bone becomes unusually 
firm, hard, ivory-like, or loosened up, spongy, and partially converted into 
a fleshy or lardy mass. According to these various conditions are distin- 
guished true bony growths, (exostosis,) bone-flesh or bone-lard growths, 
(osteosarcoma, osteosteatoma,) and spina ventosa. 

2203. These diseased changes of bone may originate in the pervosteum, 
in the bony tissue itself, or in the medullary membrane. Their general 
origin is an inflammatory condition of the periosteum, of the medullary 
membrane, or of the membrane lining the bone-cells, which swell by the 
larger deposition of the juices, and secrete a plastic matter, which by the 
laws of the natural growth of bone, is converted into bony substance. Or 
there is an unnatural growth of the bony tissue, or there is produced in 
the cells, a fleshy, lard-like or gelatinous substance, which absorbs the 
mass of the bone, and converts it wholly or in great part into a lardy 
or fleshy substance. The causes exciting this inflammatory condition, are 
either external violence or dyscrasic diseases, especially syphilis, scrofula 
and gout. According to the chronic or aeute character of this inflamma- 
tion, and the variety of the causes on which it depends, does the course 
and issue of this diseased change of bone vary. 

2204. True Exostosis (Exostosis proprie sie dicta, Lat.; eigentliche 
Knochenauswuchs, Germ.) is a more or less circumscribed tumour arising 
from a bone, and depending on an unnatural increase of the bony sub- 
stance. ‘This tumour is sometimes confined to one part merely of the 
bone, and attached to it by a thin neck or by a broad base; at other 
times, it springs up without any definite boundary; and sometimes 
occupies the whole extent of the bone, under which circumstance in 
tubular bones, the medullary cavity is in general lessened, or completely 
destroyed. Some exostoses consist of a great development of the bony 
tissue itself, arise from the medullary membrane, or from the cellular 
structure of the bone; some form over its whole extent, between the bone 
itself and the periosteum. 

According to JAEGER (a), exostosis never arises from the interior substance of the 
bone, but is attached firmly to its external surface; between it and the evostosts, a fine 
line of the shell of the bone forms the boundary; this is gradually absorbed, so that the 
cells of the erostosis are partially, or completely connected with those of the bone. But 
the exostosis which is developed between the periosteum and the bone, is oftentimes the 
consequence of a natural secretion of the bony tissue itself, and spreads from the interior 
towards the exterior of the bone. In this case the periosteum is only secondarily changed, 
and the tumour seems like a wedge sunk into the substance of the bone, is commonly 
hard, and like ivory. The substance of the mother-bone is compact, hard and ivory- 
like to a greater or less depth. In other instances the tumour springs from the perios- 
teum itself, in consequence of inflammation of its substance ; sometimes a plastic exuda- 
tion takes place on its inner surface, which becomes bony at the same time, and in the 
same manner as in the natural formation of bone. Sometimes these deposits are sepa- 
rated by the internal plate of the periosteum, and are then more or less movable upon the 
bone itself; at other times they are firmly attached to the bone, which itself exhibits no 
change. These evostoses are generally cellular, and rarely ivory-like. They are not 
unfrequently noticed at the seat of encysted tumours, which by their pressure have given 
rise to them. (PiGNz.) 

2205. The internal condition of exostosis varies; sometimes if the 
swelling be not large, and lie on the surface of the bone, a net-work of 
bony fibres is observed, in the interspaces of which a new mass of bone is 


(a) Handworterbuch, vol. ii. p. 507. 
VOL. II. 2x 
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deposited ; sometimes the interior of the swelling presents rather a lami- 
nated structure, sometimes the hardness of the exostosis is greater than 
that of the healthy bone; it presents in its interior a regular compact mass 
like ivory, and is either smooth upon its surface or has distinct studdings. 


To these must be certainly considered to belong those bony tumours which AsTLEY 
Cooper has described as Cartilaginous Exostosis of the Medullary Membrane ; Scarpa (a) 
as Exostosis maligna; Orro (b) and von WALTHER (c) as Osteosteatoma; JOHN 
Miitver (d) has described it most minutely in all its relations, as Enchondron (Sarcoma 
cartilagineum, Tumor cartilagineus.) He speaks of a good kind of swelling of the 
bone, or even of the soft parts; for instance, of the glands, which form a spheroidal 
tumour, not lobulated, and acquiring the size of a fist, or larger. When in the 
soft parts it has a thin covering of cellular tissue, but in bone, where it occurs most 
frequently, it appears like a soft expansion of the bone overspread with periosteum, the 
expansion being either developed from within, with a bladder-like expansion of the 
thinned shell of the bone; or more rarely it appears to be produced from the exterior 
of the bone, and then is not necessarily enveloped in a bony shell. In the former case 
the bladder-like expansion of the periosteum forms a sort of shell, enclosing the soft 
mass; sometimes there are merely single, isolated, insular, thin patches of bone. The 
joint-surfaces of the bone are generally in this disease either not at all or but little 
changed; even when a phalanx of the finger enlarges to a tumour of the size of a lemon 
and round, the joint-surfaces usually continue natural. The parts over the swelling in 
general remain unaltered, although they be much expanded. Now and then the slow 
painless development of the tumour, as well as the constitution continuing healthy for 
ten or twenty years, lead to the notion that the swelling is not malignant. The contents 
of the tumour are soft, in and upon the bone in general, with interwoven projections of 
spongy substance, which, however, may be entirely deficient. The parenchyma of 
the tumour usually presents, on being cut into, two elementary parts, distinguishable 
with the naked eye, of jfibro-membranous, and a gray slightly transparent substance, 
similar to cartilaye or tough jelly. The fibro-membravous part, which is rarely want- 
ing, forms small or large cells, of the size of peas, or larger; and in the larger, smaller 
cells are often developed. In their cavities is a grayish, rather transparent substance, 
distinguished from cartilage by its softness, and rather resembling the soft hyaline, or 
glass-like cartilage, existing in some fishes, and sometimes even like tough jelly. This 
substance may be easily shelled out of the cavities, and can be readily broken up. 
When put in spirit of wine it still retains its slightly transparent character. The more 
transparent cartilaginous substance is massed together by partitions of membranous 
structure, and such conglomeration is peculiar to the enchondrom, and does not occur 
in other swellings of bone. If the mass seem free on the surface little elevations are 
noticed, which show the conglomeration externally. Microscopic examination shows 
that the fibro-membranous part consists of transparent net-like fibres; the glassy mass 
completely resembles cartilage, and exhibits oval, round, semi-transparent cartilaginous 
corpuscles spread about in it. After boiling from ten to twelve hours, the enchondrom 
of bone gives out a considerable quantity of gluten, which, on cooling, becomes well 
gelatinized, but in its chemical properties is entirely different from common gluten 
colla, but on the contrary, agrees with the peculiar gluten of cartilaginous fishes, the 
cartilage gluten, or chondrin, described by MiittER. The chemical examination of the 
enchondrom of soft parts presents a difference, as on boiling the common chondrin, but 
then even no chondrin contains, on the contrary, a considerable quantity of jellying 
gluten. Usually the existence of enehondrom proceeds from external causes, as bruises 
and the like, and this happens most commonly in childhood. I have, however, seen it 
in the metacarpal bone of the thumb of an aged man, in whom it first arose at a late 
period, and whose cure was permanent after its extirpation. A general cause of the 
disease is ordinarily not to be found, although tumours of this kind often occurring in 
different parts may lead to such conclusion, but the cure is usually permanent after 
amputation. I have noticed this also after the removal of an enchondrom of the testicle, 
and in the upper third of the upper arm. The development of enchondrom is in general 
without pain, and may so arise and continue increasing for a long while. If from any 
cause inflammation be set up in the swelling, it proceeds to suppuration, the swelling 
bursts, and the bone becomes necrotic. 

(a) De Expansione Ossium, &ec.; in his De Physiologie, und Pathologie gehorig, p. 22. Berlin, 
Anatome et Pathologia Ossium Commentarii. 1824. 


Ticini, 1827. 4to. (c) Journal fir Chirurgie und Augenheilkunde, 
(b) Neue Seltene Beobachtungen zur Anatomie, vol. xiii. part iii. 
(d) Above cited, p. 31. 
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_ An interesting case of extirpation of the finger with its metacarpal bone, at the 
carpus, is given by WALTHER (a). MULLER (0) has also collected the various observa- 
tions on enchondrom, and it has also been written on by J. Herz (ce). 


2206. Hxostoses may arise in all bones, but they most frequently appear 
on the compact parts of tubular bones, and on flat bones, in the middle of 
the thigh, of the shin-bone, the upper-arm-bone, the radius and ulna, and 
on the bones of the skull, but rarely in the neighbourhood of the spongy 
joint-ends of bones. The proximate cause of exostosis is a change of 
the nutritive process of the bone from inflammation, in consequence of 
which a large quantity of phosphate of lime is deposited in the bony 
tissue, and upon this its enlargement depends. The time required for its 
development seems correspondent with that for the natural formation of 
bone and callus, as its substratum is at first soft, and only at a later period 
hardens. The occasional causes which bring about this inflammation are, 
as already generally noticed, either external violence or internal disease, 
especially syphilis, gout, and scrofula. There may be so remarkable 
predisposition to exostosis, or an increasing deposit of bony substance, that 
very inconsiderable external violence may favour its formation (d). 
Syphilis in general produces, especially as. consequence of inflammatory 
affection of the periosteum, superficial exostoses or nodes, ( Gummata, Nodi, 
Tophi Veneret,) and most readily in bones little covered with soft parts. 
Scrofula more commonly gives rise to the exostoses which are seated deeply 
in the bony tissue. 

I have observed a similar predisposition to exostosis in an otherwise healthy and 
strong young man. 

2207. The symptoms which accompany the origin and further develop- 
ment of exostoses vary according to their cause and nature. Sometimes 
they occur with more or less distinct symptoms of inflammation; some- 
times, however, without any pain. If the exostosis depend on syphilis, 
it is nearly always preceded by severe boring, or gnawing pain, setting in 
especially towards night, which at first spreads over the whole bone, but 
afterwards fixes on the point where the exostosis forms. In scrofulous 
exostosis the pain is duller and less severe: this is, however, in general 
the case, if the exostosis arise after external injury, when the pain usually 
soon subsides, and the swelling is so imperceptibly developed that it is com- 
monly only first noticed when it has acquired some size. Zxostosis princi- 
pally forms either slowly or quickly ; in the former case the structure of 
the growth is usually very firm and the pain slight, in the latter the pain 
is very severe, the swelling grows quickly, and is often accompanied with 
violent fever. Sometimes the pain, which had existed at first, subsides 
during the progress of the disease. Not unfrequently the swelling remains 
at a certain size, without further increasing, and without causing other 
symptoms than those produced by its seat and pressure upon the neighbour- 
ing parts, to wit, a displacement of the muscles, disturbance or loss of 
motion of the part, wasting, paralysis, and the like: such is especially the 
case in firm idiopathic exostosis, which has been slowly developed. Less 
firm exostoses may run on to ulceration and ill-eonditioned ulcers. A rare 
termination of exostosis, especially of the firm kind, is its complete sepa- 
ration by necrosis. 

2208. The diagnosis of exostosis, in reference to its original causes, to 


(a) Above cited. 
b) Above cited. (d) ABERNETHY, quoted in SamueL Coorer’s, 
8 Dissert. de Enehondromate, Erlangen, 1843. Surgical Dictionary, p. 515. Edit. of 1838. 
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the substance forming it, and the part of the bone where it has heen 
originally developed, is founded on the following circumstances. Idiopa- 
thic is distinguished from syphilitic, and scrofulous exostosis by the pre- 
vious violence, and by the absence of the symptoms which syphilitic or 
scrofulous disease manifests. Syphilitic exostosis is always accompanied by 
the symptoms of general and inveterate syphilis, with nightly pains of the 
bones, is mostly situated in bones covered with little soft parts, and usually 
arises on the surface of the bone. Scrofulous exostosis is accompanied 
with the general symptoms of scrofulous disease, and is mostly situated 
in the deeper bony tissue and the spongy jeint-ends of bones. Slow 
development of the exostosis leads to the expectation of a firm, ivory-like 
nature; whilst a quicker progress, accompanied with much pain, points to 
a less firm structure. These symptoms are not, however, certain. When 
ulceration has taken place, it may be ascertained with the probe, or with 
the finger, from the condition of the parts. 

2209. The prognosis of exostosis is in general unfavourable ; it is 
most favourable, however, in the idiopathic kind, if it acquire a certain 
size, remain stationary, and is only inconvenient by its size and weight. 
Syphilitie and scrofulous exostoses are always accompanied with a high 
degree of constitutional ailment ; they may pass into malignant ulceration, 
which wastes the powers. : 

2210. The treatment is guided by the various causes and condition of 
the swelling. If syphilis or scrofula be at its root, the remedies opposed 
to these must be employed. If the pain be considerable, leeches, rubbing 
with mercurial ointment and opium, softening poultiees with opium, and 
the like. The dispersion of a true exostosis is never to be expected from 
the various dispersing remedies which have been recommended for ex- 
ternal use, as hemlock, mercurial, and ammoniacal plaster, SUMMUCKER’S 
plaster, rubbing in volatile salves, long-continued blistering ; they may 
rather, by their irritation, set up inflammation in the skin, increase the 
pain, and even encourage the enlargement of the swelling. In general 
the progress of the disease is not arrested either by general or local treat- 
ment. When these remedies have actually dispersed bony swellings, 
they were doubtless only inflammatory swellings of the periosteum. 

2211. In idiopathic exostosis, the further increase of the swelling may, 
perhaps, at the onset, be prevented, by bloodletting, and the continued 
use of cold applications, and afterwards by dispersing remedies ; its size 
may also, perhaps, be diminished. 

2212. If the exostosis be void of pain, if it do not enlarge, nor incon- 
venience the patient, or if situated on any part where mechanical 
treatment is improper, it is advisable to let it alone. But if the swelling 
be very inconvenient to the patient, and if its situation admit of me- 
chanical treatment, the only remedy is its removal. This requires the 
exposure of the swelling by a crucial cut, or by two semilunar cuts at its 
base, and its separation with a fine saw, or with a chisel and hammer. If 
the exostosis be firm and large, it must be removed piecemeal ; a horizontal 
cut with the saw being met by a vertical one. The treatment of the wound 
consists either in bringing together its edges, if the part whence the 
swelling has been removed be sound, or in the application of a mild 
dressing, as has been described in wounds of bone with loss of substance. 
If the size of the swelling permit not its removal, amputation of the limb 
must be performed. 
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In most cases the removal of exostosis is best effected by Hry’s, MAcHELI’s (a), 
or GRAEFE’s (b) saw, and HEINE’s bone-knife. 

When the position of the exostosis will not permit its removal in the above manner, 
instead of proceeding to amputation, its absorption should be encouraged by removing 
the periosteum from the swelling, in consequence of which its vessels are pulled out. 
This plan of treatment is at least recommended by AsTLEY CooPER (c). 

On the side of the nail, especially of the great toe, tumours not unfrequently arise 
which are hard and immovable, covered with a glossy skin, their interior as hard 
as the bone from which they arise, and they are mostly seated on a broad base. 
They cause considerable inconvenience in walking ; after extirpation they soon recur, 
and the only remedy is the removal of the whole phalanx. 

2213. Osteosteatoma and Osteosarcoma (Knochenspeck und Knochen- 
Jleisch-Geschwulst, Germ.) and Spina ventosa (Winddorn, Germ.) 
must be considered as allied diseased conditions, inasmuch as in both 
there is an enlargement of the bone deviating from its natural condition, 
with which its nature is completely changed and converted into a fun- 
gous, fleshy, jelly- cartilage- fibre- medulla- fat- or lard-like substance, in 
which are found larger or smaller pieces of bone of various shape. 

2214. The causes of osteosteatoma and osteosarcoma are partly ex- 
ternal, partly internal; to the former belong violence of all kinds; to 
the latter, an ill condition of the juices, venereal, scrofulous, rheumatic, 
and gouty diseases. Boyer and others suppose that osteosarcoma is of 
similar nature to carcinomatous degeneration of soft parts, and support 
this opinion especially by cases in which, after the removal of the disease, 
or after amputation of the limb affected with it, the same disease has 
taken place in other parts. According to my view. such cases must be 
considered as medullary fungus of bone. 

The formation of osteosteatoma and of osteosarcoma is always preceded 
by an inflammatory condition, the cancellous membrane swells up and 
thickens, the cells of the bone expand, the membrane lining them pro- 
duces fungous growths, the nourishment of the bone is so changed, 
that there is no longer any deposit of phosphate of lime, but a flesh- 
or lard-like, or other kind of substance, is produced. If such bone be 
subjected to maceration, nothing remains but the partially-expanded cells 
of the bone, the walls of which are exceedingly fragile. The formation of 
osteosteatoma and osteosarcoma proceeds, although, most frequently, yet 
not alone, from the periosteum, as supposed by many, but also from the 
whole bone. Its firm connexion with the periosteum does not contradict 
this, as close connexion with the periostewm occurs in all irregular 
formations of bone. 

2215, The substance of which osteosteatoma and osteosarcoma con- 
sists, is various ; sometimes homogeneous, lard-like, similar to a scirrhous 
gland; the cells of the bone are much expanded, and filled with fungous 
growths, sometimes pap-like, gelatinous, and brain-like at certain parts ; 
sometimes the tumour forms a hollow ball with firm walls, and its inte- 
rior is filled with painless, sponge-like granulations. 

2216. The symptoms accompanying osteosarcoma or osteosteatoma, are 
not distinguished from those of exostosis. In most cases the disease is pre- 
ceded by a deep-seated pain, which at firstis slight and remitting, but 
subsequently fixed to the spot at which the swelling appears. As the 
substance grows, the pain in it usually becomes severe and lancinating ; 


(a) AsttEry CoopEr, above cited, pl. xv. fivs. 7,8. (d) R. Liston, On the Cure of Exostosis of the 
(b) Scuwaus, Dissert. de Serra orLiculari. last Phalanges of the Toes by excision of the 
Berol., 1819. Diseased Bone; in Edinburgh Med. and Surg. 


(c) Above cited. Journal, vol. xxvi. p. 27. 1826. 
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the skin is tense, sometimes inflames, at last bursts, hectic fever is set up, 
and the patient’s powers are broken up. The ulceration may run into a 
caucer-like ulcer. Many differences, however, present themselves in the 
progress of osteosarcoma and osteosteatoma; the pain is sometimes very 
severe at the onset, and diminishes or entirely subsides afterwards ; some- 
times the disease remains in one definite state, and the pain ceases; some- 
times the pain prevails with equal severity from the beginning to the end 
of the disease. It is self-evident that from the situation of the disease, 
from its spreading, and from the neighbourhood of important organs, 
symptoms may be produced. 

2217. The external condition of the tumour varies ; sometimes it is 
confined by well-marked bounds to one part of the bone, sometimes it 
involves the whole bone. In general, osteosteatoma and osteosarcoma | 
have no precisely defined limits, but are gradually lost in the neighbouring 
parts; the swelling does not entirely resist the pressure of the finger, but 
shows rather some elasticity, and at several parts a seeming fluctuation, by 
which it is distinguished from exostosis. 

2218. The treatment of osteosteatoma and osteosarcoma precisely agrees 
with that of exostosis. At first, if merely pain be present, remedies op- 
posed to the cause of the disease must be employed, in connexion with 
blood-letting, cold applications and the like upon the affected part, for its 
somewhat possible prevention. These are the only remedies which can be 
employed for its control, when the swelling has already made some pro- 
gress ; however, usually, no advantage is thereby gained, and time is merely 
lost in the progressive increase of the swelling. The alone remedy, if 
the seat and condition of the disease permit, is the removal of the swelling 
with the saw, or with the chisel ‘and hammer, or the amputation of the 
limb if tumour have attained ‘considerable size, or the whole bone be 
affected. Where possible, the amputation should be performed above the 
next joint. 

The prognosis always remains in other respects doubtful, because in 
most cases the disease again shows itself on the scar, or on some other part. 

2219. Spina ventosa or Pedarthrocace ( Winddorn, Germ.) is a swel- 
ling partially or entirely occupying the whole extent of the bone, tolerably 
equal and regular, in which the nature of the bony tissue is in various 
ways conditioned. Sometimes a regular, firm bony crust, which is 
perforated at different parts, forms the exterior of the swelling, in the 
cavities of which a cartilaginous mass is found with irregular, isolated 
or attached bony growths. Sometimes the external wall of this swelling 
is formed merely of very much expanded periosteum, and the substance 
within, as in the former case. ‘Sometimes the interior contains one or 
several cavities, filled with variously coloured ichorous fluid, a reddish 
gelatinous substance, or with decomposed and clotted blood. In the walls 
of these cavities is found sometimes a cartilaginous, sometimes a lard- 
like substance, sometimes necrosed or carious pieces of bone, which must 
be considered ‘partly as the remains of the destroyed original bone, and 
partly as a new production (a). 

2220. This disease always declares itself a longer or shorter time before 
the swelling appears, by dull deep pain in the bone, which is set up either 
of its own accord, or after some external violence. The swelling appears 
either as a conical or spherical knob, or as a regular swelling, including 


' (a) Devrecs, Precis Elémentaire, vol iii. p. 583. 
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the whole circumference of the bone. ‘The pain is of varying severity, 
and often increases to a very considerable degree as the swelling increases. 
The soft parts surrounding the bone swell up, the skin becomes painful, 
red, thins at the most elevated parts, bursts and discharges an ichorous 
fluid. The edges of the ulcerated aperture thin and drop inwards, whilst 
the rest of the swelling retains its size and consistence. A probe passed 
through this opening can with ease be carried deeply in every direction, 
penetrating the cartilaginous substance, and but little arrested by the fra- 
gile pieces of bone. l'rom the discharge of the juices, and the absorption 
of the ichorous fluid hectic symptoms arise at an earlier or later period ; 
fungous excrescences spring out of the apertures, are exceedingly sensi- 
tive, bleed easily, and increase the exceedingly severe pain. 


[Our celebrated countryman, RicHarpD WIsEMAN, has given (a) a very excellent de- 
scription of Spina ventosa, of which he says :—“ It hath been taken notice of by very few 
authors, and I myself succeeded happily in the curing those in the lesser Bones, many 
years before I knew what name to call the Disease. And in truth I do not now greatly 
approve of the name, but shall acquiesce in it and represent it to you, as I have fre- 
quently seen it in my Practice in the King’s-Evill, it being a certain species of that Dis- 
ease, and of no other that I ever saw. It taketh it’s beginning from a thin acid serum in 
the medullary juice, which corroding the Fibres maketh a solution of continuity there, 
and at length corrupteth the interior part of the Bone, and at last (if not prevented) cor- 
rodes the Shell, and passeth it’s subtill Humour through some porosity it had made. 
This Disease of the interior part, by degrees usually so affecteth the externall Shell of 
the Bone, as to raise it to a preternaturall Tumour, which, at the same time, overstretch- 
ing the Periosteum causeth an uneasiness ; and this Pain if it grow so acute as to produce 
Inflammation, an Abscess consequently followeth. Ifthe Bone be spungy and soft, it is 
wonderfull to see how quickly the Fibres of it will be mollified by the influence of the 
serum of the Blood, and made apt for a sudden Distension, as if .the part were rather 
musculare than Bone. So in childrens Fingers, I have seen a Bone swelled in a night, 
and the like Tumour raised in the spongy Bones of elder persons in few days, without 
much difficulty to yield again to exsiccant Remedies. Yet it sometimes happeneth, that 
the interior part of the Bone is totally corrupted without any externall Tumefaction or 
Pains, till the acid Humour maketh its way through the cortex, and eroding the Perios- 

_teum, causeth a solution of continuity there; which by access of pain swelleth and in- 
flameth the externall Parts, and produceth Maturation in few days. Those in the pro- 
tuberant Bones do also frequently raise Abcesses after the same manner, and sometimes 
whilst the exteriour Parts suffer under another Ulcer different from this. Somewhat of 
their Differences I have showed you in the preceding lines, others may be taken from 
the Quality of the serum. In some there is a sudden Tumour raised in a night, in others 
it swelleth gradually, and never corrupteth externally. In others the Humour pierceth 
through the cortex, and raiseth suddenly an Abscess. And these Differences may be said 
to arise somewhat from the Place or Bone they affect: for, accordingly as the interiour 
part of it is softer or harder, or the externall cortex is solid or porous, so it suffers Solu- 
tion sooner or Jater. Those of the cranium for the most part pass their way through the 
interiour Jamina and affect the dura mater, &c., producing great Pains, Convulsions, 
‘Spasmus, Epilepsies, and they die before the Disease is discovered. In the great Bones 
of the Knees, Ancles, Elbows, &c., they pass their Matter slowly, and are more gene- 
rally diseased with Apostemations, externally arising from the protuberance of them. 
In the Os tali or Heelbone, which is spungy within, and full of externall pores, they 
make their way through more suddenly, and so accordingly they do in the Jaws, Fingers 
and Toes. The cause of the Spina ventosa I have already delivered you in short to be 
the Acid quality of the serum sanguinis in the Bone. The most visible Signs of it are 
a protuberance of the Bones without discolouring of the Skin, and often without Tumour 
or Pain. The Apostemations proceeding from the Spina ventosa do most certainly shew 
them, they rising always between the Membranes and Tendons, and somewhat of Fluc- 
tuation may be felt there before the externall Skin be considerably inflamed: also if 
upon Opening it you make search with a Probe, you will find it penetrate deep into the 
Bone, yet is the cortex of it white ; whereas the other Abscesses do always begin exter- 
nally, and if the Bone be bare, yet is it only superficially carious or stained by the 


(a) Severall Chirurgical Treatises. London, 1676, fol. 
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Matter. The Cure of the Spina ventosa in the lesser Bones, as the Cranium, Jaws, 
Fingers, and Toes is feasable ; but those in the bigger Bones are for the most part deplor- 
able. Infants and Children are generally the subject of this Disease.” (pp. 262, 63.)} 


2221. The ground of Spina ventosa lies in an inflammation and ulcera- 
tion of the medullary membrane of the bone, upon which depends the de- 
struction of the bone from within outwards. ‘The most common cause of 
this complaint is scrofula, although also syphilis, gout, rachitis, scurvy, 
small-pox, and the like, as well as external violence, particularly bruises, 
and concussions may give rise to it. The tubular bones, especially the 
metacarpal, metatarsal, and finger bones, are most frequently attacked by 
this disease ; but very rarely are the short and spongy bones, as the carpal 
and tarsal affected with it. The degeneration of the spongy ends of bones, 
which has been considered with the different affections of the joints, 
( par. 221,) may indeed be placed, together with Spina ventosa, in the com- 
pact structure of tubular bones. In most cases, especially in the finger and 
metacarpal bones of scrofulous persons, Spina ventosa consists in tuber- 
cular formation in the bone, and according to the degree of softening in 
the tubercular mass, does the nature of the contents of the swelling vary. 
Hence the death of the bone is caused to a definite extent, and on its 
throwing off does the cure first commence. In this disease, ordinarily, 
no new bone is produced, probably because the periosteum and the 
medullary membrane of the bone are destroyed. Hence also the bone, 
after the cure of the disease, is considerably shorter, and the correspond- 
ing finger drawn backwards. 

2222. From the symptoms which accompany the development and 
further progress of Spina ventosa, the distinction between it and exostosis, 
osteosteatoma, or osteosarcoma, must, in many cases, be very difficult. 
Spina ventosa may indeed be distinguished from exostosis, inasmuch 
as it involves the whole circumference, whilst exostosis is more cir- 
cumscribed and confined to one definite part of the bone; the irregu- 
larities, however, which Spina ventosa at first exhibits, and the thickness of 
the soft parts covering it, render the certain knowledge of the difference 
between them very difficult. In regard to external form, Spina ventosa, 
for the most part, agrees with osteosteatoma and osteosarcoma; its deve- 
lopment, however, is in most cases more tedious than in both those dis- 
eases, and the pain is more severe and constant. 

2223. Spina ventosa is a disease of importance, slow and difficult to 
cure, and propertionally more so when attacking adults. In general its 
treatment corresponds at the commencement of the disease with that 
already directed for exostosis, osteosteatoma, and osteosarcoma. Suitable 
remedies must be employed to counteract the internal causes, and the 
great hope in young persons, when the disease has originated in scrofula, 
rests on the use of antiscrofulous remedies; and by the often occurring 
total change of the constitution, at the period of puberty, the cure may 
be brought about, under which circumstanees the necrosed pieces are 
thrown off from the diseased bone, and the fistulous openings close. 
Poultices of aromatic herbs, of decoction of savine, baths of camomile, 
of hemleck, and the like, serve for local applications If the tumour 
have burst, aromatic baths and poultices must be employed, and a free 
outflow given to the pus. For assuaging the very severe pain, frequent 
poulticing with hemlock, sometimes with the addition of opium, must be 
employed; but if the disease have reached such degree that the powers 
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of the patient are failing under hectic symptoms, amputation is the only 
hope. Laying bare, boring holes in the bony tumour, as also the applica- 
tion of acrid remedies, or even of the actual cautery, for the destruction 
of the diseased bone, are improper. 


The formation of tubercles in bone, which has been referred to in various places, as 
in spondylarthrocace and Spina ventosa, and indeed pointed out by the older writers, 
(GALEN, SEVERINUS, GERBER, HANCKE,) has been more carfully described by DELPECH 
and NEIBERT, but especially by the attention which the Anatomical Society of Paris 
have given to the subject (a), and by Nreaton’s clever treatise (6), it has been care- 
fully set forth. Of this treatise Piens# has given an abstract in his French Translation 
of this work, which I the more readily here repeat, as it confirms many of my own 
earlier statements. 

The causes of tubercular formations in bone are those of tubercle in general. Most 
eommonly it appears in childhood, although it is often enough noticed in adults, All 
the bones may be attacked with it, though the several bones may be arranged in the fol- 
lowing way, according to the frequency of its occurrence in them; the vertebra, the shin- 
thigh- and upper-arm-bones, (in children, ) the fingers, metacarpal and metatarsal bones, 
the breast-bone, ribs, iliac bones, the petrous portion of the temporal bone, and the 
short carpal and tarsal bones. The disease appears under two forms; the tubercular 
mass is collected in one or several cavities, in the middle of the bony substance (tuber- 
cula cystica, Lat.; tubercules enkystés, Fr.); it may be infiltrated into the cells of the 
bone (Jnfiltratio tuberculosa, Lat.; infiltration tuberculeuse, Fr.) 

A. The encysted tubercles appear during their progress in five stages (c) :— 

1. Gray Granulations ( Granudations grises.)— At the top of the affected part of the bone 
from which the periosteum has been removed, some vascular points are observed, form- 
ing violaceous marblings, and sometimes slight elevations which deprive the bone of its 
regularity. If layer after layer of the compact part of the bone be first removed, and 
afterwards its cellular tissue, a substance is reached of many lines in extent, formed by 
the union of little pearly granulations, half a line in diameter, of a white opaline colour. 
Many of these granulations, specially such as are at the periphery, are encircled by a 
little bony shell of very great tenuity and transparence. It is not uncommon to find 
some of these granulations, which present in their centre a yellow opaque spot, indica- 
tive of commencing transformation ; in the interstices separating them some exceedingly 
delicate vessels creep, which inoseulate with those of the surrounding bony tissue, upon 
which a very distinct injection is perceived. The surface of the bone, at the nearest 
point of this tuberculous deposit, is often doubled by a bony layer of recent formation. 
These granulations exhibit complete identity with those generally regarded as rudiments 
of pulmonary tubercles; they are pretty frequently met with on bones, which on other 
parts of their extent exhibit well-developed tubercles; and the lungs of persons in whom 
they are met with generally contain tubercles. The bony partitions which separate 
each of these granulations are not slow to be absorbed and disappear entirely, and then 
occurs the second period. 

2. Crude, encysted Tubercles ( Tubercules crus, enkystés.)—These granulations being 
united into one single mass, lose their primitive colour and appearance ; the vessels and 
partitions which separated them have disappeared : there issoon merely an opaque-white 
mass, inclining to yellow, like that of putty, without any elasticity, and retaining the 
impress of the finger; it is homogeneous, contains no bone, and presents sometimes 
slight marblings, more white, or slightly gray. This matter is contained in a cyst, 
which lines all the anfractuosities which the tubercular cavity presents. This cyst, 
which has but little thickness, is at first gelatinous, transparent, but ends in acquir- 
ing considerable resistance, and contains vessels more and more numerous as the 
tubercle increases in softness. The bony cavity is more or less regularly rounded, some- 
times angular, and forming many adjacent cavities, which open into the central cavity. 
Its surface, though generally smoothed, presents sometimes a heap of little bony needles 
of exceeding delicacy, almost all parallel, and directed towards the centre of the cavity. 
At other times, instead of being entirely bony, these walls are formed of bony, fibrous and 
cartilaginous tissue; when, in consequence of its development, the tubercle has reached 
the surface of the bone, when it is immediately beneath the periostewm, the latter becomes 
hypertrophied and adheres strongly to the cyst. For the rest, the bony tissue which 
bounds the excavation has preserved its natural density and texture; all the parts 

(a) Bulletin de la Societé Anatomique de Paris. (b) Recherches sur l’Affection Tuberculeuse des 


August and November, 1837; May and July, 183%. = Os. _ Paris, 1837. 
(c) I have translated this abstract from Piané.—J. F. S. 
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invaded by the tubercle, instead of being crowded together by it, are destroyed as it were 
by apunch. These tubercular collections have an extent varying from two to three 
lines in diameter, up to fifteen and twenty; they are generally not very numerous, and 
it is very common to find only one pretty large one, and many of small dimensions. 
When a tubercle is developed in a bone, its pertostewum becomes more vascular, as also 
the bone at the point nearest the accidental production. This vascularity is soon fol- 
lowed by the deposition of layers of newly-formed bone; besides, tubercles developed 
near the extremity of a bone, open more easily into the cavity of the joint than on the 
surface of the bone; and this may be imagined, inasmuch as having traversed the entire 
primitive bony tissue, the tubercle has still to traverse the bony layers of new forma- 
tion, whilst towards the joint no such analogous obstacle is met with. 

3. Softened tubercles ( Tubercules ramollis.)—The more slowly the matter contained 
in the cyst softens, and so soon as the softening operates regularly from the centre to the 
circumference, so soon does it proceed from one part of the periphery to propagate itself 
to the whole mass. 

4, Eliminary process (Travail d’élimination.)—The collection of tubercular matter 
proceeds then like a true abscess, which having reached the skin, inflames and perfo- 
rates it, and gives vent to a grumous liquid, consisting of white, cheesy flakes, suspended 
in a turbid serosity. When all the matter is voided, a fistula remains, which daily 
furnishes a varying quantity of serous pus. 

5. Reparatory process (Travail réparateur.)— At the end of a period of very variable 

length, if the patient can stand against the abundant suppurations, a tendency to cure 
is manifested; the cyst acquires considerable increase, thickens, hypertrophies to the 
extent of entirely filling up the cavity which it lines, and ends in presenting com- 
‘pletely the appearance of fibro-medullary tissue. The termination of this affection 
is not always so fortunate; it may, however, be stated in a general way, that the 
disease tends much more towards a cure according as its primitive seat is nearer 
the skin. 

B. Tubercular Infiltration embraces three different states of the bone: 

1. Gray infiltration (Infiltration grise.)—The bony parts which are affected present. 
in all the points which contain this tuberculous matter, spots of a grayish, opaline, 
slightly rosy tint, and semitransparent, formed by the deposit in the cells of the bony 
tissue, of a substance analogous in appearance to encephaloid substance; the cireum- 
ference, instead of being lost insensibly, is suddenly bounded by a change of colour. By 
the aid of a lens these spots are seen traversed with blood-vessels of very great delicacy, 
and sometimes by a very well-marked circle of injection. The density of the bony 
tissue is neither increased nor diminished. 

2. Purulent infiltration (Infiltration purulente.)—The infiltrated matter assumes, after 
a longer or shorter time, a pale yellow tint, and becomes completely opaque ; it is at first 
pretty firm, but is not delayed in gradually softening; soon is it entirely fluid and 
puriform ; these collections are always very precisely bounded, as are the spots already 
mentioned. When the infiltration has reached this period the blood-vessels disappear ; 
the bony tissue undergoes an interstitial hypertrophy, without the bulk of the bone 
being increased ; the little cells are narrowed, and almost completely obliterated, and 
the cellular tissue of the bone is then as it were like ivory. 

3. Sequestration of the affected part (Sequestration de la partie affectée.)—When 
the bone has undergone the modifications just mentioned, it exhibits all the characters 
of a true sequester ; there is neither vessel nor any indication of remaining life; besides, 
a circle of elimination is formed around the infiltrated portions, and the sequestration 
runs through the whole series of phenomena characterizing necrosis ; abscesses, fistulas, 
abundant suppuration, and so on, are the inevitable result. In some instances necrosis 
evidently exists, but its separation is long delayed. It sometimes happens that the 
necrosed part is detached by little fragments, and in the cyst which forms around the 
abscess a quantity more or less considerable of bone, like sand, is observed. On the 
other hand, this purulent infiltration is often propagated to neighbouring parts, and 
attacks a large extent of bony tissue; these cysts are rarely so limited as in encysted 
tubercle, and it is not very uncommon to see a consecutive aud accidental caries 
developed not in the part primarily infiltrated, but in the bony tissue which surrounds it. 

Purulent tubercular infiltration has been often confounded with caries; but it is 
easy to perceive that these two affections differ essentially from each other ; in fact, 
cartes always proceeds from the periphery to the centre, and infiltration on the contrary, 
from the centre to the periphery. In infiltration, there is an interstitial hypertrophy, 
augmentation of density, absence of vascularity; in caries, there is a rarefaction, 
softening and increased vascularity of the bony tissue. Finally, the interstitial hyper- 
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trophy is sufficient to distinguish this affection, and that of necrosis, and of inflam- 
mation with suppuration of the medullary membrane of the bone. 

As to the treatment little remains to be said. The tuberculous affection is beyond all 
the resources of art; when it affects an important organ, the patient is generally 
devoted to death; when it affects the bony tissue, it is rare that it has not been deve- 
loped in the lungs or in some other organ. However, when it only affects the bones, it 
may be hoped, that nature will effect the cure; especially if her efforts be seconded by 
a wholesome diet, a residence exposed to the sun; in a word, by attention to the treat- 
ment of scrofula. This happy result is much more frequent at the period of puberty 
than at any other time-of life.” (p. 491-93.) 


VIII.—OF FUNGUS OF THE DURA MATER, AND OF THE SKULL-BONES. 


(Fungus Dure Matris, Lat.; Schwammige Auswuchs auf der harten Hirnhaut, Germ. ; 
Fongus dela Dure-Mere, Fr.) 


_ Kaurrmany, Dissert. de Tumore capitis fungoso post cariem cranii exorto. Helmst. 3 
in Hatter, Disput. Chirurg. Select., vol. i. p. 49. 


Louis, Mémoires sur les Tumeurs fongueuses de la Dure-Mére ; in Mémoires de 
l’Acad. de Chirurgie, vol. v. p. 1. 


' SanpirorT, Exercitationes Anatomice, cap. iii. Lugd. Batav., 1785. 
, Museum Anatomicum Acad. Lugd. Batav., p..142. L. B., 1793. 


von SIEBOLD, C.; in ARNEMANN’s Magazin fiir die Wundarzneiwissenschaft, vol. i. 
part iv. p. 142. 

WENZEL, J. and C., Ueber die schwammigen Auswiichse auf der aussere Hirnhaut. 
Mainz, 1811. fol. ; with six copper plates. 


von WALTHER, P., Ueber dieschwammigen Auswiichse auf der harten Hirnhaut, nach 
eigenen Beobachtungen; in his Journal, fiir Chirurgie und Augenheilkunde, vol. i. 
p- 55. 


ScHwarzscHiLp, H., Dissert. de Fungis Capitis. Heidelb., 1825. 4to.; with four 
lithographed plates. 


Sreric, A. G. H., Nonnulla de Fungi Dure Matris origine et diagnosi. Uratislavie, 
4to.; with three lithographed plates. 


EBERMAIER, Ueber den Schwamm der Schadelknochen und die schwammartigen 
Auswiichse der harten Hirnhaut. Diisseldorf, 1829. 4to. 


Cue tus, Zur Lehre von den schwammigen Auswiichsen der harten Hirnhaut und 
der Schadelknochen. Heidelb., 1831. fol.; with eleven plates. 


Uneerr, Beitrige zur Klinik der Chirurgie, vol. i. p. 264. 


Koscu, Beitrag zur der Lehre von den Schwammgewiachsen am Kopfe; in von 
GRAEFE und voN W.ALTHER’S Journal, vol. xxiv. p. 542. 


Ostus ; in Heidelb. Med. Annalen, vol. iv. part iii. 


2224. Fungus of the dura mater is an umatural growth, arising from 
the surface of that membrane, which in its further development, by the 
destruction of the bone, thrusts up beneath the external coverings and 
raises them into a tumour. 

22:5. The symptoms at first occurring in this disease, are extremely 
uncertain and indefinite, as head-ache, sometimes slight, at other times 
very severe, often periodical, sometimes spreading over the whole head, 
and sometimes fixed to one spot; afterwards dizziness, a sensation of con- 
cussion and confusion in the head; vomiting, pallid countenance, and 
wasting; loss of sensation in some one part and the like. Sometimes, 
however, in the early stage, the disease presents no symptoms. As the 
Jungus enlarges upon the surface of the dura mater, that membrane is 
separated to a greater extent from the skull, and partly in consequence of 
this, and in part by the pressure of the swelling, the bone is destroyed by 
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absorption. Before the tumour bursts through the outer table of the 
skull, that part of the bone crackles under pressure of the finger. 

2296. When the bone is destroyed and the fungus has arrived under 
the coverings of the skull, it presents a regular, circumscribed more or 
less elastic soft swelling, over which the colour of the skin is unchanged. 
This swelling in general enlarges but slowly, and presents as characteristic 
signs ; first, the sensation of pulsation, as observed, though more actively, 
in aneurysm ; second, the edge of the hole in the bone, through which the 
tumour protrudes, is distinguishable around the whole circumference of 
the swelling, more or less rounded or sharp, and having numerous pointed 
projections ; third, on the condition of this bony edge depends the greater 
or less painfulness of the swelling ; fourth, the possibility of returning 
the swelling into the cavity of the skull with sudden cessation of its pain- 
fulness, under which circumstance, the fungus is no longer exposed to the 
influence of the edge of the hole in the bone. With the external pro- 
trusion of the tumour, is often connected danger of very urgent symptoms, 
as small pulse, vomiting, continual gulpings, cold hands and feet, fre- 
quent faintings, and cold sweats over the whole body. ‘These symptoms, 
together with loss of sensation, palsy, and loss of intellect, may be con- 
sequence of keeping back the fungus by art, or by change of position to 
the other side. 

2227. The pulsation often diminishes as the swelling increases, and is 
scarcely perceptible ; the edge of the hole in the bone may also be con- 
cealed as the outer part of the swelling spreads over it. The skin be- 
coming still more tense, reddens, thins, at last bursts, and.a fungus 
protrudes through the opening, which bleeds frequently, and secretes an 
ichorous fluid mixed with blood. Hectic fever arises in consequence of 
this loss of the juices, of the restlessness, and of the violence of the pain ; 
and under the colliquative symptoms death ensues, preceded for a longer 
or shorter time by a sleepy state, frequent faintings, loss of some of the 
senses or of the powers of the mind. 

2928, Examination after death exhibits a swelling of a brownish colour, 
sometimes more or less grayish white, at some parts often a medullary 
substance, of which some lobes are enveloped in their cellular tissue, and to 
a certain extent held together. This substance is penetrated by more or 
less vessels, in general connected not very firmly with the dura mater, 
and not at all organically with the edge of the hole in the bone, but only 
retained by the pointed projections and dentations of the edge of the bone. 
Upon the external surface of the bone, the edge of the hole is sharply 
defined, but on the inner table it runs off obliquely, so that the inner 
plate is always further destroyed than the external; a decided proof that 
the fungus has burst through the skull from within outwards. This is 
also shown by preparations, in which the fungus not having yet 
completely destroyed the bone, the external table is undisturbed, and 
neither the bone nor the pericranium in any way diseased. Not unfre- 
quently such swellings appear on several parts of the skull in various 
degrees of development, just like swellings situated on other bones of 
the body. 

2229. Fungus of the dura mater is distinguished by the above de- 
scribed symptoms from other diseases of the skull, from encysted, 
melicerous, and atheromatous swellings, and from hernia cerebri, and 
specially as the latter either exists from birth or is produced after some 
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injury of the skull, accompanied with loss of substance. SCHNIEBER (a) has 
indeed mentioned a congenital fungus of the dura mater ; I have, however, 
with Sreric (0), doubts of the correctness of the diagnosis in this case. 
2230. The views already stated in reference to the origin and course of 
fungus of the dura mater, which have been specially laid down by Louts, 
WenzexEL, and others, and which I have found confirmed by my own 
observation on the living and by examination of the dead, are opposed to 
those advanced by SanpiIrort, SizBoLD, and WALTHER. According to 
the latter writers, fungus of the dura mater is a simultaneous degene- 
ration of the dura mater, of the skull-bones, and of the external perios- 
teum, but especially of the blood vessels which pass from the latter to the 
diploé, and from it to the dura mater ; a luxuriant vegetation of the net- 
like tissue between the two tables of the skull bones, with which the bone- 
earth is sucked up and a carnation of the bone at the same time arises. 
This opinion, which had already been advanced by Louis in some cases, 
WENZEL (c) admits only so far as he supposes that the original seat of 
the disease is restricted merely to that part of the bone on which the 
diseased cause so operates, that the natural functions are in some way 
disturbed and interrupted ; and this may be sometimes the outer, some- 
times the inner table of-the bone, sometimes both together, and some- 
times the fungous tissue which lies between them. 
2231. Directly opposed to the symptoms on which WenzeEv founded 
his diagnosis of this disease, are those which WALTHER has advanced, 
supported by his own views and careful observation. He did not, indeed, 
notice any motion of the swelling ; the patient experienced only a certain 
roaring and rushing, best comparable with that which sometimes is per- 
ceived in the external ear-passages in violent beating of the carotid artery 
and its branches. A certain obscure movement was felt in the swelling, but 
however only when the hand, or still better the tips of the fingers, are 
applied and pressed strongly upon it for a long while; the movements are 
in this way, after some time, distinctly felt. In one case an alternate 
rising and sinking of the tumour was observed, similar to that concussion 
which the beating of the arteries produces in all parts of the body. Its 
degree corresponds with the number and extension of the arteries in-the 
swelling; the movements are similar to the beats of the pulse, and 
correspond with them. WAtrtuer could not feel any bony edge around 
the circumference of the swelling, and considered this proved, because the 
hole in the bone was firmly, and throughout its whole extent filled with 
the swelling. When the fungus attains considerable size, no symptoms 
of compression of the brain are observed ; but in very rapid growth they 
possibly may be. The external part of the tumour can be returned 
through the hole in the bone never, or but very rarely, and only whilst it 
is still small and recent, in which case symptoms of compression of the 
brain must at once ensue. WALTHER found, in general, that the swelling 
was completely free from pain, and that it was in no way sensible of 
touching, or of moderate pressure. The connexion of the fungus with the 
skull-bones was always firm. The pertostewm began to thicken at a con- 
siderable distance from the swelling; and the thickening increased as 
it approached the tumour, and there the periostewm seemed reddened ; 
it was firmly connected with the fungus. 


(a) von GRAEFE und von WAtTHER’s Journal, (b) Above cited, p. 24. 
vol. ii, p. 641. (c) Above cited, p. 95. 
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2232. Both these opinions are true, and founded upon careful observa- 
tion; but it is improper to attempt setting aside the one by the other, as 
both are obtained from different states of the disease. ‘The opinion of 
Lovis and WeEnzezL is applicable only to the true fungus of the dura 
mater; that which SreBoLp, SANDIFoRT, WALTHER and others have 
noticed, is not entitled to the name of fungus of the dura mater, but is to 
be distinguished as a fungus of the skull, (Fungus ecranii,) as the degene- 
ration in it begins either from the diploé, or from the dura mater and 
pericranium at the same time, and the bone is converted into a fungous 
substance of greater or less firmness. This distinction between fungus 
dure matris and fungus cranii equally applies to similar degenera- 
tions in other bones, where fungous growths are developed between the 
periosteum and bone, and the bone is destroyed merely by these increasing 
masses ; whilst other fungous growths proceed from the bone itself and from 
the medullary substance, and the bone is converted into a fungous, 
sarcomatous, steatomatous, or other kind of substance. 

Those growths which are formed on the external surface of the dura mater in conse- 
quence of ulceration of the skull-bones, must. be distinguished from true fungus of the 
dura mater. 

2233. If the several origins of fungus be reviewed, five different forms, 
must, according to the observations of myself and others, be distinguished. 

First. The dura mater alone is capable of fungous degeneration, which 
appears either on its internal or external surface, or on both at once. 
The fungous parts of the external surface of the dura mater are connected 
firmly with the more or less completely destroyed internal surface of the 
skull, so that the organically connected excrescence of the dura mater is 
converted gradually into the same fungous, steatomatous, or fibrous 
substance. When this degeneration gradually affects the skull-bones 
throughout their whole thickness, and by its external protrusion forms 
a swelling, it becomes firmly connected with the bone, and imperceptibly 
involves it, so that perhaps only at certain parts can its bounds be per- 
ceived through the firm edge of bone. Sueh tumour admits of no return, 
nor is any pulsation felt ; at least the pulsations of the brain can alone be 
communicated to it when a large extent of the skull is included ; they can, 
however, only be very slight, and distinguished always by their regularity, 
from the pulsation of single vessels, with their numerous ramifications in 
the swelling. 

In the other kind of isolated fungous degeneration of the dura mater, 
the degeneration is restricted entirely to it, and ordinarily to its external 
surface alone. The fungus arising from the external surface of the dura 
mater is especially characterized by the enlargement of its substance, 
without destroying the surrounding parts otherwise than by pressure, 
on which account the fungus is only organically connected with the seat 
of its original development, and never with the bones of the skull, which it 
destroys. The destruction of the bones, already noticed as occurring in the 
progressive increase of the fungus, always corresponds to the extent of the 
tumour, extends from within outwards, and at last bursts through the ex- 
ternal table of the skull, so that the swelling is perceived externally beneath 
the coverings of the skull. Hence on examination, according to the 
various degrees of development of the fungus, more or less deep hollows 
are noticed on the inner table of the skull; and when the skull is com- 
pletely burst through, the destruction of its inner table is always to a far 
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greater extent than the opening in the outer table, its edge sharply 
defined, and without exhibiting any other change. When the swelling 
appears externally, the edge of the bone throughout its whole circum- 
ference is distinctly perceptible; the swelling pulsates actively and 
synchronously with the beat of the arteries, and so long as it has not 
acquired considerable size, may be wholly or in part returned into the 
cavity of the skull, and then more or less severe symptoms of compression 
of the brain occur. The pericranium surrounding this swelling is either 
sac-like or more or less united ta it, which merely results from the con- 
tinued pressure and inflammatory irritation, as noticed in all tumours in 
relation to their coverings and envelopes. 

2234. Second. The dura mater and pericranium may degenerate at the 
same time, so that if a fungous mass is formed between the two and the 
corresponding surfaces of the skull-bones, with which it is organically con- 
nected, the destruction of the bone results only from its conversion into 
this substance, and proceeds from its two surfaces towards the middle, so 
that the diploé is at last destroyed. So long as the fungous mass has not 
completely destroyed the bone, it forms a more or less large and elevated 
swelling, which is either imperceptibly lost in the bone, or an edge 
of bone can be felt here and there on its circumference. The swelling 
is more or less firm, shows no trace of communicated pulsation from the 
brain, so long as the skull still remains not completely destroyed ; and only 
when there is great vascular development in it, can the isolated pulsation 
of the several vessels be distinguished by examination with the fingers, but 
which, in reference to its strength, cannot be compared with that in true 
Sungus of the dura mater. 

2235. Third. The fungous mass may be developed between the skull 
and the pericranium, as fungus pericranii. Here, at least according 
to the observations hitherto made, the substance is always firmly con- 
nected with the bone ; indeed, for the most part, is formed by the diseased 
change of the bone. The substance may form considerable growths, and 
may also spread more towards the surface. When the fungous mass has 
changed the skull through its entire thickness, it is always so closely 
and firmly connected at its edge with the bone, that those symptoms 
which exist in true fungus of the dura mater cannot be present, and the 
swelling is specially under the same circumstances, as a swelling of like 
kind on other bones. 

2236. Fourth. The degeneration begins in the net-like tissue of the 
diploé, and extends gradually inwards and outwards, or more towards the 
one than the other. The swelling is here equally firmly and organically 
connected with the bone; when it has completely destroyed the bone 
at the seat of the degeneration, it presents a similar connexion with the 
dura mater and pericranium; and there is neither pulsation nor possi- 
bility of replacement ; at the very most the edge of the bone can only be 
perceived at one or other place. 

2237. Fifth. There may be, finally, several of the above-mentioned 
diseased, and in regard to their origin, different changes present at the 
same time, according to which the symptoms variously present them- 
selves (a.) 

2238. The causes of fungous growths of the dura mater and skull- 
bones are either internal or external. To the former belong syphilis, 

(a) CuErtus, above cited, p. 69. : 
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rheumatic affections, scrofula, and other diseases which are connected with 
an altered condition of the juices. To the external causes belong blows 
upon the head, bruises, concussion of the skull without external injury or 
fracture of the bone. The distinction of the causes is frequently attended 
with great difficulty, as the external injury has often so long preceded the 
origin of the complaint, that its causal relation to it is doubtful. When 
the disease arises without external violence, the presence of internal dis- 
ease is not always clear; but the progress of the complaint, and the 
existence of similar degeneration in other parts, points to a peculiar dia- 
thesis, often characterized by no other symptoms than the tumour: and in 
this respect, indeed, it must be distinguished as the diathesis fungosa. 
I do not imagine, that without this internal condition, external causes can 
of themselves produce such fungous degenerations. As the result of these 
causes, an inflammatory condition is always to be considered as the peculiar 
commencement of the disease, by which plastic exudation, irregular 
vascular development, and the like, are produced. According as these 
processes occur, at the same time, on the surface of the dura mater, 
in the bone itself, under the pericranium and upon the dura mater, the 
proper fungus dure matris and fungus cranii are produced. 

2239. Fungus of the dura mater, and of the skull-bones, is a very im- 
portant disease, which left to itself causes death, and the cure of which, or 
even its mitigation, is usually impossible. In those cases where the com- 
plaint is, from the symptoms mentioned, ( par. 2225,) supposed to have 
arisen from external injury, its development may perhaps be arrested by 
the early and continual use of cold applications, by taking away blood, 
active purging, low diet, and the like. But if the swelling have already 
become apparent externally, there is no remedy but its removal, by the 
ligature or the knife, after previously laying bare, and enlarging the hole 
in the bone; cutting into the tumour, the constant application of pressure, 
and the use of escharoties, can only promote an unfavourable result, 

Waxruer supposes that the operation is contraindicated in fungus of the dura 
mater, and that only the peculiar kind and special condition of the case, may here 
and there form an exception. He is confirmed in this opinion by the view he takes of 
the origin of the fungus, and by an operation he performed, in which, after the first 
cut, so severe bleeding ensued, that he was obliged to abstain from finishing the ope- 
ration. In reference to fungus cranti, I must, from my own observation, assent to this 
opinion. But the operation for true fungus of the dura mater must be considered 
permissible, if the disease have not advanced too far; if there be only a swelling, and 
no degeneration of the other parts. The prognosis, however, in this operation, is always 
extremely doubtful ; independent of its danger, it has scarcely ever a permanent result, 
as, at least according to my experience, the fungus of the dura mater is always 
characterized as medullary fungus, (Fungus medultaris,) which, on account of the 
general diathesis, is always incurable. 

2240. In performing this operation, the general coverings are to be 
divided upon the swelling with a crucial cut, extending beyond it on 
either side to the extent of an inch; the flaps are then separated and 
turned back. The galea aponeurotica and periosteum are found uncon- 
nected with the tumour, and to be divided like the skin, for the purpose of 
laying bare the fungus; or this may be done by two cuts on the base of 
the swelling. The edge of the hole in the bone having been exposed, it 
must be endeavoured by repeated applications of the crown of the trephine, 
and by removing the intermediate pieces with Hry’s saw, to obtain a 
space large enough for the examination of the base of the swelling. If 
its connexion with the dura mater be then found not very firm, it may be 
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separated with the finger, or with the knife-handle; or if its connexion 
be firmer, it may be carefully cut away with the knife; or that part of the 
dura mater to which it is attached may be cut off; or a ligature may be 
applied with a loop-tier, which, however, on account of the readiness 
with which serious symptoms are set up, should be tied with very great 
caution (a). The after-treatment is to be guided according to the rules 
laid down for the operation of trepanning. 


Only under the above-mentioned restrictions, is the removal of the Sungus permis- 
sible; in every other case the operation merely hastens death. Thus, in Berarp’s (6) 
ease, who by means of sixteen applications of the trephine, made an opening in the 
skull five inches long and four and a half wide, which laid bare the dura mater with the 
longitudinal sinus and the upper edge of the falz, after the removal.of the outer part of 
the swelling, pulsation was observed in the rest of it; fainting and convulsions immediately 
ensued, and the patient died in twenty-four hours. The swelling arose from the outer 
surface of the dura mater, and after destroying the bone, had protruded’ through 
an oblong aperture, whilst its. base spread beneath: the skull. Its structure resembled: 
that of brain. The-inner surface of the-dura mater was healthy. 

OrIo1I (c) removed a fungus of the dura mater successfully. A little swelling pro- 
jected beneath the right ear, accompanied with loss of sight, and had gradually reached 
the size of a small nut. The whole swelling pulsated, but was compressible, and the 
pulsation then ceased ; it also for the most part ceased when the temporal artery of that 
side was compressed. Neither bony edge nor crepitation was felt beneath, or on the 
side of the swelling. The disease was thought to be a temporal aneurysm. In three 
weeks the tumour had increased about two-thirds; head-ache and singing in the ears 
came on, and an operation was thought necessary. The artery having been compressed, a. 
T shaped cut was made through the coverings, and the temporal muscle cut through ; 
but the tumour was deeper, and the operator ascertained it was not aneurysmal, and 
that the bone was probably affected. After dividing the pericranium, a hard, irregular 
edge was felt around the swelling. The pericranium having been separated, the bone 
was found carious to the extent of a half-dollar; the tumour was seated with a broad. 
base upon the dura mater, and difficult as it was, OrtoLI removed as much as possible-of 
the length and breadth of the fibro-fleshy mass. Two arteries were plugged, and the: 
patient dressed. On the ninth day the wound was sloughy ; the slough separated gradu- 
ally, and some pieces of brain were also thrown off. The bottom of the wound now 
pulsated synchronously with the arteries and with the movements of the brain. As the 
wound cleansed, there appeared however on one side a swelling, similar to the former, 
which was successfully compressed with lint. In fifty days the cure was complete. A 
firm scar covered the part where the hole in the bone was, and the mavements of the 
brain were felt. The singing in the ears subsided ; sleep returned, but sight was com- 
pletely lost. 

Besides the above-mentioned writers, the following may also be consulted :— 


Von SrERoxp, B., Entstehung und Ausgang einer betrichtlichen und mit dem Wind: 
dorne am Schidel verbundenen scrophulésen Speckgeschwulst auf dem. Scheitel; in 
Chiron., vol. ii. p. 667,.pl. 8, 9. 


Patterra, De Tuberculis ossivoris. De Tuberculis Capitis; p. 93; in Exercita- 
tiones Pathologic. Mediol., 1820. 


Kcx, Kleiner Beitrag zu der Lehre von den schwammigen Auswiichsen an dem Schi-. 
del; in von GRAEFE und von WaLTHeEr’s Journal, vol. v. p. 105. 


Grarr, K., Die Metamorphose der Schidelknochen in Markschwamme; in von GRAEEE: 
und von WALTHER’s Journal, vol. x. p. 76. 


CRUVELHIER, Anatomie pathologique du Corps humain, livr, viii. 

Miu ter, B., Dissert. de Fungo Dure Matris et Cranii.. Monachii, 1829: 
Buiastus, De Fungi Dure Matris accuratiori distinctione. Hal., 1829. 
Hisner, Dissert. de Fungo Dure Matris. Heidelb., 1832. 


SEIFERT, Dissert. de Fungo Capitis in universum, et de Fungo Dure Matris in specie. 
1833. 
(a) Ficxer, Ueber die schwammigen Auswiichse (b) Gazette Médicale, vol. i. p. 735. 1833. 


auf der harten Hirnhaut; in von GRAEFE und (c) Bulletino delle Scienza Mediche. May,, 
von WaALTHER’s Journal, vol. ii. p. 218. 1834. 
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IX.—OF FATTY OR ADIPOSE TUMOURS. 
(Lipoma, Tumor adiposus, Lat. ; Fettgeschwulst, Germ.; Lipéme, Fr.) 
ro. Ueber Lipome und Exstirpation derselben ; in his Chirurgische Versuche, 
vol. i. p.. 297. 

von Watruer, P., Ueber die angebornen Fetthautgeschwiilste und andere Bildungs- 
fehler. Landshut, 1814; with two plates. 

von Kern, Ueber die Ausrotung verschiedener Geschwiilste; in VON GRAEFE und 
von WALTHER’s Journal fiir Chirurgie und Augenheilkunde, vol. 1. p. 109. 

Bropire, Sir B. C., Lectures illustrative of various subjects in Pathology and Surgery. 
London, 1846. 8vo. 

2941. The fatty, or adipose tumour, depends on an unnatural collection 
of fat, heaped up either in the panniculus adiposus, or between. the plates 
of the cellular tissue beneath the skin, according to SCHREGER, in the 
mucous bags of the first and second orders. | 

2242. These tumours are developed slowly, and without any uneasi - 
ness; they give to the touch a peculiar softness, which cannot be better 
compared than to that of a bag filled with cotton ; their surface is irre- 
gular, and distinct conglomerations are felt upon them, which are not hard, 
and are easily compressed. When they have reached a certain size, they 
in general grow quickly, and may acquire a very considerable bulk. As 
long as the swelling is small, the skin upon it remains unchanged, but» 
when it has become very large, the circulation is impeded by the dragging 
and tension of the skin, the cutaneous veins become expanded, dropsical 
swelling takes place, the skin inflames, especially if the tumour be seated 
on any part where it can be affected by chafing or external injury, and 
the inflammation may run on to ulceration. The form of a fatty tumour 
is in general oblong, and has a neck. 


[That fatty tumours have generally a neck is not, according to my observation, 
correct. They usually have a broad base, and raise up the skin like hillocks. Very 
rarely they have a neck; and in St. Fhomas’s Museum is the cast of a very remarkable 
one, which weighed from fifty to sixty pounds, was attached by a narrow pedicle to 
the throat, and hung down to the man’s knees. Joun Hunter saw him, when the 
tumour was only of small size, and did not think it could be safely removed. The 
man died some years after in Shoreditch Workhouse.—J. F.S.}j 


29248. According to the two-fold origin of fatty tumours already men- 
tioned, (par. 2241,) two different kinds may be distinguished which are 
eharacterized by marked symptoms. 

Those fatty tumours which belong merely to the panniculus adiposus, 
and are only knobby masses of fat at certain parts, have no well-defined 
edges, but subside into the surrounding parts, (Lipoma diffusum,) are 
very soft and easily compressible, and so connected with the skin that the 
latter can be moved or lifted in folds upon the swelling. The fat Hes 
under the generally thinned cortwm ; no general sac exists, and some parts 
only are enclosed in thin and simple walls. ‘The fat is similar to that of 
other parts of the body, only a little firmer. 


(This is the form of fatty tumour which Bropre mentions as “not well defined ; in 
fact there is no distinct boundary to it, and you cannot say where the natural adipose 
structure ends and the morbid growth begins.” He relates the case of a person with an 
affection of this kind, “an enormous double chin kanging nearly down to the sternum, 
and an immense swelling also on tlt back of his neck formed by two large masses, one 
behind each ear, as large as an orange, and connected by a smaller mass between them. 
* %* %* Such deposits may probably take place in any part of the body, but I have 
seen them,” says Brop1x, “ more frequently in the neck than elsewhere.” (p. 275-77.) 
Not unfrequently very stout persons, more especially women who have borne children, 
have large collections of fat between the skin and abdominal muscles below the navel, 
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which hang down in a thick fold, like an apron, to the pubes. It has been dignified 
with the name of pendulous belly. The female breast also sometimes becomes enor- 
mously loaded with fat, even in very young women. Bropie mentions a case of 
this kind, which grew so large that it was removed on account of its inconvenient 
size, which on dissection turned out to be “a fatty tumour, and a chronic mammary 
tumour, blended with each other,” and disposed layer on layer. (p. 281.) But whether 
on the neck, belly, or elsewhere, it seems to be merely a superabundant deposit of fat, 
a hypertrophy, which can hardly be considered a disease, though it certainly is a 
great inconvenience.—J. F. S.] 

2244. The other fatty tumours whieh arise between the two plates of 
the cellular expansion beneath the skin, from an increased and altered 
vegetation of the mucous bags of the first and second order, are situated 
deeper, are covered with the panniculus adiposus, have a defined boundary, 
greater mobility, more elastic hardness, and are enveloped in a proper 
cellular cyst, which is commonly so firmly connected with the fat that 
they can scarcely be distinguished. In general this cyst is very thin, often 
still thinner as the swelling becomes larger ; only in rare cases is it firm, 
tendinous, and in part cartilaginous. This tumour consists of spherical 
masses of fat, which differ from the natural fat, nearly resembling a slice 
through the brain, or through a lymphatic gland, without eavities and 
partitions ; sometimes they appear as if composed of cireularly twisted or 
radiately disposed plates (a). 

With the opinion of this twofold form of lipoma, which may be sufficiently distin- 
guished by external examination, microscopic observations also agree. The substratum 
of lipoma is the fatty tissue intermingled with blood-vessels and cellular tissue in 
indefinite proportions. The lipoma which belongs to the panniculus adiposus, consists 
of cellular tissue, with a few vessels, and sometimes starlike groups of needle-shaped 
crystals, (margarin, or margaric acid,) are found in the fat-cells. In the other form more 
bundles of cellular fibres are observed, which spread between the groups of fat-cells. 

J. Miter (6) divides fatty tumours into, first, Lipoma, in whieh the fat is found 
in the common fatty cellular tissue, and is merely isolated by the walls of numerous 
cells thrust together ; second, Fatty cysts, in which the fat is not contained in little 
cells, but partly fluid, partly in form of fat-corpuscles, is enclosed in one large and 
generally thick membranous cyst. In the former case, the production of the fat goes 
on in the ordinary way, as previously in the healthy body; in the latter there is, as it 
were, one predominant fat-cell, and its wall thickens into a firm eyst. The lipoma, 
generally lobed, is not distinguished from the ordinary form of fatty cellular tissue, its 
cells are roundish and oval, the single difference consists in the firmness of this con- 
glomeration of fat-cells, which usually possesses a more or less strong cyst of thickened 
cellular tissue, whilst the single lobes are enclosed in thinner layers of cellular tissue. 
Métuier distinguishes, a. Lipoma simplex ; b. Lipoma mizxtum, where the interstitial 
cellular tissue considerably thickened and membranous, forms strong plates, which 
run through the lipoma, rendering it firmer than the common lipoma; c. Lipoma 
arborescens, branching productions, which consist entirely of fatty cellular tissue. The 
Jat cyst ( Cystis adiposus) is, at least in the skin, similar to the Tumor sebaceus. The 
fatty tumour in layers (Cholesteatoma) consists of pearly shining leaves or layers of 
polyhedric cells, without any lobular formation. The tumour, of the consistence of suet, 
is surrounded by a membrane generally very thin, rarely thicker than a common eyst. 
The cholesteatoma also occurs as a deposit upon ulcers. It has not any blood-vessels (e). 

Fatty tumours of this kind vary considerably in size between half a pound and half 
a dozen pounds; but some examples have occurred of enormous bulk. AstTLEy CooPER 
removed a fatty swelling of the breast which weighed fourteen pounds and ten ounces; 
it is in the Museum at St. Thomas’s. CopLtanp removed one from a female’s thigh, 
weighing twenty-two pounds. The largest which has been met with in this country, is 
that removed by AstLey Cooper (d) from a Danish sailor in Guy’s Hospital, which 
covered all the front of the belly below the navel, and formed an immense swelling, 
which after removal weighed thirty-seven pounds and ten ounces. It was a remarkable 


(a) Scurecer, De Bursis Mucosis subcutaneis, FELDER, De Lipomate. Commentatio loco in 


Pp. 12. Erlang.,. 1825.. ' Facultate Medicorum Univers, lit. Erlang. rite: 
b) Above cited, p. 49. obtinendo, 
c) Compare also VoceL, above cited.—Hry- (d, Med.-Chir. Trans., vol. xi. p. 440. 1824. 
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circumstance in this man’s case, that notwithstanding this bulky protuberance, he had 
done his duty on shipboard till within a few days of his admission. The tumour is in 
the Museum at St. Thomas’s. LAWRENCE (a) mentions that a French Surgeon removed 
a fatty tumour: from: the left Aypochondrion, which weighed forty-six pounds, and was 
one of eight in the same person, the others of which, however, were not so large. 
Porrawuri (6), of Venice, removed a large pyriform fatty swelling which hung from 
the left side of the neck and’ chest; measured in length twenty inches and a half, twenty- 
seven. inches around its upper narrower part, and thirty inches below,. and weighed 
fifty-two pounds; no blood-vessel of size was divided, nor was any ligature required ; 
and in the course of seven weeks, the patient was cured. 

Although generally seated almost immediately beneath the skin, these fatty tumours 
are sometimes situated beneath the muscles, and then give rise to much difficulty in 
diagnosis, of which BropiE mentions a good example, where the tumour was beneath 
the trapezius; in another case the fatty mass was behind the gland of the breast, 
which it had lifted up, and caused great doubt as to the character of the disease, till 
explained by the operation. He also mentions a case in whicha large tumour in the 
scrotum lay behind the testicle, but quite distinct from it, and gave the impression of 
being an omental hernia; it was, however, determined to operate on it, and it was then 
discovered to be a fatty tumour connected with the spermatic cord within the abdominal 
ring, which as it had grown, descended into the scrotum. (p. 271.) 

Among the rarest situations of fatty tumours, the tongue may be mentioned: m the 
Museum of the College of Surgeons there is a specimen of a small lobulated fatty swell- 
ing which had been removed from that organ.] 

2245. The causes of fatty tumours are unknown. Rarely can they be 
ascribed to pressure, blows, or any other violence. ‘They are seen at all 
ages and in both sexes, though most frequently in adults ; they seem also to 
be more frequent in females, though without any relation to menstruation. 
They generally occur on the shoulders, upon the back and on the neck ; 
but are, however, observed on other parts, and even on such as have natu- 
rally very little disposition to fat. Oftentimes several fatty tumours occur, 
even in considerable number in the same individual. Not unfrequently 
is a fatty tumour congenital, and then often acquires considerable size ; in 
this case too, sometimes the general coverings are more or less altered, 
loosened up,.dusky coloured, beset with large quantities of and longer hair 
than natural.. Such have been named by WALTHER fatty mother-marks 
(Nevus maternus lipomatodes, Lat.; Fettmuttermahl, Germ.) The dis- 
ease also. usually spreads after birth to a considerable extent. 

2246. Fatty tumours.are always to be considered important diseases, as 
they enlarge very quickly, spread, and run into: ill-conditioned ulcers (1). 
Small swellings may indeed in many instances be dispersed by the appli- 
cation of gum ammoniae dissolved in vinegar of squills, by rubbing in 
ox gall, nut oil, and liquor of acetate of ammonia (2). Their removal 
with the knife is, however, generally the only certain mode of treatment. 

This operation is easy and without any danger in those fatty tumours 
which have a broad base; but it may be difficult and dangerous if the 
swelling be of great extent, lie in the neighbourhood of important parts, 
or if it have deeply-stretching roots. Under these circumstances, it is not 
often possible to remove all the degeneration, even with the greatest care, 
so that either the fatty growth begins anew, or a long-continued ill con- 
ditioned suppuration ensues, and even fistulas, which remain throughout 
life. Not unfrequently the general formative action appears to be 
increased by the operation, as often not only in the neighbourhood of the 
part operated on, but also in distant parts, where previously no lipoma had 
existed, it sprouts forth. It must also not be forgotten, in reference to 


(a) Lectures on Surgery; in Lancet. 1829-30; (6) Omoper, Annali Universali, vol. xxviii. 
vol, i. p. 869. p. 343. 1823. 
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the performance of the operation, that many lipomata are so considerable, 
and so largely penetrated with branching vessels, that the operation is 
attended with considerable bleeding (3). 


[(1) As regards ulceration, Bropre observes.:—*“ The skin over a fatty tumour very 
rarely inflames and ulcerates. You might @ priori expect that the pressure of the 
tumour would often produce this effect, but it is not so. I have, however, known 
inflammation to take place in the substance of the tumour, and an abscess to form ‘in its 
centre.” And he mentions a case in which this happened in a large tumour on the 
back; “the abscess never healed, but continued to discharge profusely matter with an 
oily fluid floating in it,” till the swelling was removed. (p. 278.) 

He also refers to ASTLEY Coorer’s opinion, that “‘a fatty tumour will sometimes take 
on the action ofa malignant disease, and become a malignant tumour,”.and is inclined to 
agree with it in consequence of a case which he operated on, ‘‘ composed of what seemed 
to be fatty substance, somewhat more condensed than usual; but that here and there, 
dispersed throughout the mass, there was another kind of morbid growth, apparently 
belonging to the class of medullary or fungoid disease. It is reasonable to suppose 
that if this tumour had been allowed to remain, it would have ulcerated, and run the 
usual course of a malignant disease.” (p. 282.) 

(2) In the case of diffuse fatty tumours of the neck, already referred to, (p. 690,) 
Bropier “ gave half a drachm of the liquor potasse three times a day, and gradually 
increased the dose to a drachm, dissolved in small beer ;” the result of which, after some 
time, was, that considerable absorption of. the swelling occurred, though “ there 
were still some remains of the tumour, but nothing that was very remarkable. I have 
seen” he observes, “ some other cases in which the exhibition of very large doses of the 
liquor potasse appeared to be of great service.” (p. 276.) For the more common cir- 
cumscribed fatty swellings, there is not, as far as I have had opportunity of seeing, any 
remedy to produce their absorption, whether they be small or large, and therefore to be 
got rid of, they must be removed by the knife. It is not needful, however, to meddle 
with them if their size do not inconvenience the patient, and'so long as they remain 
stationary, which they often will for years. Butif they at any time begin to increase, 
they should be at once removed, as when this action begins, it generally continues more 
or less quickly. 

(3) Easy as the removal of fatty tumours undoubtedly is, it not unfrequently happens 
that there is a good deal of boggling from inattention to the simple circumstance of 
cutting through the cellular cyst surrounding them, to the extent of the external wound, 
and fairly into the fatty tumour itself. If the cyst be thus opened, the operation may 
generally be completed by running the finger or the handle of the knife between it and 
the tumour, which usually turns out like a kernel from its shell, being only here and 
there held by little processes of cellular tissue, or little bundles of vessels, which are 
best torn through, or if too tough and large to.admit this, must be cut with the knife. 
If, however, the cyst be not opened, the tumour will not turn out, and must be fairly 
dissected out with the knife, which is very tedious and inconvenient, as almost every little 
vessel divided bleeds freely and requires tying, the former of which does not happen, 
and the latter is therefore unnecessary, if the tumour be torn from its cyst, which is an 
additional reason why this method should be preferred. It occasionally happens indeed, 
that after the removal of the tumour in this manner, the cavity suppurates and heals by 
granulation; but this is matter of little consequence, and only slightly retards the 
cure.—J. F.S 


2247. The removal of lipoma is managed according to the same rules laid 
down in regard to encysted tumours. ‘he wound may be brought together, 
if the base of the lipoma be not large, and the whole has been completely 
removed, and united by quick union. But in large lipomata, which can- 
not be cleanly turned ‘out, when the wound has been brought together, 
only an imperfect union of the skin with the corresponding surface of the 
wound is produced ; as at every part where little bits of fat remain, union 
does not take place, a fatty purulent lymph flows out; and, if its escape be 
prevented, inflammation of the skin, bursting again of the united parts, 
continued ill-conditioned suppuration, and fistulas, remaining even through- 
out life, are produced (1). After the removal of diffused lipoma, tlere- 
fore, the edges of the wound .are to be kept apart by proper dressing, till 
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the discharge has lost its oily character, and healthy suppuration is set up ; 
and then the cure is to be promoted by bringing together the edges of the 
wound. When the swelling is penetrated by a great many vessels, or its 
roots cannot be removed by the knife without great danger, it may be 
necessary to apply a ligature around its base, which must be isolated as 
much as possible, and the swelling cut off beyond it. Under these circum- 
stances, the destruction of the remaining substance, by the use of escha- 
rotics, is exceedingly difficult, and even impossible (a). 

The employment of a seton for the removal of tipoma, is only fitting when the extir 
pation is impossible. This method, however, is always extremely uncertain, as the 
swelling either does not go away, or soon recurs. : 

[ (1) I have never seen the inconveniences to which CuExtus here alludes, which 
may certainly be prevented by attention in properly dressing the wound, and the appli- 
cation of compresses, on any part where there is a disposition to bagging of the pus. As 
a general rule, it is also advisable to follow the roots of the tumour, should they spread 
out as they occasionally do; but sometimes this cannot be managed without doing mischief, 
by disturbing important parts; it is then best to tear through these roots, as far in as 
possible, and usually in the course of the cure they suppurate and disappear.—J. F. S. | 


X. OF ENCYSTED TUMOURS. 


( Tumores cystici, saccult, tunicatt, Cystides, Lupie, c., Lat. ; Balggeschwiilste, Sackge- 
schwiilste, Germ.; Tumeurs enkystées, Fr.) 

SALZMANN, De quibusdam Tumoribus tunicatis externis. Argent., 1719 ; in HALLER’s 
Disputationes Chirurgice, vol. v. p. 383. 

Girarp, Lupiologie, ou Traité sur les Tumeurs connues sous le nom de Loupes. 
Paris, 1775. 

Cxopart, Essaies sur les Loupes; in Prix de Académie de Chirurgie, vol. iy. 
p- 274. 

Cuameon, Mémoire sur les Loupes; in Prix de l’Acad. de Chir., vol. v. p, 332. 

Jacopson, (Preside Loprr,) Dissert. de Tumoribus cysticis. Jens, 1792. 


Lover, Ueber die Balggeschwiilste ; in Chirurg.-Medic. Beobachtungen, vol. i. p. 205. 
Weimar, 1794. 


BicHAtT, Traité de Membranes, p. 181. New Edition by Hasson. Paris, 1816. 


Jarcrer, M., Ueber Balggeschwiilste; from the Encyclopedische Worterbuch der 
Medic. Wissenchaft, vol. iv. p..634. Berlin, 1830. 

2248. Encysted Tumours are swellings developed in the cellular tissue 
of the skin, or in the interstitial cellular tissue of other parts, and 
characterized by a proper membrane being formed, in the cavity of which 
there is a secretion of a peculiar substance. ‘That this membrane does not 
result from expansion and thickening of the cellular tissue, but must be 
considered as a new formation, which, in reference to its nature and its 
vital peculiarities, agrees with serous membranes, has been clearly shown 
by Brcuat. The circumstance, that a cyst is formed around foreign — 
substances accidently introduced into the body, does not controvert this 
opinion: as this cyst, manifestly originating from pressure on the cellular 
tissue, is not a peculiar secreting organ. 

MeEcKEL (6) may be consulted in opposition to the opinion advanced by Apams (c), 


that all encysted tumours are to be considered as animals of the lowest kind, to 
wit, as hydatids. 
[ (1) With reference to the formation of cysts around foreign substances, JoHNn 
HonTer (d) speaks of it as an example “ of the deeper seated parts not so readily taking 
ws ScHREGER, above cited. (c) Observations on the Cancerous Breast. Lon- 
6) Handbuch der Pathologischen Anatomie, don, 1801. 8vo. 
vol. ii, part ii, p. 132. (d) On the Blood, Inflammation, &c. 
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on the suppurative inflammation as those which are superficial; * * * for we find that 
extraneous bodies are in general capable of producing inflammation; but if these 
extraneous bodies are deeply seated, they may remain for years, without doing more 
than producing the adhesive inflammation, by which means they are inclosed in a cyst, 
and only give some uneasiness.”—(pp. 238, 39.) An example of this kind I recollect 
having seen several years since. A medical student in Paris had, for want of better 
employment, mixed himself up with some popular disturbance, to quell which the mili- 
tary were called in, and he received a wound in the buttock, which soon united, but left 
some uneasiness and a defined swelling. About three years after, Isaw DupuyTren, 
at the Hotel Dieu, cut into this tumour, from which a quantity of glairy fluid escaped ; 
and the finger being introduced into it, about an inch and a half of a sabre-point was 
felt and removed. But the lodgement of an extraneous body without producing suppu- 
ration is not confined to deep-seated parts; for HunTER, very shortly after observing in 
regard to pins and needles, which, when having been introduced into the body, are well 
known, in general, not to produce suppuration, but either lie quietly in one place, or 
move over the body to an almost incredible distance from the point at which they had 
entered: that “they owe their want of power in producing suppuration, not entirely 
to situation, but in some degree to the nature of the substance, metals, perhaps, not 
having the power of irritation beyond the adhesive; for when the adhesive has taken 
place, the part appears to be satisfied ;” he continues, “ this appears also to be the case with 
the introduction of glass, even in the superficial parts; a piece of glass shall enter the 
skin, just deep enough to bury itself, inflammation shall come on, the wound in the skin, 
if brought together, shall heal by the first intention, and the inflammation shall not 
exceed the adhesive, but rather degenerate into the disposition for forming a sack, by 
which means a sack is formed round the glass, and no disturbance is given to the irrita- 
bility of the parts.”—(pp. 239, 240.) Besides the example which HunTEr mentions, in 
proof of this latter statement, I may refer to the case of the tobacco-pipe in a man’s 
cheek, which I have already mentioned (p. 380); and there is in the Museum of the 
Royal College of Surgeons a portion of a glass mirror, which by a fall was driven into 
a girl’s breast, and there remained for many weeks, without exciting suppuration. 
These examples prove, and even from his ewn showing, that Hunver’s first statement, 
of “deep-seated parts not so readily taking on the suppurative inflammation as those 
which are superficial,” is not borne out. Nor has it yet been explained, how it is that 
foreign bodies do become encysted, rather than set up suppurative inflammation, by 
which, as under common circumstances, they are expelled from the body.—J. F. 8.] 


2249. Encysted tumours are distinguished according to the consistence 
and nature of the substance contained in their cavity, as, first, Serous Cysts 
(Cystes serosa, Hygroma, Lat.; serdse Balggeschwiilste, Germ. ; Loupes 
séreuses ou aqueuses, Fr.) (1); second, Melicerous Tumours, (Meliceris, 
Lat.; Honiggeschwiilste, Germ.; Luupes meliceriques, Fr.,) when the 
contained substance is of the consistence of honey (2); third, Atheroma- 
tous Tumours (Atheroma, Lat.; Breigeschwiilste, Germ. ; Loupes athero- 
mateuses, Fr.,) when it resembles pap (8). To these kinds of encysted 
tumours ABErneTuy (a) adds a fourth, in which the cavity is filled with 
nail or horn-like substance, which, when the skin breaks hardens, and 
projecting, as the cyst continues to secrete, forms a horn-like growth (4). 

[(1) Simple serous cysts, on the exterior of the body, are not of frequent occur- 
rence. When existing in the neck they are commonly called “ Hydroceles of the 
Neck,” under which name they were first described by Maunorr (6), who mentions 
that the disease had been confounded with bronchocele, on account of its external cha- 
racters, and had been noticed without knowledge of its real nature by HristEer, PLov- 
quer, and Petrr. “It consists,” he says, “simply of a collection of serous or lym- 
phatic fluid; * * * it is an affection sut generis, tolerably frequent, and not 
as has been supposed a rare and unusual form of bronchocele.” (p. 95.) Cases have 
since been described by Dr. O’Brrrnx (c) and by Branspy Cooper (d). They com- 


(a) Above cited, p. 113. (ce) On Hydrocele of the Neck, with Cases and 
(b) Mémoires sur les Amputations, I’Hydrocéle Observations ; in Dublin Journal of Medical and 
du Cou, &c. Genéve. Paris, 1825. The Memo- Chemical Science, vol vi. p.1l. 1834. 
rial was read before the French Institut in 1815; (d) Case of Hydrocele of the Neck cured by 
but the report upon it by Percy was not fayour- — Seton, with Observations ; in Guy’s Hospital Re- 
able. ports, vol. i. p. 103. 
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monly originate in the lower part of the neck, just above the collar-bone, of small size, 
but increase in bulk, covering the whole of that side, and even running across beneath 
the skin. Sometimes, however, they make their first appearance below the lobe of the 
ear, and get attached to the angle of the jaw. As they increase in size they interfere 
with swallowing and breathing, so as to cause severe cough and symptoms of suffoca- 
tion. Fluctuation is distinctly felt, but they are not always transparent, as though 
sometimes the fluid they contain is clear and limpid, it is more frequently either like 
coffee or coffee grounds, which probably depends ‘on the rupture of some little vessel 
into their cavity, under the exertion of coughing. Mavunorr thinks that the cyst is 
thicker than in hydrocele of the testicle ; and in one of the cases mentioned by FLEURY(a@), 
it was very hard and resisting, and its interior lined with a fibro-cartilaginous 
covering. In the Museum of the College of Surgeons, there is a specimen of one of 
these serous:cysts removed from the front of the neck by THomas Biizarp; it is more 
than “six inches in diameter; its walls thin and fibro-cellular; a portion of it passed 
‘behind the collar-bone, and it contained a clear brownish fluid. Also, another attached 
to the back of the tongue-bone, about two inches in diameter, which contained a 
brownish yellow, thick grumous, honey-like fluid, containing abundant crystals of 
cholestearine. Simple cysts are rare in the female breast, Bropie says he has seen but 
two; and in the Museum at’St. Thomas’s there is another. Perhaps here also belong 
AsTLEY:Cooper’s (5) cellulous hydatids of the breast, of which, however, there are 
generally several in the same gland, as in the specimens in the College Museum. In 
the same collection there are also examples of a large cyst removed from the thigh, 
and of another which filled up the thyroid hole, projecting both into the pelvis and the 
thigh, and followed a’ kick on the part; both-these cases were from females (c). A few 
years since I hada patient-with a cyst on the auricle, which contained a thick brownish, 
but transparent glairy fluid; this filled again several times after being punctured, and 
was cured at'last by stuffing with lint, and:causing suppuration of the sac. 

(2) It is probable that these so-called melicerous cysts merely differ from the former 
in the thicker nature of their contents. 

(3) Atheromatous cysts sometimes contain a pultaceous white matter, like pap ; or, 
as Home (d) has described it, “ a small quantity of thick eurd-like matter, mixed with 
cuticle, broken down into small parts.” (p. 101.) Some such examples exist in the Col- 
lege Museum, stated in the Hunterian manuscripts to consist “principally of a 
series of cuticles thrown off,’ and “a flaky substance, which seemed to be a succession 
of cuticles, being the same with that which lines the cyst.” Home also observes :— 
“ Other cysts of this kind, instead of having cuticle for their contents, are filled with 
hair, mixed with a curdled substance, or hair without any admixture whatever, and 
have a similar ‘kind of hair growing upon their internal surface, which is likewise 
covered with a cuticle.” (p. 102.) I have seen in two or three instances these cysts 
filled with little bodies, semitransparent, and resembling grains of boiled rice flattened 
and packed closely together, which were _probably scales of cuticle. Even teeth, more 
or less perfectly formed, have been found in a cyst in the orbit, as happened in a case 
related by Barnes (e) of Exeter. 

(4) These are true productions of the sebaceous follicles, and have been already 
mentioned (par. 2198, note) in speaking of Horns. | 


2250. The nature of the cyst is very various, and has no connexion 
with the size of the swelling. In those which contain serous fluid the 
cyst is generally thin and correspondingly transparent. The cyst is often 
very firm, tough, fibrous, may be separated into many layers from the outer 
surface, and often has an almost horny character. At many parts it is 
~ frequently found bony. The inner surface of the cyst is often smooth and 
shining; frequently has a velvet-like surface; is sometimes beset with 
true hairs ; oftentimes it exhibits rather a muco-membranous structure, an 
irregular, folded, -net-like surface. The connexion of the cyst with the 
surrounding parts is usually but ‘slight, by means of delicate cellular 
tissue and few vesséls ; sometimes, however, a very firm connexion is 


(a) Annales de Chirurgie, vol. x. p. 377. lection in the Museum of the Royal College of 
1844, Surgeons of England. 

(6) Illustrations of Diseases of the Breast, Lon- (d) Observations on certain Horny Excrescences 
don, 1829. 4to. of the Human Body; in Phil. Trans., vol. lxxxi. 


(c) Paget’s Catalogue of the Pathological Col- pp. 95. 
(e) Med -Chir. Trans., vol. iv. p. 316. 1813. 
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found, and the cyst cannot be well distinguished from its immediate in- 
vestments. 


[“ Mr. HunTer considers the internal surface of the cyst to be so circumstanced 
respecting the body, as to lose the stimulus of being an internal part, and to receive the 
same impression from its contents, either from their nature or the length of application, 
as the surface of the skin does from its external situation. It therefore takes on actions 
suited to such stimuli, undergoes a change in its structure, and acquires a disposition 
similar to the cutis, and is consequently possessed of the power of producing cuticle 
and hair. What the mode of action is, by which this change is brought about, is not 
easily determined ; but from the indolence of these complaints, it most probably re- 
quires a considerable length of time to produce it. That the lining of the cyst really 
does possess powers similar to cutts, is ‘proved by the following circumstances; that it 
has a power of forming a succession of cuticles like the common skin, and what is 
thrown off in this way is found in the cavity.of the cyst. It has a similar power re- 
specting hair, and sometimes the cavity is filled with it, so great a quantity has been 
shed by the internal surface.” It is further added :--“ What is still more curious, when 
such cysts are laid open, the internal surface undergoes no change from exposure, the 
cut edges cicatrize, and the bottom of the bag remains ever after an external surface. 
Different-specimens of the above-mentioned circumstances are preserved in Mr.HunTER’s 
collection of diseases ” (a). | 

2251. Encysted tumours:are at first always small, and developed slowly 
to'a large size. Their form is generally round, and their extent well de- 
fined,if the surrounding parts do not affect their development in a decided 
direction. ‘They are movable at their base; this, however, depends on 
the yieldingness of the parts surrounding them, ‘and -on their firmer or 
looser connexion with them. The manner in which an encysted swelling 
is filled differs, according to the nature of the contained substance and 
of the cyst; the swelling is elastic, expanded and yielding; a distinct 
fluctuation is often felt ; sometimes it is firm; the skin covering it is un- 
changed. An encysted tumour, when it has reached a certain size, often 
remains stationary throughout life, sometimes it continues increasing 
slowly. Various symptoms may be produced by the pressure of the 
swelling upon important neighbouring parts; if on a bone it will destroy 
it by continued pressure. Nutrition may also be interfered with by several 
encysted tumours. 

2252. Sometimes, in consequence of external violence or from unknown 
causes, the encysted tumour inflames, and pours into its cavity a puriform 
fluid. ‘The external skin reddens, and ulcerates, the cyst bursts, and the 
fluid contained in its cavity is discharged. If the inflammation be severe, 
the membrane forming the sac is loosened -into cellular tissue, thrown off, 
and thus a perfect cure is effected. But this part often remains ulcerated, 
and very sensitive; an ichorous ‘ill-conditioned pus continues to be 
discharged ; fungous growths spring up, and the aperture obstinately 
resists healing. 

2253. Encysted tumours are to be considered consequences of an un- 
natural formative effort, of which the proximate cause is, in most cases, 
not to be determined. They:are ‘frequently congenital, and then form 
a peculiar kind of nevus maternus; sometimes they are hereditary ; 
frequently arise in consequence-of rheumatic, gouty, syphilitic, or scrofu- 
lous disease; sometimes from external violence, continued pressure, and 
the like. They may occur onall parts of the external surface of the body, 
but are most commonly developed where naturally the cellular tissue is in 
largest quantity. 

2254. A peculiar kind of encysted tumour, which most commonly 

(a) Home, above cited, p- 102. 
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occurs under the skin of the head and face, and upon the back, though but 
rarely in other parts, has been subjected to particular inquiry by AsTLEY 
Coorer (a), who has fixed its origin in the obstruction of a sebaceous 
follicle of the skin, in which case the tallow-like sebaceous matter collects 
in its cavity, and its walls expand in the cellular tissue (Twmor sebaceus.) 
The form of this swelling is mostly globular; it feels firm upon the head, 
but on the face fluctuates indistinctly. It often presents, at the begin- 
ning, a dusky spot in its middle, which is the plugged-up mouth of 
the follicle, and from which the contained matter may often times be 
squeezed (1). When it has attained its ordinary size, from one to two 
inches in diameter, it sometimes suddenly subsides, again begins, increases, 
and acquires its previous size. It contains a substance similar to coagulated 
albumen, which, when the tumour suppurates, stinks horribly. It is rather 
less movable than the common encysted tumours, and is more firmly con- 
nected with the skin. Sometimes the cyst contains hair; sometimes 
the swelling ossifies (2). Horny excrescences frequently spring from these 
tumours; the horn begins growing at the open part of the cyst, is 
at first soft and flexible, but soon acquires considerable hardness, and 
assumes the nature of horn (6). The structure of the cyst varies; on 
the face it is usually thin, thicker on the back, and thickest on the head ; 
it also acquires greater thickness in proportion to the length of time it has 
existed. On its interior the cyst is lined with an epidermis. When 
bodies have been artificially introduced, the cyst presents many but minute 
vessels. Pressure is a frequent cause of this swelling; also a diseased 
state of the secretion, a deficiency of its wonted fluidity, a thickness of the 
substance secreted in the follicle, and flaccidity of its walls. I have seen 
a considerable number of such swellings after the suppression of an erup- 
tion on the head. They frequently seem to be hereditary. 


[(1) The most simple form of sebaceous tumour, or, more properly speaking, Seba- 
ceous accumulations, as they are called, by Erasmus WILSON (c), is that commonly seen 
on the sides of the nose, and also upon the face in unhealthy persons, and not un- 
frequently also on the shoulders and back, often in very considerable number, varying 
in size from that of a pin’s head to a pea, the tops of which becoming blackened, have 
given rise to their vulgar name “black heads.” Sometimes they lie quiet, giving to the 
face a dirty ugly appearance; but if a little gentle pressure be made on either side, the 
substance of which they consist oozes out like little yellowish white worms or maggots, 
by which name they are also not unfrequently called, of various length and size, 
according to the length and distension of the sebaceous follicle. Sometimes they 
acquire considerable size; AstLEY Cooper mentions that he himself had one on 
the lower part of the dorsal vertebra, which had acquired a diameter of about two 
inches, and had a small black spot in its centre, which having been picked off, he 
squeezed out a large quantity of sebaceous matter. Sometimes these collections, 
not being rubbed out, as they frequently are after washing, or not having been 
purposely squeezed out, inflame the follicles, and thus acne is produced, which 
_ commonly terminates in suppuration, covering the face and back with repeated crops of 
pimples, especially annoying to females, 

AstLry Coorrr considers the encysted tumours formed on the head and hack 
to arise merely from obstruction of the sebaceous follicles, and this opinion is generally 
held. But I have great doubt of its correctness, for such cysts are always complete sacs, 
without the least appearance of ever having had any opening; they may be rolled about 
very freely beneath the skin, to which they are so loosely attached, as well also as to the 
cellular tissue, that after cutting carefully through the skin, they may generally be 
shelled out by running a probe around them, unless having by their size irritated 

(a2) AstLEyY Cooper; in his and Travers’s Watrtuer, Ueber die Balggeschwiilste; in Journ. 
Surgical Essays, part ii. p. 229.—Barrscu, (Pres. fiir Chirurg. und Angenheilk., vol. iv. p. 379. 
REIcHEL,) Dissert. de Tumoribus Capitis tunicatis (b) This subject has been already considered in 


post Cephalagiam exortis. Lipsie, 1765.—von treating of Horns, 
(c) Above cited. 
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the surrounding ‘parts, they have become adherent to them, and specially to the skin, 
which by degrees yields to their pressure, and ulcerating, they burst, as the cyst itself, 
though sometimes as thick as a shilling, tears very easily, and may be split into flakes 
resembling recent fibrin. If left to themselves, after bursting, these cysts produce 
troublesome sores, which continue till the cyst either comes away or is pulled away piece- 
meal, and then the sores heal. But nothing of this kind happens when the swelling is 
formed by an obstruction of the mouth of the follicle; the follicle either yields to 
the accumulating sebacin, and enlarges till, as in AsrLey Cooprr’s own case, it 
acquires considerable size, but can be emptied by gentle pressure of its contents, 
and nothing further happens beyond the recollection of the sebacin. Or the follicle 
inflames and suppurates, forcing out with the pus the little mass of hardened sebaceous 
matter, after which the inflammation quickly subsides, and the follicle resumes 
its natural office, without, however, anything which has the least pretension to a 
cyst having been discharged. It, therefore, seems to me that from the different courses 
these two forms run through, they are of decidedly different nature. To this it may also 
be added, that the tumours resulting from obstruction of the follicles, have occasionally 
their contents converted into a projecting horn, in the way which Erasmus WIxson has 
described, as already noticed; but so far as I am aware this never happens when 
the cyst is globular, close, and of the recent fibrous character which I have noticed, 
and which is almost invariably seated in the scalp.—s. F, s. 

(2) The ossification of an encysted tumour or of its contents is very rare; Daz- 
RYMPLE (@), however, has mentioned an example of ‘a small tumour, which he removed 
from beneath the tarsal cartilage of the upper eyelid of a middle-aged man, which instead 
of the usual cheesy matter contained an apparently earthy or bony deposit. This tumour 
was somewhat larger than a pea, and composed of concentric layers of hard earthy 
material, and in form, was rounded, except at the surface immediately behind the con- 
Jjunctiva, where it was somewhat flattened and rough. * * * Upon examination by the 
microscope, the concentric layers of this tumour were found composed entirely of epi- 
thelium scales, closely agglutinated together; but instead of the usual transparent and 
thin lamina with its central nucleus, they were thickened and hard, and contained 
granular earthy molecules, which could be removed by immersion in weak muriatic 
acid. No amorphous earthy deposit existed around or among the scales, but the whole 
was composed of this epithelium opaque, of a light-brown colour, with a clear and 
large central nucleus.” (pp. 238, 39.)] 


2255. To encysted tumours Ganglia ( Ueberbeine, Germ.) are allied ; 
they are round, of slow growth, rarely exceeding the size of a pigeon’s 
egg, and in general, consisting of thick-walled cavities, developed in the 
neighbourhood of joints and sheaths of tendons, containing a fluid similar 
to synovia, with a greater or less number of little white cartilage-like 
bodies ; in some cases, they must be considered as partial expansion of 
the tendon sheaths, but more generally as actually new productions (6). 
They commonly arise from external violence, pressure, violent straining of 
a tendon and the like, on which account they are most frequent on the 
back of the hands and feet; in some instances, they seem to originate 
from constitutional causes. As long as the swelling is small, it produces 
no inconvenience; but when it acquires large size, it interferes with mo- 
tion ; and if it inflame and suppurate, tiresome ulcers are produced (c), 

2256. The cure of encysted tumours is effected in various ways, the 
choice of which depends on their seat and size, their mode of connexion 
with the neighbouring parts, their mobility or immobility, the nature of 
the coverings of the swelling, and the excitability of the patient. These 
modes of treatment consist, first, in the dispersion of the swelling ; second, 
in its complete or partial removal with the knife ; third, in its removal 
with the ligature ; fourth, in opening the tumour and destroying the cyst. 
Many cases require a combination of these modes of treatment. 

2257. For the dispersion of encysted tumours, volatile rubbings, 
blisters, dispersing plasters, escharotics, and a multitude of other reme- 


(a) Med.-Chir. Trans., vol. xxvi. 1843, 
(b) MEcKeEt, above cited, p. 153.—J. Cloquet ; (c) Ganglia have been already noticed at p. 459 
in Archives Géner. de Médec. 1824. vol. iv. p. 232. of this volume. 
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dies have been recommended. Although it cannot be denied that, in some 
cases, absorption of the fluid contained in the cyst has been effected by 
them; yet, however, these remedies do not produce a radical cure as 
the cyst remains, and except such inflammation take place that the whole 
cyst be destroyed and thrown off, no cure is effected. This method is 
therefore inefficient, and not to be recommended. 

2258. The removal of encysted tumours with the knife, is in general 
the most fitting mode of treatment, if the nature and seat of the swelling 
permit it without danger of severer injury. The mode of proceeding 
varies. If the tumour be seated on a thin stem, an assistant draws back 
the skin around it, and the operator removes the tumour at its base 
with one or more strokes of the knife. By drawing back the skin, as 
much of it is preserved as is sufficient to cover the wound and allow the 
bringing together of its edges. If the tumour be not large, the skin 
movable upon it and natural, a longitudinal cut should be made through 
the skin, the ends of which should reach a few lines beyond the circum- 
ference of the swelling. The edges of the wound are then separated from 
the cyst with the blade or handle of the knife, or with the finger, care- 
fully avoiding injury of the cyst, which being seized with a hook and 
lifted up from the bottom, is to be cut off cautiously with some strokes of 
the knife. If the skin upon the swelling be diseased, or if the tumour 
be of very large size, it must be included in two semilunar cuts at a 
proper distance from its base, so as to preserve sufficient skin for covering 
the wound. Whilst the cyst is being isolated, an assistant should con- 
stantly sprinkle cold water on the edges of the wound or sop up the blood 
with a moist sponge. If the vessels spirt forth, they must be compressed 
with the finger, and tied after the operation is completed. If the cyst be 
wounded and the fluid escape, it is difficult to remove it entirely. If it 
be firm and hang loosely, it may be torn out with the forceps. When 
the whole cyst has been removed, it must always be endeavoured to bring 
the edges of the wound together ‘and produce union. But, in cases, where 
the cyst has been removed only on one side, where the parts are very lax 
and yielding, the extirpation is difficult, and many cuts must be made in 
various directions, the wound filled with lint, and its edges only drawn 
together when the bottom is covered with granulations. 

2259. Tying the encysted tumour, applies to those cases in which the 
vessels running to the swelling are very large and numerous, and great 
danger of severe bleeding is to be feared ; or when extirpation is dangerous 
on account of the neighbourhood of important organs, especially blood- 
vessels. The tumour is to be tied immediately at its base, if that be not 
too broad, or a cut is first made in the skin at the base, and in this, a 
.. ligature applied with a loop-tier, and daily tightened till the tumour 
come off. This method is always very tedious, accompanied with much, 
often very great pain, and when the swelling begins to putrefy, the stench 
is often unbearable. 

2260. Opening the cyst, and removing it by suppuration or with caustic, 
is performed in different ways. Furst. In many cases when the connexion 
of the tumour with the neighbouring parts is not very firm, it is sufficient 
to cut into the swelling with either a single longitudinal or with a cru- 
cial cut, to empty its contents and fill it with lint till suppuration come 
on, when the loosened cyst can be removed either piecemeal or entire. 
Second. The tumour is opened with a lancet, or with caustic, by applying 
oil of vitriol, or butyr of antimony, and scratching the skin with a needle 
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till the cyst be penetrated, then its contents are emptied, and for some 
days its interior must be irritated by frequently introducing a probe or 
touching it with either of the just-mentioned escharotics, after which the 
cyst separates and can be removed. Third. A seton, smeared with some 
irritating ointment, may be passed through the greatest diameter of the 
tumour to produce the separation and death of the cyst. Fourth. The 
swelling may be punctured with a trocar, its contents allowed to: flow 
through the canula, and some irritating fluid injected and allowed to 
escape, when the swelling has been filled and become painful. Soothing 
poultices are then applied, and when the swelling is soft and fluctuating, 
an opening must be made through which the pus usually collected in the 
cyst escapes. These modes of treatment as well as the ligature, may be 
employed under the same circumstances, and especially when the cyst is not 
very thick. J have often made use of the first and second methods in 
encysted tumours of the face, and frequently after emptying have pulled 
out the cyst ; they have the advantage of leaving a smaller scar than that 
of extirpation (a). 

2961. When the tumour has its roots very deeply seated among 
important parts, which must be injured by complete removal, a mixed 
treatment must be had recourse to. irst. The cyst must be laid bare at 
its base as far as possible, without injuring any important vessel, a ligature 
applied around, and the tumour cut off in front of it. Second. As much 
of the cyst must be removed as can be done safely, and the remainder 
destroyed with caustic. Third. The cyst must be opened, filled with lint, 
and when it begins to crumple together, it must be attempted to separate 
it from its bed. Fourth. When the root of the tumour cannot be got 
at without a dangerous wound, it must be isolated as far as possible, 
drawn up, and a ligature applied with a loop-tier. These mixed modes of 
proceeding are very often required in encysted tumours of the neck (6). 

2262. Encysted tumours caused by stoppage of a sebaceous follicle, 
may at first, when the follicle is merely a spot filled with blackish hard- 
ened tallow-like substance, be emptied by introducing a probe into 
the stopped opening, and then squeezing out the substanee. If force 
be requisite to squeeze it out, it is better to enlarge the opening with 
acut. Frequent squeezing prevents the refilling of the follicle. The 
removal of these tumours from the head is not always free from danger. 
It is, however, unnecessary to dissect them out, unopened ; a cut may be 
made, the contents emptied, the cyst seized with a hook or forceps, lifted 
up, and separated (1). When a horny growth has been formed in the 
follicle, it will be necessary, to prevent its recurrence, to remove the cyst 
with the horn (ce). 

[(1) As I have already mentioned, these cysts upon the head, ifnot adherent from inflam- 
mation, will readily shell out, if the skin only be cut through ; and it is more convenient 
to remove them whole, than after opening them as CHELIUS recommends.—J .F.S. | 

2963. The treatment of ganglions must be guided by their condition. 
If still recent, their dispersion should be attempted by rubbing in volatile 
ointments, or turpentine, by repeated application of tincture of iodine, by 
the use of mercurial and hemlock plasters, by blisters, by constant pressure 
with a metal plate and tight bandage, and the like. If they will not be so 
dispersed, and the cyst be thin, its subcutaneous rupture may be attempted 


(a) ErpMANN ; in Zeitschr. fir Natur und der Balggeschwiilste am Halse und uber eine neue 
Heilkunde, vol. i. part iii. p. 304. Methode dieselbe mit Sicherheit zu verrichten, 
(b) BRUNNINGHAUSEN, Ueber die Exstirpation Wirzburg, 1805. 
(c) AstLEy Cooper, above cited, p..241.. 
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by pressure with the thumbs, upon which the fluid escapes into the cel- 
lular tissue, and by continued application of pressure is prevented collecting 
again ; this practice I have usually employed with success (1). When the 
cyst is more tough, it is best, after drawing the skin aside, to open it with 
a puncture, squeeze out its contents, and then allow the skin to return to 
its place, so as to prevent the entrance of the air, and to effect the union 
of the walls of the cyst, and hinder the return of the complaint by care- 
ful bringing together, and by the continued use of moderate pressure. 
For the purpose of more certainly preventing the entrance of the air, 
the subcutaneous puncture (a) has been recommended ; in doing this, the 
skin is drawn back, and a cataract-needle thrust obliquely into the swelling, 
the fluid pressed into the cellular tissue, and a bandage moistened with lead 
wash applied ; and on the refilling of the sac this operation must be repeated. 
As with these various methods the return of the ganglion is still not un- 
frequent, it has been advised, in addition to the subcutaneous puncture, to 
cut through the walls of the cyst in every direction. According to 
Bartueemy (6), the skin having been raised ina fold, the point of a thin 
lancet, an inch long, curved towards the handle of the instrument, 
and having a cylindrical stem, should be introduced, and thrust forward, 
so as to divide the ganglion into halves ; and the instrument then carefully 
withdrawn, to prevent the entrance of the air. The contained fluid 
escapes into the cellular tissue, and disappears under the use of a proper 
compressing bandage. MaucGaiGne (c), after making the swelling tense, 
penetrates it with a straight narrow bistoury, flat and parallel to the skin, 
at the lower broadest part of the tumour, so far that the point of the bis- 
toury passes through the upper part of the cyst without wounding the skin. 
He then turns the blade on its back, and thus keeps the lips of the little 
wound asunder, for the purpose of emptying the fluid, which is also assisted 
by pressure. After this the knife is again laid flat, and its point made to 
describe a quadrant on the left side of the swelling, so as to cut through 
every thing beneath the skin, and extend a little beyond the bounds of the 
ganglion. ‘The knife is then turned to the right, and the same done there. 
To conclude, the point of the knife is pressed down, and carefully carried 
through the bottom of the cyst, so as to avoid injuring the tendons 
beneath. The swelling is now squeezed to empty all the synovia, and 
then covered with pieces of sponge and eompresses, or with paste- 
board, to keep up regular pressure. According to HENNEMANN (d), 
an assistant should place the tip of his right finger firmly on the 
skin beyond the ganglion, and draw it towards him as much as possi- 
ble, to prevent the parallelism of the wounds, whilst the operator holding 
DierrENBAcu’s tenotome, like a pen, places it nearly perpendicularly 
close to the tip of the assistant’s finger, at the lower part of the tumour, 
thrusts it in, sinking the handle more and more, to the farthest and inner- 
most part of the eyst, in the axis of the limb. Then with the left 
forefinger, the extremity of which must be guarded with a piece of lint to 
prevent it being wounded, he finds the point of the knife, and raising the 
handle a little, thrusts it as deeply as possible into the bottom of the 
ganglion, and completely throught it into the cellular tissue beneath, and 
brings it back still accompanied by the finger uninterruptedly, cutting 
upwards and outwards towards the puncture, but without wounding the 


(a) Cumins ; in Edinburgh Med. and Surg. (c) Bulletin de Thérapeutique. Jan. 1840. 

Journal, vol. xxiv. p.95. 1825, p. 39. 
(b) Gazette Medicale de Paris, vob. iii. Pp. 773. (d) Ueber eine neve Reihe subcutaner Opera- 

1839. tionen, p. 145. Rostock und Schwerin, 1845. 


HYDATIDS. 703 


skin. He then places the blade of the knife flat as at first, and divides the 
sac horizontally right and left. This done, a piece of whalebone as thick 
as paper, and barely a quarter of a line broad, is passed in upon the blade 
of the knife, so as to keep up the constant escape of the synovia; this 
is properly fixed, and a cold wash applied. On the fourth day the whale- 
bone is removed, and pressure made, which if the patient can bear it, 
should be continued for eight days. Further experience is requisite to 
decide whether by this mode of subcutaneous division, the return of the 
ganglion is more certainly prevented, than by mere puncture, and whether 
more serious symptoms are not to be dreaded. It must not be forgotten 
that the principal object in this mode of treatment, is most carefully to 
prevent the entrance of the air into the cyst, but this, with the various 
turnings and movements of the knife, &c., seems scarcely possible. 

Extirpation of the ganglion, which may be necessary if its walls 
be very thick and tough, and the above-mentioned plans have been unsuc- 
cessful, must be performed in the same way as removing eneysted tumours, 
and with great care, that none of the tendons are wounded. The edges of 
the wound must always be brought together as closely as possible to 
prevent the admission of air (2). 


[(1) It is not often that a ganglion can be broken by pressure with the thumbs; but 
it may in general be managed by a smart blow with a book or a piece of flat board. 

(2) I can hardly think the removal of a ganglion ever needed, and should be very 
sorry to undertake such operation.—J. F. S.] 


XI.—OF HYDATIDS. 
(Hydatis, Lat.; Hydatiden, Germ.; Kystes hydatiques, Fr.) 

ScuroEDER, TH. G., De Hydatibus in corpore animali, presertim humano repertis. 
Rintelii, 1790. 

LitpERsEN, De Hydatibus. Gottingse, 1808. 

LaAENNEc; in Bulletin de la Faculté de Médecine, No. 10. 1805. 

RupotPuti, Entozoorum, seu Vermium [ntestinalium Historia naturalis, Amstelo- 
dami, 1808-10. 

BremMsER, Ueber lebende Wiirmer im lebenden Menschen. Wien, 1819. 

CRUVELHIER; in Dict. de Médec., vol. i. p. 465, Article, Acephalocystes. Paris, 
1832. 

2264. Hydatids, in some respects, range with encysted tumours; they 
occur as roundish, oval, or otherwise shaped serous vesicles, containing 
lymph, either singly or collected together in the different organs of our 
body, either loose in the cavities, or surrounded with a second covering, 
which connects them with the surrounding parts. ‘These hydatids are 
living animals, as shown in part by their having decided organs, and being 
capable of self-motion, nutrition, and reproduction, (RuDoLPHI,) and, in 
part, that they are quite loose and unconnected with the covering by 
which they are surrounded. ‘These hydatids are divided into two classes ; 
first, those in which, besides their bladder-like expansion, decided organs 
are observed, Cysticercus, Cenurus, and Echinococcus, of which the first 
and last only are met with in man ; second, those in which no other organ 
besides the vesicle has been discovered, as the Acephalocystides. 

2265. The Cysticercus Cellulose (Blasenschwanz des Zellgewebes, 
Germ.) is met with in the cellular tissue of the organs, between the 
several layers of muscles, in the brain and its vascular network, beneath 
the conjunctiva, in the chambers of the eye floating in the aqueous 
humour, and the like. Its size is that of a pea or bean, is most com- 


“104 KINDS OF HYDATIDS. 


monly elliptical, rarely globular, and consists of a delicate bladder filled 
with serum, on which the retracted extremity of the head may be dis- 
tinguished as a dusky body, but can be projected by squeezing ; and its 
quadrangular shape with four suckers, and a conical trunk, armed with a 
double row of hooks, are then observed. The neck is short and narrower 
than the head, and the part next the vesicle. 

2266. The Echinococcus hominis ( Hiilsenwurm, Germ.) attains the size 
of a walnut, and even that of the fist, occurs for the most part only in 
the organs of reproductive life, and presents in its interior, numerous 
little worms as big as grains of sand or of millet seed, on each of which, 
if examined with the naked eye, may be perceived a single circle of hooks 
and suckers. 

2267. The Acephalocysts exist as large or small vesicles, from the size 
of a lentil to that of a echild’s head, and of various number and colour. 
Where developed, they are always surrounded with a more or less tough 
membrane, in which are found bladders of different number. This mem- 
brane is generally very firm, sometimes at certain parts fibrocartilaginous, 
cartilaginous, or even: bony, and its thickness proportionate to its size, and 
the time it has existed ; it is often closely connected with the surrounding 
parts, especially in parenchymatous organs, sometimes only loosely so, 
when in the midst of an organ having much cellular tissue, or when in 
the neighbourhood of a cavity. The inner surface of this membrane is 
lined with another membrane, frequently smooth, sometimes uneven, which 
exhales a transparent, limpid, yellowish, purulent, thick, turbid fluid, in 
which the hydatids swim singly or in great number, even as many as up to 
700 or 800. The membrane of the hydatid itself is elastic, extensible, con- 
tracts after its contents are emptied, is sometimes so delicate that it tears 
with the least touch, and sometimes thick and capable of being separated 
into four or five layers. It is never attached to its covering. The fluid 
in it is commonly as limpid as pure water, except that it contains a certain 
quantity of albumen; it has for the most part the same appearance as 
that of the covering in which it is contained ; it. has, however, been found 
transparent, whilst that of the membrane was purulent. 

2268. Acephalocysts are developed in all organs, in the liver, ovaries, 
brain, kidneys, lungs, muscles, bones, and the like, and the danger of the 
disease depends on the importance of the organ. Their symptoms are 
always indecisive, and afford a more or less probable eonjecture ; also 
when they have been once present in an organ and been voided, the same 
symptoms may reeur (1). Only when such swellings are quite superficial, 
they may, perhaps, be distinguished by their unequal fluctuation, and on 
closer examination with the cold hand by their peculiar movement. 
Sometimes in such swelling,.a peculiar feel of rubbing, a kind of quivering 
on. touching this vesicle in the examination to discover fluctuation, may be 
perceived. Many have doubted this; Pian¥ has, however, twice noticed 
it, and considers it a decisive character (a). 


(1) Thus pain in the region of the kidney has been observed, and the escape of a 
quantity of hydatids with the urine; then follows a cure, till the symptoms set in again 
and announce the speedy discharge of hydatids (6). 

[I have seen two examples of acephalocysts ; the first was in the left side of the neck, 
immediately above the collar-bone, between the sternomastoid and trapezial muscles, 
in a boy about six years old; it was about the size of a hen’s egg, transparent, and un- 
attended with pain; its true nature was not known, and it was supposed to be merely a 


(a) In his Translation of this work. 
(bh) Viet1d VALLEX; in Bulletin de la Sociéte Anatomique de Paris, p. 3. 1830. 
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watery cyst. A puncture was made in it, and about an ounce of clear fluid discharged ; 
the lips of the wound were brought together, and it soon healed. But in the course of 
three or four days, the part again swelled, the skin inflamed, suppuration took place, 
the wound opened, and a portion of the supposed cyst protruded, which being gently 
drawn out, was found to be an acephalocyst; a cure soon followed. The second case 
had several of these animals, each contained in its proper cyst in the cavity of the 
belly, and attached to the doublings of the peritoneum; one of them, large enough to 
contain a pint of fluid, was situated between the base of the bladder and the rectum, and 
filled up the cavity of the pelvis, thrusting the bladder upwards above the symphysis 
pubis, and by the pressure it made on the lengthened neck of the bladder, causing re- 
tention of urine, for the relief of which, it was necessary to cut into the perineum, 
when the urine was drawn off; but the catheter continually failed in the performance 
of its duty till an enormously long one was passed; the patient. suffered much, and died 
in about a week, when the cause of difficulty was explained by the position of the 
acephalocyst, as above mentioned.—J. F. S.] 

2269. The mode of development of these hydatids is unknown; when 
existing in large quantity, they are often produced anew, of various number 
and size, in the cavity of each hydatid. They not unfrequently occur 
after external injury, as blows, falls, and the like; frequently, however, 
without any external cause. What internal diseased action is under these 
circumstances operating is unknown. They frequently die ; the fluid then 
loses its transparency, thickens, and becomes yellow ; the vesicle crumples 
up, and the thickened fluid is changed into a fat-like or earthy substance. 
The membrane often inflames, fills with pus, the vesicle dies, and its remains 
swim in the pus. Sometimes they make their way into an excretory duct 
and are discharged ; sometimes into a serous cavity, where they quickly 
excite fatal inflammation. When enclosed in a bone, they so thin its 
substance that fracture occurs on the slightest occasions, as Dupuy TREN 
observed in the upper arm, and Wickuam in the shin-bone (Picn¥.) 

[There is in the Museum at St. Thomas’s an excellent example of acephalocysts 
filling the medullary cavity of the upper arm. The bone had been broken probably 
from its having been weakened by the absorption of its shell,. from the pressure of these 
animals; the fracture could not be made to unite, and after various attempts to that 
object, amputation was decided on, and performed by Boorr of Lincoln; the saw had 
not penetrated a quarter of an inch when the bone snapped beneath it, and out gushed 
a heap of acephalocysts; the shell of the bone was generally thin as writing-paper. 
The patient recovered. —J. F.S.] 

2270. ‘The treatment of hydatidous swellings, when external, simply 
consists in their removal. In doing this, the thin vesicle is generally 
torn; the remains must be removed with Coorer’s scissors, and the 
wound cured by suppuration, in which, whatever remains is thrown off 
during that process.. If the hydatid be removed uninjured, it shows evi- 
dent movement, when put in warm water. 

The swellings which are considered serous and hydatid-like, and containing in their 
interior a varying number of cartilaginous bodies, and especially developed on the wrist- 
and ankle-joints, and which I consider, as diseased changes of the mucous bags, have 
been already treated of (par. 1870.) 


XII.—OF CARTILAGINOID BODIES IN JOINTS. 
(Mures in Articulis, Corpora seu Concrementa fibrosa seu cartilaginea Articulorum, 
Lat. ; Gelenkmiuse, Germ.; Corps cartilagineux des Articulations, Fr.) 
Part, Opera, lib. xxi. cap. xv.. 
Monro ; in Medical Essays and Observations of Edinburgh, vol. iv. p. 244. 
SIMSON ; in same, p. 246. 
Rermarus, De Tumore Ligamentorum circa Articulos, Fungo Articulorum dicto. 
Leid., 1757. 
Forv, Epwarp ; in Medical Observations and Inquiries, vol. v. p. 329. 
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Homer, Everarp; in Transactions of a Society for the Improvement of Medical and 
Surgical Knowledge, vol. i. p. 229. 

Dessau; in his Qiuvres Chirurgicales, vol. i. p. 288. 

BrerMANN, (Pres. Her~tmann,) Dissert. de Corporibus juxta Articulos mobilibus ; 
subject. Observ. Wirceb., 1796. 

ABERNETHY, JoHN, On the Removal of loose substances from the Knee; in his Sur- 
gical Works, vol. ii. p. 213. 

Ginruer, Dissert. de Muribus in Genu. Duisb., 1811. 

Lanper, Einige Bemerkungen iiber die beweglichen Concremente in den Gelenk- 
kapseln ; nebst zwei Beobachtungen_tber die Ausschneidung solcher Kérper aus dem 
Kneigelenke; in von Srepoip’s Chiron, vol. ii. p. 359. 

Larrey, Notice sur les Cartilages mobiles et contre nature des Articulations ; in his 
Mémoires de Chirurgie Militaire, vol. ii. p. 421. 

ScurecEer, Beobachtungen und Bemerkungen iiber die beweglichen Concremente 
in den Gelenken, und ihre Exstirpation. Erlangen, 1815. 

Kéuxer, Dissert. de Corporibus alienis in Articulis obviis. Berol., 1817. 

HANcRE; in von GRAEFE und von Watruer’s Journal, vol. xxvii. pt.il. p. 449. 

2271. Cartilaginoid bodies are sometimes formed within the capsules of 
joints, and are either loose in the cavity, and can change their place in 
every direction, or are attached to the capsule by a neck, and vary con- 
siderably in regard to their nature, size and number. 

2272. These bodies are most commonly noticed in the knee-joint; but 
they have been seen in the ankle- elbow- jaw- shoulder- and wrist-joints. 
They have generally an oblong flattened form, with rounded edges, and 
a smooth glossy surface; they are, however, met with round, flat, and 
even very irregularly shaped. Sometimes they are very soft, frequently 
almost cartilaginous, sometimes. bony, but much more commonly carti- 
laginous and bony together, and then have a bony nucleus. Such as are 
quite loose have often a peculiar, completely unorganized, appearance ; 
are rough, granular, and have the exact shape of the space they occupy. 
These bodies vary in size from that of a grain of hemp to that of an almond, 
and larger; the ordinary size is that of a large bean. In general there is 
only found one such body, though frequently several and even a great 
number. I have seen in one person three, and in another two. 

2273. The symptoms which these foreign bodies in the cavities of joints 
produce, vary according to their size, form, seat of their development, 
and according as they are loose in the joint, or still attached by a neck. 
If such body be not large, and if it be developed in that part of the joint 
where it is unaffected by the rubbing together of the ends of the bones, 
and if it be attached by a short stem, it may exist for a great length of time 
without producing any symptoms; but if the stem to which the body is 
attached be longer, so that in the different motions of the joint it get 
between the ends of the bones, violent pain and sudden incapability of 
moving the joint are produced, which symptoms do not cease till the 
foreign body have again escaped from between the bones. The slightest 
motion is often sufficient to cause this pain. So long as it remains attached 
by the stem, can the patient precisely point out where it gets between the 
ends of the bone. In the knee-joint these bodies are generally found on 
one or other side of the knee-cap, and can be distinctly felt and pushed 
forwards, If the body be quite loose, its position is very variable; it 
gets into different parts during the various movements of the joint ; and 
even the patient himself can, by pressure on the joint, and by some par- 
ticular movement, push it into any position he pleases. These symptoms 
arise either gradually after previous violence, which has been followed by 
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consequent inflammatory swelling of the joint, or when, without any in- 
jury there has been more or less severe pain, with or without swelling, 
and which is commonly taken for a rheumatic affection. Frequently the 
pain connected with these foreign bodies is very severe and constant, and 
accompanied with inflammatory swelling of the joint, or an excessive 
accumulation of synovia. 


The symptoms which these concrements, when not appearing externally, cause, may 
be easily mistaken for an arthritic or rheumatic affection. The diagnostic characters 
of the former are, when besides the patient having never been subject of those diatheses, 
the pain comes on suddenly, and immediately after moving the joint; and when the 
attacks have already frequently occurred after any decided movement, if it subside 
whilst the joint is kept perfectly at rest in a certain posture; if it return on motion, 
or the slightest attempt at changing position, neither day-time nor the state of the 
atmosphere influencing it; when the swelling is dissipated by rest, but the movements 
are not proportionally more free; and lastly, when the patient, who has already suffered 
these symptoms, again recovers the free use of the joint immediately after some acci- 
dental movement (a). 


2274. The commencement of these cartilage-like bodies in joints, is 
commonly, but not always, preceded by external violence. Opinions vary 
considerably in regard to their peculiar mode of formation. Some per- 
sons (Rrermarus, Monro) think they are pieces of cartilage broken off; 
THEDEN (6) believes them to be the Joint-glands torn off by violence ; 
BrenAr holds them for a change of a portion of the synovial capsule 
into cartilage ; Hunrer (e) supposes them to have been originally extra- 
vasated blood which has become organized, and assumed the nature of the 
part with which it was connected; SanpER (2) holds them to be preci- 
pitates from the syxovia; LAENNEC is of opinion that these bodies are 
formed on the outer surface of the synovial membrane, and gradually 
press into the cavity of the joint, the synovial membrane with which they 
are covered yielding and forming a stem by which they are attached. 
This stem is, in consequence of the displacements the foreign body suffers, 
torn through, and the body is then found loose in the joint. RicuEranp (e) 
imagines that some of these bodies are organic formations, vicious growths 
of the synovial membrane, whilst others on the contrary are inorganic 
concretions. ScureGeEr is of like opinion, and eonsiders the inorganic 
as the result of plastic matter deposited on the exterior, and either a new 
formation, which increases, according to the laws of elective attraction, 
from the unnaturally mixed synovia, or as incrustations, to which their 
lamellar structure upon a section through them leads, of which sometimes 
coagula of lymph, sometimes parts of the natural apparatus of the joint, 
form the base. Here also belong those bodies which, previously connected 
by a stem, have been detached, as after that the organic vegetation ceases, 
and their increase is subjected to the laws of general attraction, so that they 
are built up of homogeneous matter from the surrounding fluids of the 
joint. The origin of organie after-products, depends on a change of the 
chemical relations of the joint set up by dyserasy, or mechanical violence ; 
they ere living growths of the glandular fat-apparatus, of the cartilage 
overspreading the joint-surfaces of the bones, even of the Joint-surfaces 
themselves; they are in general of a tophical nature, sometimes sarco- 
matous, or penetrated with masses of bone; those become bony which spring 
from the bone; they are attached either firmly or loosely by their base, 


(a) Scurzger, above cited,.p. 14. (d) In Dict. des Sciences Médicales, vol. iy. 
(b) Neue Bemerkungen und Erfahrungen, _—_p. 127, Article Cartilage. 

vol. i. p. 99. (¢) Nosographie Chirurgicale, yol. ii, p. 349, 
(e) Home, above cited, p.. 232. Fifth Edition, 
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or are entirely loose, though on account of their rough surface they can 
never be so movable as the inorganic concretions. The joint is in these 
cases always more or less inflamed, or even the subject of actual degenera- 
tion; whilst, on the contrary, the formation of the inorganic concretions, 
little, if at all, interferes with the integrity of the joint. 

[In St. Thomas’s Museum there are several examples of these foreign bodies from 
joints and ganglions, which support Hunrer’s notion of their formation. In one, there 
are numerous small flattened discs, not exceeding a pea in diameter, which were evacu- 
ated from a swelling on the back of the hand that had probably been part of a tendon- 
sheath, and had inflamed. They are composed of fibrin or albumen, and have hollow 
centres. Inanother, in which many. little bodies were in the wrist-joint about the size of 
flattened peas,.their surface has a cartilage-like appearance, and, when cut through, their 
substance is seen to consist of: concentric layers-of fibrin, with a small central hollow. 
In other preparations of larger size the central hollow has disappeared, and the whole 
mass seems homogeneous, and resembles cartilage. There is-also a fine example of the 
result of synovial inflammation of the knee-joint, in which a.large portion of the car- 
tilaginous covering of the joint-ends of the bones has been destroyed; but on several 
parts of the synovial capsule numerous bunches of grape-shaped growths, with more or 
less thick stems, have formed, and one of these as big as a bean has become detached, 
and is loose in the cavity of the joint. I do not think, however, that this condition can 
be fairly taken as an example of the ordinary mode of production of loose cartilages, 
though it certainly: explains the process very well—J. F. 8.] 

2975. Of these several opinions LAENNEC’s seems best to point out the 
progressive growth of these bodies; and to show the relation between 
them and those bodies, which are in like manner developed on the surface 
of the testicle and its vaginal tunic, and are sometimes firmly attached, 
sometimes quite loose. It is perhaps also not improbable that those foreign 
bodies in joints which have not a trace of membranous covering, whose 
surface is rough, powdery, their texture rather lamellar, and which have 
the form of the space in which they are lodged, are produced in the same 
manner, and that their previous structure is only changed by the rubbing 
of the joint-surfaces, after they have been long contained in the joint from 
which they have separated. 

In other respects LAENNEC’s opinion is not to be considered generally 
satisfactory, inasmuch as experience has proved that portions of the joint- 
cartilages are detached, or little exostoses formed around these cartilages, 
and may be broken off by accident (a); although Remmarus and others 
incorrectly assume this asthe general mode of their origin, which Mor- 
GAGNI has denied, since the erosions frequently observed on the cartilaginous 
surfaces have no connexion at all with the origin of these bodies, which 
are in general of. spherical form,.and greater thickness. than the joint-car- 
tilages. Whether these: bodies still grow after their detachment, and in- 
crease by the attraction of certain parts of the synovia, is not to be con- 
tradicted ; the opinion, however, is doubted by many (0). Many of these 
bodies are certainly formed by concretion. of the albumen in the synovia, 
and are to be placed in the same rank with the foreign bodies which occur 
in great numbers in the mucous bags. 

9276. When: these foreign bodies cause severe symptoms, lie at some 
accessible part of the joint, or can be brought and fixed there, the most 
certain remedy is their removal, by opening the capsule of the joint. The 
serious and even fatal symptoms which have been noticed after small 
wounds into joints, and not unfrequently after this operation, have led to 
the preference of fixing these bodies to some one part of the joint by close 


(a) BroprE ; in Med.-Chir. Trans., vol. iv. p.276. (b) Samu. Cooprr, On the Diseases of Joints, 
—ScHREGER, above cited, p. 8. p. 34, London, 1807. 
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bandaging, and so to prevent their getting between the joint-surfaces, and 
thus causing pain. Although in many cases these bandages are of no use, 
and even increase the pain, yet should they be tried, as in several instances 
they effect not merely momentary but permanent relief. 

2277. Before the operation is performed, it must always be ascertained, 
by careful examination, whether there be not several such bodies in 
the joint. If thejoint be painful and inflamed, this must first be got rid 
of by strict rest, leeches, celd applications, and the like. SCHREGER, in 
reference to the above-mentioned division of foreign bodies in joints, 
observes, regarding the prognosis, that in the first kind of these concre- 
tions the operation produces no dangerous reaction, when the structure of 
the joint is healthy, er at least its interior life is not affected; but in the 
second form, their removal is ‘useless, and accompanied with dangerous 
symptoms (a). 

Care should be taken to distinguish between these two different conditions ; the 
benignant is free from pain, except when the concretion gets out of place; the malig- 
nat is accompanied by constant pain, even when the after-formation rests on the outer 
circumference of the cavity of the joint. The former bodies are loose, and movable 
to various parts of the joint; these excrescences, on the contrary, are attached to'the 
surfaces of the joint, whence they grow, and therefore remain in the same place, and 
are incapable of having their situation altered by pressure or by the motions of the 
joint. If the-former be connected by a fibrous adhesion, or separated by secretion from 
their base, the motion of both indeed is restricted, but always, though slight, still observ- 
able; whilst, on the contrary, the latter never move from their place of origin,-and the 
form of the two sides of their opposite surfaces produces the sensation of their previous 
junction. Lastly, when examination proves the joint to possess its natural integrity in 
the former, there is in the latter always more or less change of form, that is, a partial 
chronic swelling of the joint-ends of the bone, or of the capsular ligament, per- 
ceptible, 

2278. The operation on the knee-joint is performed in the following 
manner. ‘he patient being seated on a table in the horizontal posture, 
the foreign body is pressed to the upper part of the knee-joint, on one or 
other side, according to ABERNETHY, on the inner, but according te 
SCHREGER, best on the outer side, towards ‘the condyle of the thigh, and 
fixed with the fingers of the left hand, so that it cannot escape; if there be 
several bodies, they must all be fixed in the same way. An assistant now 
draws the skin as much as possible upwards, and the operator makes with 
a convex bistoury a vertical cut through the skin and capsular ligament, 
of sufficient size for the foreign body to be easily pressed out, or removed 
with forceps. If the foreign body slip away the very moment the cut 
is made, which I have seen, it must directly be brought back ‘to the cut, 
but the wound must be at once closed, if this cannot be easily and quickly 
done. When the foreign body has been removed, ‘the wound must be 
cleaned, the parallelism between the internal and external wound got rid 
of, by letting go the skin which had been drawn up, and then closed most 
carefully with sticking plaster. The limb is to be kept strictly at rest. 
If no inflammatory symptoms come on, the wound unites in a few days by 
quick union; but if inflammation should set in, it must be counteracted 
by active antiphologistic treatment, as leeches and cold applications. 


{In the cases in which I have operated, the loose substance was placed most con- 
veniently in the little cleft between the edges of the condyle, and the head of the shin- 
bone, and the margin of the knee-cap; and instead of drawing the skin up, as Cueiius 
recommends, I drew it tightly to one side. I do not know, however, that it is of 
material consequence in which direction the skin is drawn; and the best rule would 


(a) Above cited, :p. 11. 
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seem to be, to draw in that direction in which the skin yields most readily, so as to keep 
the outer and inner wounds farthest apart. This will principally depend on the size 
and seat of the loose substance, which will also decide whether its removal shall be 
effected on the inner or outer side of the knee-cap. The operation applies only to the 
loose cartilaginous or bony bodies, and not to the malignant growths to which SCHREGER 
refers, for which amputation is the only remedy.—J. F. 8.] 


2279. ScureceER alone has hitherto removed these bodies from the 
shoulder-joint. ‘The mode ef operation must be directed by the seat of 
the concretion. The operation would be unsafe if performed in the arm- 
pit; attempts should therefore be made to press and fix the loose body 
above and before, or above and without, the short head of the m. biceps 
flexor cubiti. ‘The arm must be pressed to the trunk; an assistant draws 
the skin as much as possible inwards, and the operator then makes with 
a convex bistoury a cut through the skin and deltoid muscle, directly upon 
the body, and in the course of the fibres of that muscle, ties the divided 
circumflex humeral artery, and having stopped the bleeding, opens the 
capsular ligament, and removes the foreign body. The treatment of the 
wound is managed in the same way as in the operation on the knee-joint. 

The removal of similar bodies from other joints, as the elbow and the like, is con- 
‘ducted in the same manner. 

2280. To diminish the danger in the removal of these foreign bodies 
from joints, by preventing the entrance of the air, the subcutaneous 
operation has been proposed, by two stages and at different periods of 
time (1). The foreign body having been fixed in the above-mentioned 
manner, a transverse fold of skin is made at the part, through the base 
of which a narrow bistoury is carried under the skin, and by one or more 
strokes all the parts covering the body are divided. It is then pressed out 
of the capsule of the joint into the subcutaneous tissue, where it is fixed 
with a bandage. Some days after, when the subcutaneous cut is perfectly 
healed, the foreign body is removed by simply cutting through the skin. 
Further experience is required to prove whether serious symptoms can 
always be prevented by this mode of operation, as the cases at present 
given lead to expect. 


(1) Goyranp (a) has removed two loose cartilages, one behind the other, from the 
knee-joint in this way, without any symptoms arising, notwithstanding the unfavourable 
condition of the patient. Symx (6) has also operated successfully in the same way. 


XIII.—OF SARCOMATOUS TUMOURS. 
(Sarcomata, Tumores sarcomatosi, Lat. ; Fleischgeschwiilste, Germ. ; Sarcomes, Fr.) 
ABERNETHY, above cited. Fe Ae 
LAWRENCE, Observations on Tumours; in Med.-Chir. Trans., vol. Xvii. 1832. 


2281. Sarcomatous tumours have the feel of homogeneous, rather hard, 
painless swellings, the interior of which present an homogeneous, flesh- 
like substance, and are developed either as special tumours at one particular 
part of the body, or by the conversion of any one organ, as for instance, 
the gland of the breast, the parotid gland, the testicle, and the like, into 
this particular substance. 

[Two kinds of tumours are ‘included in this division, which differ in their nature 
according to their situation, The first kind, which CHELIus notices, are in reality only 
excessive or hypertrophic growths of the cellular tissue connecting the skin with the 
underlying parts, and which were well designated by AsTLEY CooPER, as Cellular 
Membranous Tumours: they are generally attached by a neck, have commonly a pear- 
like shape, are weighty, hang down, and are found on different parts of the body, but 


(a) Gazette Medicale de Paris, vol. ix. p. 329. (b) Principles of Surgery, p. 231. 8vo, 1842. 
1841. Third Edition. 
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not of very frequent occurrence, and sometimes acquire enormous size. LAWRENCE (a) 
removed one from the buttock of a female, which “had commenced at the posterior 
part of the left labium pudendi, and had extended gradually along the buttock and 
behind the os coccygis.” It was twice as large as an adult’s head, “its greatest cireum- 
ference was thirty-two inches, it was twenty-one inches round at the basis, eleven inthes 
from the latter to the middle of its inferior edge, and eight in the line of the basis 
from the coccyx towards the trochanter.” The root in the /abiwm could not be removed, 
and after some time a fresh growth occurred, and the tumour attained a third of its 
former size. It was subjected to a second operation, the root followed, and the swelling 
completely eradicated. I have seen similar tumours, though of less size, two or three 
times on the labia pudendi, which parts seem rather more subject to them than others. 

A very remarkable instance of repeated and quick reproduction of one of these 
tumours, occurred to my colleague MackmurDo two or three years since. It grew from 
the under surface of the urethra of a woman, and was as large as an orange. It grew 
again rapidly, and was again removed at the end of a month, having become larger than 
at first. In five days it had re-formed and was as large as before, then continued 
growing more slowly ; and at the end of three months, having increased considerably 
beyond the size of the former tumours, was a third time removed, and has not since 
returned. 

Sometimes the neck by which they are attached becomes considerably lengthened: in 
St. Thomas’s Museum, there is an instance in which the neck is about six or eight 
inches long, and the tumour as big as the fist. 

Occasionally, instead of having any neck, the whole cellular tissue of an entire limb 
may grow enormously ; I recollect an instance several years ago, removed by ASTLEY 
Cooper, in which along the inner margin of each arm, one more'so than the other, a 
long swelling of this kind extended from the middle of the upper arm to the wrist, 
about two hands’ breadth deep, and having the appearance of a hanging sleeve. 

Confused with these simple overgrowths of the cellular tissue, are those enlargements 
of the prepuce and scrotum, which correspond to the overgrowths of the prepuce of the 
clitoris and of the nymphe, and depend on slow inflammation with adhesive deposit in 
the cellular tissue. In the prepuce, this condition in which the cellular tissue is filled 
with a firm semitransparent jelly-like substance, frequently follows severe external 
gonorrhea, and can only be got rid of by cutting it off. I have also seen the same con- 
version of the cellular tissue of the face, in which the eyelids were so completely filled 
that their apertures were simple transverse slits, and the woman was scarcely able even 
to see the light. In this case I removed some deep slices (which were semitransparent, 
tough, and did not ooze out any fluid when squeezed) about a third of an inch in width, 
at two or three intervals, from below the lower lid, and hoped that the fluid contained 
in the intercellular spaces would have escaped through the wounds, but it did not, and 
the wounds healed quickly with but little relief, as at the present time, ten or a dozen 
years after the operation, her face is nearly in the same condition as at first. The 
enlargement of the scrotum of this kind is a very common occurrence in warm climates, 
and sometimes becomes very enormous. Trriery (b) removed successfully the scrotum 
of a negro at St. Christopher’s, which weighed seventy pounds. DrLPEcH (c) removed 
the scrotum of a native of Perpignan, of which the weight was sixty French pounds ; 
and Liston (d) many years ago removed a similar swelling from a young man of 
twenty-three, which had been growing twelve years, and weighed nearly fifty pounds. 
In comparison with these the scrotum of the French Foreign Minister, DELAcRo1x, which, 
weighing from twenty-six to twenty-seven pounds, was removed by IMBERT DE Lox- 
NES (e), and at the time made great noise, was trivial. 

The second form of Sarcoma, of which CuE1ivus speaks, as attacking organs, is very 
different from the overgrowth of the cellular tissue, and is the result of inflammatory 
action, by which the cellular tissue is filled with adhesive matter. In the testicle it is 
the true or simple sarcocele, and is not malignant. It has some resemblance to the 
enlargement of the nymphe and scrotum already referred to, but the deposited matter is 
more opaque, and so thickly deposited, that the structure of whatever organ it is lodged 
in, is more or less completely lost, and when cut into has an almost scirrhous appear- 
ance.—J. F. 8.] 

2282. The form of these swellings is various, sometimes they have a 
neck. In general they grow quickly and attain an enormous size. They 


(a) Med. Chir. Trans., vol. xvii. p. 11. (d) Practical Surgery, p. 344. Fourth Edition, 

(b) Med.-Chir. Trans., vol. vi. p. 73. 1846. . : 

(c) Clinique Chirurgicale de Montpellier, vol. (e) Ricueranp, Nosographie Chirurgicale, vol. 
1828. 


ii. iv. p. 315. Fourth Edition, 1813. 
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have a doughy feel, and bear even a severe examination without pain. 
Whilst the tumour is small, the skin covering it has its natural character ; 
but when it has reached a large size, the superficial veins swell consider- 
ably, the skin becomes tight, inflames, and -ulcerates. This ulceration 
usually brings about a partial and sometimes total destruction of the 
swelling, and the effect on the constitution ‘is consequently in general very 
considerable. During the progress of sarcomatous tumours, various dis- 
eased changes ‘may occur in the mass of which they consist. 

According to microscopic examination, desmoid, sarcomatous, steatomatous, chondroid 
and fibroid swellings have been classed together as fibrous tumours, as in their perfect 
state they consist of fibres which interweave them in all directions, or are disposed with 
a certain degree of regularity, sometimes without any other element, even without vessels, 
and sometimes only sparingly traversed by vessels. The fibrous structure is not always 
distinct; in tumours of this kind, still in a state of development, there is often-a formless 
mass, the blastema for fibres to be subsequently produced, or blackish cells. (VOGEL.) 

2283. The cause of these tumours is always previous inflammation, or 
at least an increased degree of vascular-activity, which ‘is produced either 
by external violence, or dyscrasic affections, especially scrofula and sy- 
philis. Tn consequence of these processes, there is a deposition of plastic 
exudation, into which vessels shoot, or the nutrition of any one organ is 
greatly increased, and on the continued deposit of an homogeneous sub- 
stance, and great development of the vascular system the further growth 
of the swelling depends. 

2284. The treatment may, at the commencement of these tumours, 
prevent their growth by diminishing their unnatural vital activity, or 
may effect their diminution, by repeated application of leeches, by con- 
tinued cold bathing, purgatives, compression, and the like. If the swelling 
become larger, it must be removed by extirpation, or by tying the vascular 
trunks going to it, or it may be diminished by introducing a seton ; under 
which last treatment it is destroyed partially by suppuration, partially by 
the inflammation which obliterates its nourishing vessels. Extirpation is 
managed in the same way as the removal of encysted tumours. 

[The removal of these swellings by the knife is infinitely preferable to the introduc- 
tion of a-seton or to tying the nourishing vessels, either of which is very tedious, very 
tiresome, and the latter often very offensive to the patient from the sloughing which 


ensues, and very uncertain, as the vessels which-afford the principal nutriment may be 
too deep ‘to be got at.—J.:-F. §.] 


XIV.—OF LARDACEOUS TUMOURS. 
(Steatomata, Lat.; Speckgeschwiilste, Germ.; Stéatomes, Fr.) 


Cuorart, Essaies sur les Loupes ; in Prix de l’Académie de Chirurgie, vol. iv. p. 274. 

GENDRIN, Mémoires sur les Caractéres anatomiques des Loupes désignés sous le nom 
de Lipome et de Stéatome; in Journal général de Médecine, 1828, vol. ciii. p. 210. 

Cue tvs, in Heidelb. klin. Annalen, vol. iv.-part iv. 

HryFELDER, De Steatomate, Commentatio par loco in Senat. Acad. Erlang. rite 
obtinend. 

2285. Lardaceous Tumours are more or less large but firm swellings, 
consisting of different, but generally globular masses, which contain within 
them in differently formed spaces, a whitish, tallowlike, more or less firm 
substance, developed either in the cellular tissue beneath the skin, or the 
interstitial tissue of an organ. 


Boyer (a), who, like many other writers, has under the name of Wens, (Loupes,) 
(a) Traite des Maladies Chirurgicales, vol. ii. p. 404. Paris, 1822. Third Edition. 
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classed all circumscribed and painless swellings which are situated in the cellular tissue 
beneath the skin, and formed of a more or less consistent substance, contained in a 
proper sac, or in several spaces of the cellular tissue, distinguishes the wens which have 
a cyst into those formed of degenerated fat, which, deprived of its natural colour, 
becomes white and hard, is contained in the expanded spaces of the cellular tissue, and 
mixed with a greater or less quantity of lymph, (.Steatoma,) and into those, in which the 
fat retains its natural condition, and only acquires a greater degree of consistence 
(Lipoma.) But the substance of a steatome is not to be considered as merely degenerated 
fat; it is distinguished, in addition to the difference of substance, by other relations of 
its internal formation, and especially, as Boyer himself states, from fatty swellings, in 
that it exclusively possesses the ruinous peculiarity of degenerating into cancer. 

2286. The external form of steatome is very various; although round, 
it still exhibits different projections and irregularities ; its greatest extent is 
in general immediately above its stem, which is commonly thinner, and 
but rarely broader than the rest of the swelling. The tumour is heavy, 
does not yield to pressure, consists of several connected hillocky masses, in 
the interspaces of which there is greater softness and yielding than on its 
top. The skin covering it is at ‘first natural, movable, especially at its 
neck, if the tumour be liable to dragging. At the neck of the swelling, 
oftentimes one or several projecting cords are-observed, which spread like 
roots beneath the skin; and the latter, where corresponding to them, is 
hard, reddened, and very tense. The growth of a steatome varies; in 
general it increases slowly, and at first its progress is accompanied with no 
other inconvenience ‘than that produced by the weight and dragging of the 
swelling. 

2287. As the growth of the tumour proceeds, the skin, earlier-or later, 
reddens on the projecting parts, becomes tense, thinned and ‘adhering. 
Usually violent stabbing and burning pains attack the whole swelling, 
and spread into the neighbouring parts. ‘The tumour at last bursts at 
this part, forms ‘a dirty ulcer, from which a thin stinking ichor is dis- 
charged, together with the grayish remains of the steatome. The ulcer 
spreads, and the same changes attack other parts of the swelling; often- 
times fungous growths spring from the ulcer, and frequent bleedings 
occur. ‘Ihe root-like cords on the neck of the steatome become harder ; 
the neighbouring glands swell; the cancerous degeneration proceeds in 
all directions, and the patient sinks under the continued violent pain of 
hectic consumption. 

2288. On examining-a steatome, so leng.as the skin covering it is un- 
altered, and degeneration has not yet begun, there is found beneath it, 
a pretty thick layer of perfectly natural fat which penetrates the spaces 
between the several parts of the swelling. In this fatty mass, there are 
frequently encysted tumours, connected, however, with the principal 
swelling. Beneath the layer of fat there is a pretty firm cellular 
layer immediately investing the tumour. This cellulo-fibrous capsule, 
which sends some cellular streaks through the layers of fat to the skin, is 
so firmly attached to the steatome that it cannot be separated without 
injuring it; it sinks deeply between the several parts of the swelling, 
and thus forms the single tumours which, connected beneath each other, 
rise either in a parallel direction, or disposed around the neck of the 
steatome, separate externally from each other. The lobes of the tumour, 
when not completely bare of cellular tissue and fat, have considerable 
firmness, and nearly the resistance of fibro-cartilage ; some of the lobes 
are, however, often soft and elastic. If the swelling be cut through ver- 
tically, the formation of the various cells or cavities by the-processes of the 
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cellulo-fibrous capsules, which are filled with the substance of the stea- 
tome, is perceived. This substance itself is firm, dull white like lard but 
firmer, and without vessels. At the neck of the steatome, more or less 
numerous roots are seen penetrating to a certain depth, and exhibiting the 
same characters as the tumour, that is, surrounded with cellulo-fibrous 
membrane, which accompanies them to their origin, where is found a layer 
of very vascular cellular substance, of a dull white colour and fibrous 
nature, filled in part with steatomatous matter and yellowish fluid, and 
surrounded with a thick layer of fat. The roots oftentimes do not extend 
so deeply, and if the swelling be situated in a yielding part, they are, by 
the weight of the swelling, completely drawn into its neck. The often 
pretty large vessels penetrate through the midst of the roots into the 
swelling, and spread in the walls of the smaller tumours; whilst other 
vessels spread in the fat and skin surrounding the swelling. 

2289. When degeneration and softening have already begun in the stea- 
tome, larger branches of vessels are observed in the walls of the swelling, 
and in the yellow spots of the steatomatous substance ; at the same time, 
also, there is an infiltration of turbid, milk-like, and yellow fluid, which 
can be emptied by pressure. In the further progress of the softening, the 
substance filling the cells becomes jelly-like, the walls of the cells thicken, 
and are bluish-white, and the vessels distributed in them are very distinct. 
The softening is not alike in all the several swellings, and not even in one 
and the same swelling. When ulceration has began, the walls are tearable 
and bluish-white, and the substance contained in the cells is nothing but 
a grayish-white, dirty, semitransparent pap. The fat around the ulcer 
beneath the skin wastes ; there is observed a not deep but distinct scirrhous 
or brain-like layer; the vascular injection in the cellulo-fatty tissue wastes 
to the extent of five or six lines, and the fat in equally considerable quan- 
tity retains its natural condition, but is mingled with more serosity (a). 

HryFeLpEr (b), from his microscopical examinations, has proposed four varieties of 
steatome; first, the true fibrous swelling merely consisting of stretched fibres, and 
of them alone; second, those of which the greatest part is made up of the stretched 
fibres, but present also a cartilaginous and bony structure; they approach the chondroid 
tumours ; third, those containing stretched fibres and fat, and are intermediate to lipoma 
and fibrous swellings; and, fourth, those which are composed of stretched fibres, cells 
and nuclei, and must be enumerated with malignant tumours (c). 

2290. Steatomatous tumours are developed often without any known 
cause, and often in persons whose otherwise good health and appearance 
lead to no supposition of so considerable ailment of their formative life as 
is shown in the progress of steatoma. Mechanical influences, as blows, pres- 
sure and the like, often cause it; though, probably, there is always a pre- 
vious disposition in the body thereto present. Of the several dyscrasies, the 
scrofulous seems most frequently to encourage the growth of steatoma. 

2291. The treatment of steatoma consists simply and solely in its 
removal with the knife, and the result of the operation is the more safe 
according as it is earlier performed, the more complete the removal of all 
degeneration dependent on the seat and condition of the tumour, and the 
less the constitution is affected. When already a general reaction upon the 
whole body appears, when softening and ulceration have set in, there the 
prognosis is always doubtful, because after the operation the swelling fre- 
quently is produced anew upon the scar or in some other part (1). 


(a) GENDRIN, above cited. (c) Compare the above with the note to par. 
(6) Above-cited. 2282. 
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In conducting the operation, the same rules given for the removal of 
encysted tumours are applicable, with the special direction, that after 
the operation, the bottom of the wound is to be very closely examined, 
for the purpose of removing most carefully every infected part. It is 
always proper to establish an issue previous to the operation, and to keep 
it up after the wound has healed ; at the same time also, a suitable mode 
of living and treatment, fitting to the existent general ill condition of the 
health must be adopted. It is still to be remarked, as a peculiarity of 
steatomatous tissue, that it heals quickly when injured, in which case 
numerous granulations form (a). 


(1) Boyer (4) supposes that cancerous degeneration of steatoma is so much more to 
be feared, the larger the quantity of lymph contained in it. 
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2292. Medullary Fungus (Soft Cancer of the older writers, Spongoid 
Inflammation, Burns ; Fungus hematodes, Hey:and Warpror; Ence- 
phaloide, Larnnec ; Hematode, Brescurt ; Medullary Sarcoma, ABER- 
netuy; Medullary Cancer, Travers; -Cephaloma, Carswei.; Fun- 
goid Disease, Astuny Coorer; Lincephaloid, or Soft Cancer, W Ausur) 
is an unnatural production, which begins as a little, defined, smooth and 


(a) Genpriy, above cited. (b) Above cited, p. 345, 
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even swelling, at first firm, though not hard, and over which the skin Is 
unchanged. As it enlarges the tumour becomes more elastic, and some- 
times gives an illusive feel of fluctuation. The skin covering the swelling 
gradually becomes thinner, adheres to the tumour, and at last bursting, a 
bloody ichor, escapes; through this hole in the destroyed skin ia reddish 
fungous substance pushes up, continues increasing, and being girt by the 
round opening of the skin, the edges of which continue thick and unaltered, 
a longish neck is:produced. This fungous growth bleeds on the slightest 
touch, and by the ‘spontaneous tearing through of the numerous vessels, 
which pass to its surface, frequent bleedings are caused. Often pieces of 
the tumour are thrown off, and then exceedingly stinking grayish ichor 
escapes in large quantity. 

[Dr. Tuomas Younc (a) has included under his genus Carcinoma, or Cancer, “an 
uneven tumour, with sharp lancinating pains, tending to ulceration;” two species, 
“© ©. scirrhosum, Hard Cancer, and C. spongiosum, spongy and readily bleeding, 
Bleeding Cancer” (p. 346); the latter of which is the disease now to be treated of. 
English writers have, however, generally, with the exception of Travers and ‘Cars- 
WELL, and more recently WALSHE, described and held them as different diseases. 

“We may consider,” observes TRAvERS, “ Carcinoma as a genus of the order, 
‘malignant diseases.’ Its species are first the scirrhous, second the medullary. Their 
respective modifications and varieties are to be referred to those of structure.” 
p. 200. 
eens says:—‘“In the genus Carcinoma I propose to comprehend those diseases 
which have been termed scirrhous ; common vascular or organized sarcoma ; pancreatic, 
mammary, and medullary sarcoma, and Fungus hematodes. ‘The following reasons may 
be assigned for thus grouping together, under the generic term of Carcinoma, so many 
diseases generally described as differing widely from that which is commonly known by 
this designation :—First. They often present, in the early periods of their formation, cer- 
tain characters common to all of them, however much they may differ from each other 
in the subsequent periods. Secondly. They all terminate in the gradual destruction or 
transformation of the tissues which they affect. Third. They have all a tendency to 
affect several organs in the same individual. Fourth. They all possess, although in 
various degrees, the same reproductive ‘charaeter. Such.are the more remarkable phe- 
nomena which, considered anatomically, and in a general ‘point of view these diseases 
present in common with one another. * * * More in detail. * * * They present 
differences, some of which are of considerable importance, others much less so. * * * 
The differences to which I allude, are referable to two states of heterologous deposit, to 
which the diseases in question owe their-origin. The first is that in which this deposit 
has little or no tendency to become organized. Its form and arrangement appear to be 
determined chiefly by external circumstances ; and its formation and subsequent increase 
are entirely dependent on the nutritive function of the organ in which it is contained. 
In the second state this deposit exhibits on the-contrary a greater or less tendency to 
become organized. Although it.may, at first, assume a determinate form and arrange- 
ment, in consequence of the influence of external circumstances, it possesses in itself 
properties by means of which its subsequent arrangement and development are affected, 
independent of the nutritive function of the organ in which it is formed, except in so 
far as the materials of its growth.may be derived from this source. On account, there- 
fore, of these two opposite states of the Heterologous Deposit, Carcinoma may be divided 
into two species, the first of which I shall call Scirrhoma, the second Cephaloma. 
* * * Jn these two species of ‘carcinoma, the Heterdlogous Deposit presents itself 
under various forms which may be regarded as so many varieties of each species. The 
varieties of scirrhoma are determined chiefly by the relative-quantity of the Heterologous 
Deposit, the manner in which it is distributed, and the difference of colour and consistence 
which it:presents. * * “* The principal varieties of cephaloma (medullary fungus) 
are derived from the appearances which the heterologous deposit presents, either in 
different organs or at different stages of its development,” as the common Vascular, or 
Organized Sarcoma, of ABERNETHY; his Mammary Sarcoma and Medullary Sarcoma 
(the latter being the Matiére Cérébriforme, or Encephaloide, of LaENNEC; the Spongoid 
Inflammation of Burns; the Milk-like Tumour of Dr. Monro; the Soft Cancer of 


nC eo ee to Medical Literature, including a System of Practical Nosology. London, 
3. 8vo. Second-Edition. 
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various authors; the Pulpy Testicle of Dr. Battie); and Fungus hematodes of Hry 
and Warprop, which is the Fungoid Disease of AstLEY Cooper. 

WALSHE’s views in respect to medullary fungus and scirrhus forming but one genus, 
are much the same as CARSWELL’s, but they differ in regard to Colloid, or Jelly-like 
Cancer, which WausHE holds as a distinct species, whilst CARSWELL considers it merely 
a variety of his scirrhoma. “A single genus of formations represents,’ says WALSHE, 
“ the subdivision of Infiltrating Growths; this genus is CANcER. It.comprehends some 
important species agreeing in essential characters, both as respects their natural simili- 
tude and their dissimilitude to Non-infiltrating Growths. (p. 4.) To our countryman, 
the late Dr. Youna, belongs in reality the merit of having been the first to unite scirrhus 
( Carcinoma scirrhosum) and encephaloid, ( Carcinoma spongiosum, ) as species of a genus, 
cancer or carcinoma ; but his example has been very slowly followed. English writers, 
with the exception of Mr. Travers, more keenly perceptive of the differences than of 
the analogies of these products, have almost to the present day continued to define cancer 
as ulcerated scirrhus, and separate encephaloid. completely therefrom, under the titles 
of medullary sarcoma, fungus hematodes, fungoid disease, &c. Nevertheless, opinion 
had been silently undergoing a change among us; we had been gradually learning to 
recognise the practical truth and importance of Dr. Youna’s nosological arrangement, 
when Dr. CarswELu deprived us of all excuse for wavering by satisfactorily proving 
its justness. But this is not all; the inquiries of LAENNEc, followed by those of several 
of his contemporaries and successors, distinctly established the close alliance of another 
morbid formation, originally described by that acute observer under the title of tissue, 
or matiére colloide, to scirrhus and encephaloid.” Differences of opinion have been 
held as to the relationship of these. ‘I some few years past ventured,” says WALSHE, 
“to assign to colloid the rank of a species in juxtaposition with seirrhus and encepha- 
loid. The additional experience I have since acquired, has still more fully convinced 
me of the correctness of the views on which this arrangement was founded.” (pp. 7, 8.) 
Hence he divides Cancer, or CaARcINOMA, into the three species, ENCEPHALOID, or soft 
Cancer; Scrrruus, or hard Cancer; and Cotxo1p, or jelly-like Cancer (p. 10.)] 


2293. So long as the swelling is small, it usually causes no incon- 
veniences, but with its enlargement becomes more sensitive; sometimes a 
violent pain shoots through it, and in general when ulceration takes place 
severe pain is produced. The neighbouring glands swell often to con- 
siderable size. Sometimes these glandular swellings occur when the 
original swelling is still small, and sometimes not, although it be very 
large; they appear also in parts which have no immediate connexion, by 
means of the absorbents with the originally diseased part. ‘The fungous 
structure appears only to be found in the original tumour. In more ad- 
vanced stages of the disease, the powers are depressed by the often recur- 
ring bleedings, and the copious flow of ichor, and at last the patient sinks 
from the colliquative symptoms. The continuance of the disease is un- 
certain; it, however, usually proceeds more quickly than cancer. 

2294. This disease may occur in- every organ of our body; it has been 
observed in the ball of the eye, on the limbs, in the female breast, on. the 
parotid, on the thyroid gland, on the testicle and the ovary ; in the liver, 
spleen, and kidneys; in the lungs, in the heart, in the mucous bags, and 
other parts. In these different seats of the disease the symptoms differ 
more or less, which especially applies to the eye-ball. Of the other cases 
the development of the disease has especially a nearer connexion in the 
testicle and in the bones. 

2295. In the testicle, medullary fungus begins either with swelling of the 
gland itself, or in the epididymis, in consequence of which the testicle 
assumes an oval or rounded form, and it is difficult to distinguish the 
testicle and epididymis from each other. Neither irregularity nor change 
is observed in the tissue of the testicle; the hardness, however, is at first 
in general great, but the pain trifling. When the tumour has increased 
considerably, it becomes softer, and the feel of its containing fluid is ex- 
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ceedingly delusive. In its subsequent course the swelling is at some parts 
hard, and at other parts very soft, as if it would soon burst. The veins 
of the scrotum swell, and the skin becomes discoloured. The glands of 
the groin on the affected side, or upon both sides, swell up, and the tumour 
proceeds along the spermatic cord into the belly. The reaction of this 
disease upon the general condition of the patient is so great that death 
may ensue even before the ulceration and protrusion of the fungus. 

I have seen a case, in which a puncture having been made into a medullary fungus — 
of the testicle by another Surgeon, with the object of performing the palliative cure for 
hydrocele, although the puncture remained open till I subsequently performed castra- 
tion, and bloody ichor continued flowing, yet no fungus appeared. 

Upon medullary fungus of the testicle, may be consulted— 

Grert, M., Ueber den Fungus, die Struma Testiculi, u. s. w.; in Neue Chiron, 
vol, i. p. 273. 


Coorrer, ASTLEY, Observations on the Structure and Diseases of the Testis, p. 116. 
London, 1830. Ato, 


HertzBerc, Ueber Schwamm des Hodens; in voN GRAEFE und VON WALTHER’S 
Journal, vol. xiv. p. 283. 
Barine, Ueber Markschwamm des Hodens. Gottingen, 1833. 


Curtine, Biizarp, A Practical Treatise on the Diseases of the Testis, &c., p. 337. 
London, 1843. 8vo. 


2296. All the bones may be attacked with medullary fungus, which 
may originate either between the external surface of the bone and the 
periosteum, or in the interior of the bone (1). In the former case there 
appears a small, hard, and generally painless tumour beneath the perzos- 
teum, which softens as it increases, displaces the parts, intereferes with 
or destroys the functions of the limb to various degrees, becomes painful, 
and may grow to an enormous size. I have seen two cases in which the 
swelling occupied the whole thigh-bone, the periosteum was raised five or 
six inches, but the surface of the bone was little changed. The bone is, 
however, frequently, and especially about the circumference of the swell- 
ing, beset with many fine needles or plates, which spring like rays from 
the surface of the bone, and penetrate into the interior of the swelling. 
If the fungus be developed in the interior of the bone, it not merely fills 
up its tube, but renders the bony tissue atrophic, so that it is merely sur- 
rounded by a thin shell of bone, which is ultimately burst through; such 
bones, therefore, break on the slightest injury—(MULLER.) 

[(1) Medullary fungus of bone has been well described by AsTLEY CooPER (a), as 


a species of exostosis, under the name, according to its beginning in one or other part 
of the bone, of Fungous Exostosis of the Medullary Membrane and Fungous periosteal 


Exostosis. | 

2297. The examination of the tumour after death, or after its removal, 
presents different results, according to the degree of its development. In 
the interior there is found a soft substance, which is often scarcely discern- 
ibly divided into larger and smaller lobes by fine cellular tissue, homo- 
geneous, milk-white, at some parts usually a little reddish, resembling the 
medullary substance of the brain, and when cut into thin layers, semi- 
transparent. Its consistance is similar to that of the human brain ; its 
tissue, however, is generally little connected, and it easily breaks between 
the fingers. In proportion as the substance is more or less loosened up, 
it exhibits more or less resemblance to certain parts of the brain ; but most 


(a) In his and Travers’s Surgical Essays, part i. p..179, and p.194. Third Edition. 1818, 
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commonly it has the nearest resemblance to the somewhat softened brain 
of a child. On the surface of this substance run a quantity of blood- 
vessels, the trunks of which spread upon the surface and in the depres- 
sions of the swelling, and the branches penetrate into its substance. If 
the tumour be examined in an advanced state, when it has already attained 
a tolerable size, its substance has a very different appearance at different 
parts. It sometimes resembles pus, and is of a whitish or reddish- 
white colour; in consequence of the outpouring of blood and a greater 
development of the vessels, certain parts have often a dusky-red colour, 
and appear like lumps of clotted blood. Sometimes the substance is so 
mixed with blood that it has no longer any resemblance to brain, but has 
a reddish, blackish colour, and has the consistence of partially-dried and 
tearable dough. Some pieces are often dusky yellow, and resemble yolk 
of egg in consistence and colour. In general, however, certain parts 
still retain their brain-like character. Some firm cartilaginous, and even 
bony spots, are often observed in the substance ; and the latter is especially 
noticed when the disease occurs in the eyeball. 


The chemical examination of of the brain-like substance shews that it consists of 
albumen, fatty matter, osmazome, lime, magnesia, phosphate of potash, sulphur, and 
phosphorus, and consequently, as regards its elementary parts, it is similar to the sub- 
stance of the brain—(Maunoir, Bartcxy.) According to BRANDE's (a) statement, the 
principal element of medullary fungus is a peculiar fibrous matter, partly insoluble 
in acetic acid. The fat which the fungus contains, cannot be converted into soap, and 
contains phosphorus, like the fat of the brain. 

[The following is the analysis of the brain-like substance of medullary fungus given 
by Foy (6) :— 

mapemene sl Sl 
White fatty matter 
Red fatty matter . 
Osmazome pes 
Bee is ss 


- 47,00 | Subphosphate of lime . . . 6,30 
Fetal e/a soca VTA ergs 
« . 535 | Carbonates of (lime . . . 4,00 
- 4,00 magnesia . . 1,00 
« 6,50 potassa . 2,70 
- 8:00 Hydrochlorates of ; soda.) ! 92.00 


Oxide of iron . E35. Larrate Of: S0GR ss «hen Odd 


According to Hecur (¢), gelatin is found in this substance, though less in quantity 
than in scirrhus; but its proportions vary in different stages of medullary fungus, 
the gelatin being in greater quantity than the albumen in the first, or stage of crudity ; 
whilst it was found considerably less than the albumen in the second, or stage of soften- 
ing. Maunorr, however, ascertained that no gelatin existed in the brain-like mass; 
and his statement is confirmed by MwuLLEr, who on this account, places medullary 
fungus among tumours which, are albuminous and do not contain gelatin: though he 
says, “in one case of medullary fungus, he obtained, after boiling it for eighteen hours, 
a little gelatin, whilst the principal part showed no disposition to be changed or dis- 
solved. The exceptional appearance of the gelatin he attributed to the addition of some 
cellular tissue.” —(p. 5.)] 

Krauser (d) found in the medullary matter, in addition to an unnaturally loose or 
formless whitish substance and branching vessels, a quantity of round and oval cor- 
puseles, ;};th of a line in diameter, opaque-white, transparent at their edge, uneven, 
resembling pus-globules, and also, smaller, smooth, clear globules, from 5.5th to ,),th 
of a line in diameter. 

GLUGE (e) considers medullary fungus as no peculiar tissue, but merely an infiltra- 
tion of a diseased fluid into the healthy tissue, as into a sponge, by which itis distended 
and altered into the most various forms. The white fluid squeezed out presents, when 
magnified two hundred and fifty-five times, numerous corpuscles, with a small quantity 
of large, irregular particles, in a transparent fluid. These corpuscles are spherical, but 
their upper surface is streaked, and these dusky streaks stretch to the edge. They have 


(a) See Bartne; in Hoiscner’s Annalen, above cited. 


Water AS 


eo. (este @ le os 
° 


(b) Archives Genérales de Médecine, vol. xvii. (d) Above cited. 
p. 185. 1828. (e) Anatomisch- mikroscopische Untersuch- 
(c) Lossrein, Traité d’Anatomie Pathologique, ungen zur allgem. und speciell Pathologie, part i— 


vol. i. p. 456. Paris, 1829. 8vo. ix. Leipzig, 1839. 
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nowhere spots like pus-globules, and are much larger, being 7:th of a millimetre in 
diameter, whilst the pus-globules are only zjsth. About two-thirds of the medullary 
substances are made up of these corpuscles. When the fungus becomes larger, there 
are still distinguished a quantity of large irregular particles, which all have dusky 
and pale lines; perhaps here, instead of corpuscles, only irregular bodies and fibrous 
matter have been capable of being formed, differing according to the organ affected. 
The greater the quantity of medullary corpuscles and medullary substance deposited 
in the fungus, the greater is its softness, even to fluidity; and then occurs the illusive 
feel of fluctuation, which can only be distinguished from that of pus, in that the col- 
lections of the latter are isolated, whilst the medullary corpuscles are infiltrated between 
the several primitive fibres. If, however, but_ little medullary fluid be deposited, 
the tissue retains its ordinary hardness and consistence. A very remarkable circum- 
stance is the presence of medullary corpuscles in the entire substance of an organ, 
where only some small fungi, or even none at all, exist, whilst they are present in 
other parts of the same individual. The medullary substance operates destructively, 
just like gangrene, upon the tissue in which it is collected, if it have affected it long 
enough. The fibres of the organ retain their usual direction, but in small fungi are 
separated by close-lying particles, and when more advanced, fibres can no longer be 
traced. In all these forms of fungus, there are numerous rhomboidal crystals of 72,ths 
of a millimetre, mean diameter, commonly in groups, but in quite fresh fungus they are 
scattered, on which account they must be sought for. 

In the development of inflammation, the whole swelling, or part of it, distended with 
blood, presents newly-developed thick nets of capillary vessels, and the medullary cor- 
puscles are mixed with compound corpuscles. Fibrous matter may also be closely 
deposited in the fungus, and so give it the appearance of a scirrhous degeneration. 
Concentrated sulphuric acid dissolves the medullary corpuscles in part, and there 
remain only little dusky bodies; in like manner hydrochloric acid exhibits a flocky, 
granular substance. Alcohol coagulates the medullary fluid, and the medullary cor- 
puscles, like those of pus, become still more distinct, without changing their shape. Acetic 
acid dissolves the medullary corpuscles but very slowly, which is done much more 
quickly in pus-corpuscles. The crystals dissolve in sulphuric so completely as to leave 
a sediment; whilst in nitric and hydrochloric acid, on the contrary, they do not dissolve 
at all. 

The medullary substance exists also in the fluids of the human body. GLUGE 
observed in one case, in the blood-clot of the right iliac vein, an undoubted medullary 
mass; the walls of the vein were healthy, and led to no diseased organ. 


2298. The tumour presses the neighbouring parts together, the muscles 
are often completely enclosed in the substance, and as it were marbled 
with it. The whole mass is surrounded with a cellular investment, 
more or less distinct, according as it is developed in an organ, of which 
the cellular tissue is of a tougher or more yielding nature. ‘The external 
form is in these cases generally round, sometimes flattened, egg-shaped, 
sometimes quite irregular, and its external surface divided into lobes, which 
are separated by more or less deep furrows. LAENNEG, as also CRUVEL- 
ER, found the brain-like substance contained in cysts, of which the walls 
were pretty even, scarcely more than half a line thick, of a grayish white, 
silvery or milk-white colour, and semi-transparent, in their structure 
resembling cartilage, and so firmly connected with the brain-like mass, that 
they could not be easily separated. 

9299. In medullary Fungus of the Testicle, the brain-like substance 
has generally a pale-brownish or reddish colour ; oftentimes the whole 
testicle is converted into a mass of this kind. Often this mass consists of 
many parts, very different from each other in reference to their tissue, and 
separated by thin membranous partitions from each other : some portions 
are soft, others hard, and some actually bony. If this substance be rinced 
in water, a soft cellular tissue remains. The partitions are generally 
united to the tunica albuginea; but sometimes they are separate, and 
the interspace is filled with water. In the bones, the swelling most com- 
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monly has a white brain-like nature; all the above-mentioned varieties, how- 
ever, occur. Bone and periosteum are as above mentioned. (par. 2296.) 

2300. The following are the characters of medullary fungus. The 
swelling is soft, elastic, and both during life and after death, yields a 
delusive fluctuation to the touch; destruction at one part of the skin 
covering it, through which sprouts a fungus, loose, but little painful when 
touched, and bleeding readily ; the edges of the skin encircling the neck 
of the swelling often remain a long while in their natural condition, with- 
out thinning, or undergoing any other ehange ; neither do the considerable 
discharge of ichor nor the throwing off of portions of the fungous growth 
produce any diminution; on the contrary, the swelling continues increasing, 
and thrusts the surrounding parts asunder, without infeeting them with its 
own peculiar diseased metamorphosis; they are only altered by the con- 
tinued pressing together which the swelling effects wpon them. ‘This 
disease especially occurs in the earlier periods of life. 

2301. ‘The diseased substance contained in the tumour differs so much 
at different periods of the disease, that a definition which shall include all 
stages of its development is impossible. It may be whitish, reddish, 
brownish, and even black; its consistence may vary equally, which 
depends on more or less of the cruoric or albuminous elements of the blood 
being deposited. On these different relations of the diseased substance rest 
the conditions, which have been put forward as different degenerations, and 
bear different designations, though alone depending on the different stages 
of its development, or on the peculiarity of the organ in which it has 
its seat. 


Of the many designations applied to this disease, all of which are taken from different 
stages of its development, I have preferred Medullary Fungus (Markschwamm) as most 
appropriate, and specially as thereby all confusion with the blood-fungus, produced by 
unnatural distension of the capillary-vascular system, (par. 1507,) is avoided. 

ALAN Burns (a) makes a difference between fungus hematodes and sarcoma 
medullare, in that, in the former, the substance of the swelling is penetrated by a 
quantity of membranous bands, whilst in the latter it is of an homogeneous medullary 
consistence, and similar to the cortical substance of the braiu. In the former, if the 
soft brain-like mass be washed away, the membranous partitions still remain; but if the 
latter be treated in like manner, its capsule only, and a number of flocculi hanging from 
its inner surface, are left. I have never found these distinctions in my examinations. 

von WALTHER has also founded a difference between fungus hematodes and sarcoma 
medullare, on the difference of the substances composing the swelling, from which 
he assumes, that though in other respects the nature of both tumours is alike, and 
the substance of both alike consists of cellular tissue and vessels, some of which 
are lengthened, and some newly produced, yet that the blood is deposited rather in its 
cruoric elements in fungus hematodes, and in its white, atbuminous elements, in sarcoma 
medullare. I have really found such different relations of these substances to each 
other, that in the otherwise like progress of both diseases, it is difficult to determine 
such distinction. : , . 

According to SamurL Cooper (b), ABERNETHY did not assume the identity of 
sarcoma medullare and fungus hematodes, as has been done by Warprop and others. 

[ABerneray certainly does not assert the identity of medullary sarcoma and fungus 
hematodes ; for, in considering the former, he does not make the least allusion to 
the latter, although the two cases he gives in illustration are both medullary fungus, one 
of which had burst and bled before death, and in the other the patient died before 
the skin ulcerated. But he does incidentally refer to Hey’s Jungus hematodes in 
relating the case of a girl who had a cyst on her arm, which he punctured, and 
discharged a little serwm, but on introducing the finger, some strata of coagulated blood 
came away, and severe bleeding ensued, which could not be stopped, and the arm 


(a) Surgical Anatomy of the Head and Neck, (b) First Lines of Surgery, p. 358. Seventh 
p. 220. Edition, 
VOL. It. 3A 
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was obliged to be amputated ; in doing which, however, part of the cyst was left behind, 
which thrust forth a fungus, and the girl died. ABERNETHY remarks :—“ An unre- 
strainable hemorrhagic tendency seems to be the essential character of that disease, 
which Mr. Hey has denominated Hematodes. That it takes place from diseased 
structures is manifest; yet I have known it happen without any morbid growth having 
preceded it.” He then observes, that “the term fungus hematodes seems to be a name 
commonly now applied to every bleeding fungus, whilst that hematodal disposition, 
which Mr. Hry has described, is very rare;” and concludes by giving a case exempli- 
fying Hey’s views, which is evidently a case of medullary fungus, in which, according 
to WALTHER’S opinion, the cruoric part of the blood was that deposited forming fungus 
hamatodes. (p. 125-27.) ABERNETHY had either a very confused notion of these two 
forms of the same disease, or, like many other authors, did not like to disturb or inter- 
calate the classification of tumours which he had made.—4. F. 8. | 

The most decided difference between the two diseases is, that in sarcoma medullare 
after the part has broken, the place heals till another similar tumour bursts through 
the skin; whilst on the contrary in fungus hematodes, the fungus grows larger and 
larger, never diminishes by being thrown off, nor is there ever any attempt at a curative 
process. I have frequently noticed this distinction in the progress of the disease, but 
have not been able to determine how far it has been actual or only accidental, according 
to the difference of the organ affected; as for example, in the testicle there is scarcely 
ever protrusion of the fungous growth. 

Joun Miuer (a), who views medullary fungus as merely a modification of Cancer, 
(soft Cancer,) considers it most correct to employ the name medullary fungus, as 
a collective designation of the different forms of soft cancer which run into each other, 
and hence from his own observation he enumerates the following :—First, Carcinoma 
medullare, with formation of medullary substance composed of roundish formative 
corpuscles in greater quantity than the delicate fibrous tissue, which runs through 
the tumour. These are the corpuscles seen by GLUGE (par. 2297); they are those 
of common cancer, and very like the gray basal substance of Carcinoma reticulatum. 
Second, Carcinoma medullare, consisting of oval, tailless corpuscles, in addition to an 
extremely soft, brain-like substance. Under the microscope these corpuscles are one 
and a half as large as the blood corpuscles, and of like breadth. Third, Carcinoma 
medullare, with tailed or spindle-shaped corpuscles. Such medullary fungi have some- 
times, when broken, a sort of fibrous appearance, if the tailed corpuscles be regularly 
disposed. ‘They are sometimes scattered among other formative corpuscles, sometimes 
exceed them in number. According to the direction in which the corpuscles are 
disposed in reference to each other is there, sometimes the appearance of a radiated 
formation, sometimes ofa clustered arrangement ; but at other times their direction is so 
various, that the swelling when broken exhibits no fibres. In other respects there is no 
criterion of the malignity of a tamour in the tailed corpuscles, as there are many 
benignant, albuminous sarcomata with tailed corpuscles, and many fibrous tissues in 
the embryon consist of tailed corpuscles. 

According to VocEL, the essential element of medullary fungus in the different parts 
of the body is a cell, doubtless developed from a formless blastema, which escapes 
observation. The cells have very different forms and size, oval, roundish tailed, 
sometimes very largely branching, like the pigment-cells of the lamina fusca. Almost 
all these cells present a nucleus with or without a nuclear body. Many cells contain 
very numerous cell-nuclet ; not unfrequently large cells are observed which contain 
one or more little ones (mother cells with daughter cells.) The cell-nuclet seem first to 
arise from the cells. Very frequently there are nuclei without investing cells, some 
single, some collected in packets ; but very rarely are the cells devoid of nuclei. ‘The 
cells of one and the same medullary fungus ordinarily present the same or a similar 
character. Sometimes the cells, free from all foreign parts, without any visible con- 
necting medium, are closely locked together and form the whole tumour. In other cases, 
there is a fibrous basal tissue (stroma) between the cells, and when this is in excess, the 
medullary fungus runs into seirrhus. When complicated with melanosis, the cells filled 
with black pigment plunge among the medullary fungus cells. If they be fewer in 
number and equally distributed, the medullary fungus appears gray throughout; if only 
disposed in certain parts, it is marbled and veined. When melunosis is prevalent, the 
swelling is black. 

In regard to the so-called blood-fungus, the opinions of BrapLEy and JAEGER re- 
main to be mentioned. 

BRADLEY (a) supposes that fungus medullaris is nothing but the distension of a vein 

(a) Above cited, p. 21. 
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(aneurysme veneux.) At first, whilst the blood in the aneurysmal sac js still fluid, 


opening the tumour and obliteration of the vessel suffice for the cure ; in this case, the 


aneurysmal sac is still healthy. But if the blood be clotted, the sac becomes diseased 
and liable to forma fungus hematodes. Ese observed a fungus communicating with 
avein. Porr’s Aneurysm? 

JAEGER (5) holds that blood:fungus consists of larger or smaller, thin and thick 
skinned cells, penetrated with delicate streams of blood or actual vessels, and possessing 
a more or less distinct mucous membrane. In these cells is contained blood, some of 
which is clotted, some thinly fluid, and some decomposed. Several cells are generally 
torn, and the whole swelling often consists of an homogeneous mass of blood. This 
tumour either lies loose in the cellular tissue, or is surrounded with a tough, fibrous, 
very vascular cyst, in the covering of which, the cellular tissue is also very vascular. 
No trace of lard-like or brain-like substance js discoverable. Between some of the cells, 
fibrous ridges are sometimes found. Single vessels and their openings into the cells, 
are not to be discovered. 

VOGEL considers blood-fungus as merely a complication of medullary Sungus with 
teleangiectasy. 

2302. As in seirrhus, the tissue forming the swelling exhibits great 
variety, depending on the different proportions of the fibrous and lard-like 
substance, so that in this respect, two extremes may be pointed out, of 
which, the one presents a fibrous centre, whence proceed numerous fibrous 
rays, between which but little lard-like substance is scattered, whilst the 
other exhibits an homogeneous lard-like substance, without a trace of any 
such fibrous rays; so a like relation is also noticed in medullary fungus. 
A pure white, brain and marrow-like substance here and there mixed with 
a brownish or blackish substance and clotted blood, and at the other 
extreme, only a brownish or blackish mass of blood, and that condition 
which JAEGER has pointed out as blood-fungus. 

2303. Mecxen holds, that the swellings called by Larnnec, and 
others, Melanosis are completely the same as medullary fungus; and 
in one respect, he is certainly right, because the substance forming me- 
dullary fungus in many cases is, for the most part, blackish, and seems to 
resemble a black pap. But melanosis occurs in other ways, and is to be 
considered merely as a diseased secretion of a colouring matter, a pig- 
ment, the analogue of which is also found in a healthy state of the body, 
and deposited in the parenchyma of the organ on different surfaces, even 
on mucous membranes, as I myself have observed in the nose. If then 
melanosis be no degeneration, no product of a new structure, but merely 
an altered secretion, therefore also does the black substance present no 
trace of organization, and may be observed alone, or in tumours of 
different kinds. This unnatural secretion depends on difference of tem- 
perament and constitution, on peculiar changes of the blood in diseases 
of the kidneys, lungs, skin, and the like, whereby the throwing off of the 
phlogiston is prevented, and an increased production of carbon caused. 
The symptoms noticed in melanosis, seem rather to arise from other cir- 
cumstances which exist with that disease, than from the disease itself ; 
for instance, from chronic inflammation, from the simultaneous presence 
of unnatural formations, as medullary fungus, cancer, tubercles, or from 
the mechanical irritation and pressure of the deposited substance. 

According to this variety in the occurrence of melanosis are its different 
course, and influence upon the constitution, as also the different results 
which are apparent from microscopic observation. It sometimes exists 
for a long time without any effect upon the health ; sometimes the powers 


(a) Dict. des Sciences Meédicales, article Héma- (6) Scuarrner, F. A., Ueber den wahren Blut- 
tode, vol. xx, p. 133. schwamm, eine inaugural Abhandl. Wirzb., 1834. 
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soon sink ; sometimes it continues till the melanosis runs on to an open 
ulcer; then from the clefts and fissures of the broken-up swelling, 
escapes a black fluid, and mixed with pus when the neighbouring parts 
have been destroyed. These openings sometimes heal, sometimes break 
out again, and. run on to destructive sloughing and the like. 

Upon the subject of Melanosis, the following writers may be con- 
sulted :— 

Baye, Recherches sur la Phthisie pulmonaire, Obs: xx. xxi. Paris, 1810. 

LaENNEc; in Journal de Médecine, par CorvisaRT, &c., vol. 1x. p. 368. 

Mérat; in Dict. des Sciences Médicales, Article Melanose, vol.. XXxli. p. 183. 1819. 

CAZENAVE ; in Dict. de Médec., Article Melanose, vol. xix. p. 324. 1839. 

Brescuet, Considérations sur une altération organique appelée Dégénération noire, 
Melanose, Cancer melane, etc. Paris, 1821. 

Heustneer, C. F., Untersuchungen tiber die anomalen Kohlen-und Pigment-Bildung. 
FBisenach, 1823. 

von WALTHER, above cited, p. 567. 

Noack, C. A., De Melanose cum in hominibus tum in equis obveniente. Lips. ; with 
three copper plates. 

CuLLeN, WiLL, and CARSWELL, R., M.D.,. On Melanosis; in Medico-Chirurg. 
Trans. of Edinburgh, vol. i. p. 264. 1821. 

Fawpincton, Tuomas, A Case of Melanosis, with general. Observations on the Path- 
ology of this interesting disease. London, 1826; with a plate. 

ScuILLING,, E., Dissert. de Melanosi. fol. Francof., 1831. 


CarswELL, Rosert, M.D., Illustrations of the Elementary Forms of Disease, fasc. 
iv. Melanoma. London, 1834.. 


VoGEL, above cited. 


9304. If the above-mentioned appearances of medullary fungus be 
compared with the internal condition of scirrhus, the following dis- 
tinguishing characters may be observed. ‘The tissue of scirrhus, which 
- must not be confounded with induration, equally at its onset forms a hard, 
firm, incompressible substance, which when cut into thin layers, is semi- 
transparent, has the consistence of cartilage and fibro-cartilage, even to 
that of lard, with which it agrees in appearance, and is composed of two 
different substances; the one hard and fibrous, the other soft, and of an 
inorganic appearance. The fibrous part forms various partitions and 
cavities without arrangement, in which is contained the softer substance, 
ordinarily of a pale brownish, sometimes bluish, greenish, whitish or 
reddish colour, similar to hardened albumen: the fibrous part has some- 
times a cartilaginous hardness. But especially are the proportions of 
these substances very different. Sometimes the fibrous substance forms 
the nueleus,from which the partitions spread in every direction, and, when 
cut through, presents a radiated appearance. Oftentimes the swelling has 
an uniform hardness, in which no. distinct tissue can be traced. Some- 
times encysted tumours form in the scirrhus, filled with differently 
coloured fluids. Ulceration always begins in these swellings with ex- 
cessively severe stabbing, lancinating, burning pain, extending either from 
without inwards, or from within outwards, and accompanied with secre- 
tion of acrid, very stinking ichor. Sometimes a bleeding hard fungus 
springs from the surface of the ulcer. This, however, is not always the 
case, and in the further progress of the disease, this fungus, together with 
everything that surrounds it, without distinction of tissue, is destroyed, 
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after having previously passed into a scirrhous state. Cancer is the especial 
peculiarity of advanced age, and most commonly occurs at the critical 
periods of life, when the capability of production declines. It may other- 
wise be primarily developed from any scirrhus, or from any ulcer, if its 
bottom have passed into a scirrhous condition. 


A resemblance between medullary fungus and cancer can alone be drawn from 
the following circumstances: in both diseases, when ulceration has taken place, a thin, 
filthy-smelling ichor is secreted; in cancer there are often fungous growths; both are 
in a high degree destructive, spread in all directions, are frequently accompanied with 
bleeding, commonly appear in different organs in fhe same individual, at the same time, 
and rarely heal. But in medullary fungus it is always characteristic that it spread only 
by growth, and compress the parts, but not as cancer, which, by its extension, draws 
the parts into the same degeneration. I cannot therefore, in this respect, agree with 
Joun Mier (a), when he states that medullary fungus with tailed corpuscles can be 
distinguished from the 'benignant corresponding sarcoma, ‘for this only admits the 
distinction of the tissue formation in the affected organs or their neighbourhood. 

BreEscuET (5), who, like most French writers, applies the term Carcinoma to a 
different degeneration from scirrhus and cancer, points out four different kinds ; first, 
Carcinome encephaloide ou cérébriforme ; second, Carcinome melané ; third, Carcinome 
Jongoide ; and fourth, Carcinome hématode. If the description be compared with the 
results which I have given from examination of medullary fungus in its several 
stages, it cannot be otherwise considered than that these kinds of carcinoma are merely 
different degrees of development of medullary fungus ; nor to think that it is contrary 
to the usual mode of expression, to point out with carcinoma another state of disease, 
than the passage of scirrhus by ulceration into open cancer. 

MEcKEL (c) holds that ABERNETHY’s sarcoma tuberculatum probably agrees entirely 
with medullary fungus. As this opinion is not supported by any positive grounds 
drawn from sarcoma tuberculatum, so I think I can the less agree with it, as the 
symptoms which set in with that disease do not accord with those given to medullary 

Jungus. Sarcoma tuberculatum, according to ABERNETHY (d), consists of an agglo- 
meration of firm roundish tumours of different size and colour, connected together by 
cellular substance. Their size varies from that of a pea to that of a horse bean and 
above ; their colour is brownish red, and in many yéllowish. ABERNETHY had seen 
the disease only in the lymphatic glands of the neck. It runs on to ulceration, malig- 
nant, phagedenic sores, and thus causes death. From this description sarcoma tubercu- 
latum does not in the least agree with medullary fungus, and it seems rather that it must 
be taken for a cancerous degeneration, at least when it has passed into ulceration 
and incurable sores, 


2305. In regard to the etiology of medullary fungus, nothing decisive 
is known. In most cases the disease is developed without any perceptible 
remote cause, and it is usually found not confined to one spot, but present 
at the same time in several organs. Under such circumstances the whole 
constitution ordinarily exhibits general disease ; the skin is of a greenish- 
yellow colour, frequently covered with a clammy sweat, there is constant 
troublesome cough, difficulty of breathing, and the like. If no decided 
general affection can be perceived, still there is a peculiar diathesis not to 
be mistaken, which is best distinguished as the diathesis fungosa. 
Sometimes an external mechanical influence is the cause of this disease, 
and although it be quickly developed under these circumstances, yet is its 
influence upon the constitution less. It is quite undecided what general 
affections, scrofula, rheumatism, gout, syphilis, and the like, contribute to 
the origin of this disease. 

According to my observations medullary fungus may be developed 
in every organ. Its seat is in the cellular tissue, in which the capillary 
vessels and vegetative nerves are spread. In the cellular tissue, where the 
vessels are numerous, new vessels are formed, the tissue itself loosens 


(a) Above cited, p. 27. ((c) Above cited, p. 297. 
(b) Above cited. (d) Above cited, p. 5]. 
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up, effusion takes place, which, according as the albuminous or cruoric part 
of the blood prevails, exhibits, in various proportions, the white, brain-like, 
gray, or reddish, brownish, even blackish colour, or all these together. 

2306. Art can do little against medullary fungus. The strongest 
escharotics are unable to restrict its growth. The only remedy which dis- 
covers the possibility of cure is the early, complete removal of the part, or 
the amputation of the limb on which it is seated, and the employment 
of such remedies as may improve the constitution. This practice, how- 
ever, is but in the rarest cases crowned with success, as the disease either 
recurs in its original seat or in some other organ, and makes quick 
progress. ‘The time when it reappears is various ; sometimes the fungous 
mass quickly shoots forth from the operation wound ; sometimes during 
the first stage of scarring; at other times after the wound has been some 
time healed. 


XVI.—OF POLYPS. 
(Polypi, Lat.; Polypen, Germ.; Polypes, Fr.) 

2307. Polyps are unnatural growths arising from the surface of mucous 
membranes, and in reference to their nature, form, size, and mode of 
production, very different from each other. ‘They are commonly divided 
into Soft Polyps (Schleim-Blasen-Polypen, Germ.; Polypes mous, vesicu- 
leux ou mugqueuses, Fr.) and Hard Polyps (Fleisch-Polypen, fibrise 
Polypen, Germ.; Polypes durs, charnus ou fibreux, Fr.) 

2308. The Soft Polyp consists of an homogeneous soft tissue, containing 
in its cells a mucous fluid which escapes when squeezed, and thus may be 
very much diminished in size, leaving only a slimy skin remaining. Its 
surface is covered with a very thin process of the mucous membrane lining 
the cavity in which it is developed, and so intimately connected with the 
polyp itself as not to be separable from it ; some minute vessels and nerves 
are spread upon its surface, but very few of either are found in its interior: 
its colour is grayish white, or yellowish; it is commonly attached by a 
stem; its form varies and depends on that of the cavity in which it ts 
developed ; it in general grows quickly, enlarges in a moist, and diminishes 
in a dry atmosphere. Usually several of them exist at the same time, 
but cause no other inconvenience than blocking up the canal in which they 
have been formed, . 

2309. The Hard Polyps have a more or less red or bluish appearance 
according to the quantity of blood-vessels branching in them, and are 
covered with a shining skin, which is tolerably firm. The arteries always 
run in the middle of the stem and of the polyp itself, whilst the veins are 
superficial. Their surface is either smooth or furrowed, and cleft, which 
doubtless depends on the rending of the enclosing skin. ‘Their interior 
consists sometimes of an homogeneous, fleshlike, very vascular substance, 
in which case it is called a Fleshy Polyp (Fleisch-Polyp, Germ.) ; some- 
times of a very thick cellular tissue divided into lobes by fibrous bands, 
and hence it is named a J%brous. Polyp (fibrése Polyp, Germ.) The 
base of the polyp is usually narrow, and its form bean-shaped ; sometimes 
it is attached at a single point, and sometimes has several roots, and these 
are not always superficially connected with the mucous membrane, but 
often penetrate deeply into its substance. ‘These polyps grow slowly, their 
form depends little on that of the cavity in which they are contained, the 
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bony walls of which they often burst asunder by their pressure, in conse- 
quence of which, the polyp itself is often torn, ulcerates and adheres at 
different points. In consequence of the strangulation which the polyp 
undergoes, the blood collects in it, and it becomes bluish; by the tearing 
of the vessels considerable bleeding ensues; it sometimes inflames, ulcer- 
ates, becomes gangrenous, and throws off its lobes; sometimes it is painful, 
at other times not so. 

2310. This division of polyps does not indicate all the differences which 
they present. Oftentimes the polyp remains in the same state a long while, 
and is restricted to the same size; sometimes it grows quickly ; but at 
other times this only happens in consequence of some accidental irritation. 
In consequence of such irritation, various changes are set up in its tissue, 
and may run on to scirrhous degeneration. There is then considerable 
hardness, the tissue becomes Jard-like; severe lancinating pains occur; a 
stinking ichorous fluid continually flows from it; it bleeds on the slightest 
touch, and grows excessively quick. The degeneration of a polyp into 
cartilage, has been, although rarely, observed. In other respects, the 
tissue of one and the same polyp is every where the same. 

2311. The symptoms specially produced by polyps are different accord- 
ing to their nature, size, and seat. At first the polyp is painless, and the 
annoyances from it depend on the pressure which the walls of the cavity 
and the neighbouring parts suffer from it; as it enlarges both the hard 
and soft parts by which it is surrounded are burst asunder, the bones thin, 
become fragile, and at some parts are, as well as the soft parts, completely 
destroyed. Ifthe polyp be painful, it appears to be the result of incipient 
degeneration. ‘The then always increasing, continual pain, the frequent 
bleedings, and the destruction of the neighbouring parts, lead on to death 
from exhaustion, or it results from the pressure made upon important 
parts. ‘The harder the polyp, the more is cancerous degeneration to be 
feared. Soft are much less dangerous than hard polyps, and so long as 
they retain their cellular structure, no inflammation or degeneration 
readily takes place in them. 

I have frequently noticed medullary fungus of mucous membranes, in form of gray- 
ish-white, or reddish excrescences, without any symptom indicating the great danger of 
that disease. After removal, the excresences soon came again, and caused death, by the 
destruction of the neighbouring parts, in consequence of their unrestrainable enlarge- 
ment. 

2312. The proximate cause of polyps is an alteration of the vegetative 
processes depending on continued irritation of the mucous membrane, 
producing these new and peculiar formations, which are either developed 
from the parenchyma, or from the deeper tissues which the mucous mem- 
brane overspreads, and are thereby distinguished from the mere swelling 
up of the mucous membrane, which has the same tissue as the membrane, 
whilst in polyps there is nothing resembling it. In mucous polyps, the 
unnatural formation is confined simply to the mucous parenchyma of the 
mucous membrane, from which any participation of the vessels is wholly 
cut off; they are therefore without any vascular apparatus, and are to be 
considered merely as processes and dependencies of the unnaturally vege- 
tating parenchyma, overspread with epidermis, the tissue of which, when 
there is also irregular enlargement of the vessels of the mucous membrane, 
(angiectasic complication,) are drenched with transuding blood, or in 
addition to this, with mucous juices, which, however, are only inorganic- 
ally changed. 
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But in fleshy polyps, with the unnatural growth of the parenchyma, there 
is also an arterial vascular system, they liveas self-reproducing substances, 
in which an organic circulation can be observed, and the cellular substance 
is converted rather into a fibrous texture (a). From this circumstance 
the blood-vessels in polyps are sometimes found very numerous, often in 
very small quantity, and at other times entirely wanting. Therefore, the 
opinion held by some may be correct, to wit, that polyps have no vessels, 
but merely possess bloed canals in their tissue, which are not like blood- 
vessels ordinarily separated from the surrounding parts (0). 

Polyps are formed in all ages, in either sex, in every constitution; they 
are most frequent in adults, but rarer in very old persons. 

The occasional causes are dyscrasies, especially scrofula, syphilis, and 
continued irritation of the mucous membrane by external influences, 
producing a condition which is kept up by irritation, and give another 
tone to the vegetative process of the mucous membrane. In this latter 
circumstance, is probably the reason that polyps are most commonly seated 
at a little distance from the passage of the skin into mucous membrane, 
and that they frequently oecur in the womb. 

In many instances the etiology of polyps is quite obscure. 

2313. The prognosis is guided by the nature, form, and seat of the 
polyp. Mucous polyps are in general more easily cured than those which 
are hard; the harder a polyp is, the more is cancerous degeneration to be 
dreaded, which when:once set in, no cure can be effected. ‘The broader 
the base of the polyp, the more difficult; and the more it is necked, the 
easier is its removal. Such is also the case when the polyp is developed 
near the outlet of a cavity, and when the proportionate size of the latter to 
the former does not interfere with the employment of the necessary instru- 
ments. The more completely a polyp is removed, the more certain is the 
cure; if bits of it remain, it is developed afresh ; nevertheless, even after 
its complete removal, a recurrence is not infrequent. 

2314. The cure of polyps is effected by tearing, or by cutting them off, 
by tying them, and by destroying them with the actual cautery, or other 
escharotics. ‘The choice of these several remedies must be directed by 
the individual case. 

The drying ‘used in former times, the tearing to pieces, (PauLus AicrneTA, ALBU- 
CASIS,) torsion, (BRopon,) the squeezing to pieces, and pulling away piecemeal of polyps 
are now but matters of history. 

2315. Tearing out polyps is performed with the polyp-forceps, which, 
when the seat ef the polyp is well ascertained, are carried to its root, the 
polyp grasped with them, and separated by a twisting rather than a drawing 
motion. ‘This method is simple and quick; it is usually followed only by 
slight reaction from the injury done, the neighbouring parts are neither 
damaged, nor disturbed in their functions; recurrence of the disease is 
less frequent after this than after other methods. But tearing out is not 
applicable if the polyp -have a broad base, if it be attached to yielding parts, 
if it be very deep seated, and if difficulty in stopping bleeding be feared. 

2316. Cutting off the polyp, which some of the moderns endeavour to 
bring into general practice, is only applicable where the disease is not 
deep-seated, and the introduction of the instruments necessary for the 
operation can be effected without injury of the neighbouring parts; also 

(a) ScnreeerR, Annalen des Chirurgischen Cli- (b) Meissner, Ueber die Polypen in den ver- 


nicums aufter Universitat zu Erlangen, p. 47. schiedenen Héhlen des menschlichen Korpers, 
Erlangen, 1817. p. 13. Leipzig, 1820. 


POLYPS IN THE NOSTRILS. 729 


when the seat of the polyp admits the use of remedies to stanch the 
bleeding, which is always to be feared in cutting it off. This practice is 
also objectionable, inasmuch, as the disease almost always recurs, its roots 
still remaining. Otherwise, a partial cutting off may be requisite in those 
cases where the cavity in which the polyp is seated is quite filled by it, for 
the purpose of introducing the instruments necessary to tear it away or 
cut it off. 

The extensive experience of DupuyTREN, however, proves that considerable bleeding, 
after cutting off a polyp, and its recurrence, are not more frequent than after the other 
modes of treatment; at least such is the case with polyps of the womb, rectum, and 
pharynx (P1GNz.) 

2317. Tying a polyp is specially indicated where it is situated deeply, 
and on an organ which, on account of its yielding, will not allow tearing 
away ; further, when the polyp has a broad firm base, and also, when 
severe bleeding is feared, if any other practice be followed. As the polyp, 
after being tied, swells and enlarges, because, on account of the situation 
of the arteries in the middle of its root, the circulation is not completely 
arrested, except in the superficial veins, tying must not be had recourse to 
when the polyp is so situated, that the functions of more important organs 
are disturbed-or destroyed by its swelling ; and even considerable bleeding 
may -be caused by this mode of treatment. It must also be observed, that 
in many cases tying is extremely difficult, and the repeated introduction 
of the instrument rendered necessary. By a gentle graduated drawing 
together of the ligature severe pain may indeed be prevented; but in 
many instances it requires tightly tying, by which violent pain is pro- 
duced; and in very inflammatory subjects, this is caused even by very 
slightly tightened ligature. When, after a polyp has been tied, it begins 
to be destroyed, a flow of extremely stinking ichor eusues, which affects 
the neighbouring parts, and is very troublesome to the patient. 

2318. Destroying a polyp with the actual cautery, is only applicable 
when the polyp bleeds on the slightest touch, and the patient has become 
greatly exhausted hy the previous bleedings ; when the polyp cannot be 
satisfactorily managed in any other way ; and lastly, when it is malignant 
or cancerous, and its speedy removal is requisite. In some cases of polyps 
in the antrum Highmorianum, other escharotics may also be employed (a). 
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MEIssNER, above cited, p. 144. 
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2319. Polyps occur more frequently in the nostrils than in any other 
cavity. They arise either from the walls of the nostrils or from the 
frontal sinuses; they may even have their root in the antrum Highmoria- 
num, and as they grow, may branch into the nostrils. They are most 
commonly situated on the upper outer wall of the cavity of the nose, and 
in their further development assume its form. ‘They, therefore, enlarge 
usually at first vertically, and having reached the floor of the nostril, 
increase more horizontally ; not unfrequently they grow towards the 
throat; oftentimes even in both directions, in consequence of which, the 
polyp is divided into two processes. There is commonly but a single 
polyp; yet not unfrequently several are produced at the same time, and 
even in both nostrils. 

2320. The following are the symptoms caused by nasal polyps :—At 
first the patient complains of a long-continued snufiling, loses the power 
of smelling, has his nose stopped up, and a great discharge of fluid from 
it. These symptoms often vary, according to the state of the weather, 
and are more violent in damp, and less so in dry warm weather. In pro- 
portion as the polyp enlarges, the passage of the air through the nostril 
becomes more difficult, and at last the nose is completely filled; it 
projects through the external opening of the nose, or enlarges towards the 
throat, in which case it may considerably interfere with breathing and 
swallowing. When the increase of the polyp has become very great, the 
walls of the nostrils enlarge in every direction, the passage of the tears 
through their duct is stopped up, the nasal partition is thrust to the oppo- 
site side, in consequence of which the healthy nostril is narrowed, and at 
last all the bones are pressed out of their place. The discharge, which 
had hitherto been mucous, is sometimes streaked with blood, becomes 
ichorous and stinking; the polyp ulcerates, suppuration attacks the bones, 
and the disease, by wearing out the patient’s powers, may cause death. 
The growth of the polyp is frequently accompanied with intense headache, 
which spreads over half of the face. Many polyps bleed very easily and 
violently, and thereby cause great weakening. 

2321. Nasal polyps are either the so-called hard polyps, red soft, and 
sensible, although not causing any great pain; or they are soft or mucous 
polyps, of a leathery nature, of pale colour, accompanied with copious 
mucous secretion, and varying according to the state of the weather; or 
they are of a firmer character, of cartilaginous hardness, very painful, 
bleed on the slightest touch, and easily run into cancerous degeneration. 
Upon these differences rests their division into malignant and benignant. 

The malignant polyps are those which from their beginning are accom- 
panied with severe pain in the head or the upper part of the nostril, and 
when they appear externally have a pale red or livid colour, are very painful 
to the touch, bleed readily, are not movable, but firmly fixed, and attached 
at many parts to the mucous membrane ; coughing and sniffing produce a 
painful sensation in the nose or in the fore part of the head: and there is 
a discharge of stinking ichor. 

The polyp is benignant, when it has a grayish-white, pale, or brownish 
colour, is of a soft nature, is accompanied with little pain in its growth, 
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and is not painful when touched ; when occasionally it increases and then 
diminishes in size ; when, excepting at its root, it does not adhere to any 
other part of the nostril; and when it is movable in sniffing, and secretes 
mucus. 

2322. The causes of nasal polyps are in many instances doubiful. They 
may sometimes be produced by mechanical injury, poking the nose with 
the fingers, and other things; but, for the most part, the nasal polyps are 
so situated that these causes can have no influence. In general, a catarrhal 
affection of the mucous membrane of the nostril, a continued blennorrhea 
is the origin of these polyps. In many cases, the polyp is causally con- 
nected with a general dyscrasic affection, as syphilis, suppressed natural 
discharges, and the like, which seems to be proved by the frequent pro- 
duction, at the same time and in the same nostril, of several polyps, by 
their frequent recurrence after removal, and by the accompanying’ symp- 
toms of general ailment. The disposition to form polyps often seems 
connected with the natural development of the body, as they frequently 
occur at the period of puberty, or this unnatural formative activity is at 
least favoured by the loosening up of the mucous membrane; and truly 
the healthiest persons, who about puberty are subject to frequent bleeding 
from the nostrils are commonly affected with nasal polyps. 

The bursting asunder and diseased changes of the nose-bones are not 
always simply the result of their mechanical separation by the polyp, but 
oftentimes the disease of the soft parts and of the bones, is co-existent, 
and both depend on one and the same cause; which is especially the case 
when the disease is produced and kept up by a dyscrasy (a). 

SCHREGER notices a complication of polyp with unnatural enlargement of the vessels 
(teleangiectasy) of the mucous membrane, which seems specially proper to those cases 
in which the beginning of the polyp is long preceded by a phlogistic loosening up of 
the mucous membrane, together with blennorrhea ; yet they do not occur in polyps 
which form without them and quickly. It does, not, however, in all cases come to 
teleangiectasy, at least not to a great degree of it. The symptoms of this teleangiectasy 
are, a discharge of mucus, mixed with blood, during the primary blennorrhea, diminution 
of the narrowing, and pressure in the nostrils, by spontaneous bleeding from the nose ; 
and when the polyp is visible, it is redder, and thence towards its root, frequently of a 
bluish-red colour ; the uneasiness is greater, the bleeding violent on touching, and the 
growth rapid. 

According to RicwErAnp (6), the benignant polyps spring from the mucous mem- 
brane, and the malignant from the bony walls of the nostril ; except in those cases in 
which a vesicular or fibrous polyp runs into cancerous degeneration. 

2323. The prognosis of nasal polyps depends on their nature, seat, 
origin, and complication with other diseases. The mucous polyps are 
least dangerous, and most easily managed; the harder, firmer, and more 
painful the polyp is, so much the more is its degeneration into cancer to 
be dreaded. As, however, polyps seem to assume the cancerous character 
during their growth, their removal as early as possible, seems the only 
means of preventing this degeneration. The more accessible is the seat 
of the polyp, the more movable it is, and the less its connexion with the 
walls of the nostril, the more easily may it be removed; and the more 
completely this is done, the less is its recurrence to be feared. When the 
polyp is connected with general disease, the latter must be first met by 
proper treatment, or otherwise, after the performance of the operation, the 
polyp will more certainly recur. 

2324. Nasal polyps always require operation ; but if early discovered, 


(a) ScurE@ER, above cited, pp..42, 43. 
(+) Nosographie Chirurgicale, vol. iv. p. 324. 1821. Fifth Edition. 
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especially when of the mucous kind, the unnatural vegetative process of 
the mucous membrane may be checked, and the incipient formation of the 
polyp prevented, by the application of cold astringent fluids, by sniffing up 
powders of calomel, or oxysulphuret of antimony with sugar, by touching 
with tincture of opium, by purging, and corresponding general treatment. 

The removal of nasal polyps may be effected by tearing away, by 
tying, by cutting off,and by destroying them with the actual cautery. 

2325. Tearing away a nasal polyp is the most common and indeed the 
most suitable mode of cure, when the polyp, be it fleshy or mucous, is not 
deep seated, has not a very broad base, and is not very hard. For this 
purpose polyp-forceps are used, of different size, and either straight or 
curved. The blades of good polyp-forceps must bea little hollowed in 
front and rough, so that the polyp may be more firmly grasped; their 
edges must be neither very thin’ nor sharp, or the polyp will be easily 
snipped asunder ; they must be broad and strong, and their handles suffi- 
ciently leng (a). 

Scurucer (b) uses also forceps with disjointed paraHel arms. 

9396. Previous to tearing away the polyp, its extent and the place of 
‘ts attachment must be-carefully examined with a whalebone probe, which 
must be carried around it; the light made to fall properly into the 
nostril, and the finger passed upwards behind the soft palate; but the 
frequent irregular surface of the polyp, and the various projections of the 
walls of the nostril, render, in most cases, a certain knowledge of ‘the seat 
of the polyp impossible. On the whole, however, this is not of so great 
consequence as generally supposed ; since less depends on the seat of the 
polyp, than on its form and size, whether the polyp-forceps can be pro- 
perly carried to its root. 

2327. The operation is performed in the following way :—The patient 
being seated on a chair of corresponding height to that ef the operator, 
and opposite the light, so that it may fall into the nostril, Iris head is held 
by an assistant standing behind him, who, placing his hand upon the 
patient’s forehead, presses and fixes the head against his‘own chest. If the 
polyp do not hang quite loosely in the nostril, attempts must be made to 
loosen it with the whalebone probe, which should be carried round, and 
the patient, closing the healthy nostril, should blow forward the polyp as 
much as he can. The operator holds the forceps with the thumb and fore- 
finger of the right hand by the rings of their handle, and passes them 
closed into the nostril up to the polyp, then opens them, and by twisting 
and turning them about endeavours to get the polyp between their blades. 
The patient must strive to force the polyp still further between the blades, 
whilst the operator, at the same time, tries to carry them up higher to the 
root of the polyp. The forceps are now closed, and being kept tight 
with the screw or the fingers,.are twisted on their axis, and at the same time 
pulled, till the polyp be completely separated. 

2328. The polyp is frequently removed from its root at one pull, and 
on sniffing the nose is quite pervious; but if such be not the case, if 
a portion of the polyp remain, if, perhaps, there be several polyps, the 
forceps must be again introduced, the remnant grasped and pulled out, as 
already directed. If there be not much bleeding, this must be repeated 
till the whole polyp is removed. The entire removal of the polyp is the 


(a) Ricurer's Anfangsgriinde, vol. i. pl. v. _ (b) Neuer Chiron, vol. i. part ii. p. 197, 


fig. 1. figs. 1,2. 
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most certain means of checking the bleeding; but if this be dangerous, 
the operation must be suspended for a moment, and recourse had to the 
means already advised for arresting bleeding. 

2329. When the polyp has acquired great size, when it protrudes 
through and stops up the nostril, the introduction of the forceps can then 
only be effected by seizing the front of the polyp with a pair of forceps 
held in the left hand, and drawing it forwards, and thus enlarging the 
space in the nostril. If, in such case, the commonly employed forceps 
cannot be introduced, a pair must be used with a separable joint, with 
their blades curved before the joint and meeting at their tip (a). Both 
blades must be separately introduced to the necessary height, then closed, 
and the polyp torn away according to the rules already given. 

In CHarriire’s cleverly arranged polyp-forceps, the: handles cross, so that when 
they rest upon each other the blades are open. 

When the size of the polyp is such that it completely prevents the introduction of the 
forceps, it has been recommended to destroy with. caustic, or to shee off the part filling 
up the nostril. 

2330. When the forceps cannot be passed up to the root of the polyp 
on account of its size, the result of tearing it off is always very doubtful, 
as the polyp may be either torn away at its root, or only that part grasped 
by the forceps be pulled off. In: the latter case there is generally great 
bleeding, which is best stanched by the complete removal of the polyp. 

2331. If the polyp be rooted far back in the nostril, and hang down 
behind the soft palate into the throat, it is thought best by some practi- 
tioners to draw it through the mouth; for this purpose a pair of curved 
forceps are introduced through the mouth, behind the soft palate to the 
polyp, which is to be grasped as high as is fitting, and pulled away; and 
if any portions remain they can usually be removed through the nostril. 
It is, however, more convenient to pass the forceps through the nose into 
the throat, and guide them by the finger introduced behind the soft palate, 
with which at the same time the polyp may be pressed between the forceps. 
In general, tying the polyp is indicated in these cases. 

‘Tearing away the polyp with a noose, in preference to using the forceps, 
is in every case to be avoided. 

2332. Bleeding always follows tearing off a polyp; this is often very 
great, and as it cannot be known before the operation, to what extent this 
may be, the necessary means for arresting it should be in readiness.. The 
danger of bleeding is always less when the whole polyp and its root are 
pulled off; but if only part be torn away the bleeding is considerable, 
and the surest mode of stopping it is the camplete removal of the rem- 
nant. The means used for arresting bleeding are, sniffing up or mject- 
ing cold water, vinegar and water, ‘THEDEN’s arquebusade, solution of 
alum, and the like; or a bit of linen or lint soaked m an astringent fluid 
and rolled up, must be passed with the forceps, or a screw probe up to the 
bleeding part. If the nostril be very wide, pressure may be made with the 
finger. If these means be ineffectual to arrest the bleeding, the hind and 
front openings of the nostril must be plugged with BeLLocg’s tube, which 
is to be introduced through the nose into the throat, and the spring it contains 
thrust forward, so that it may project from behind the palate into the mouth, 
and to the knob at its end a double thread must be attached, with a suffi- 
ciently thick plug at its extremity. To the pad a second thread must be 


(a) Ricuter, Anfangsgriinde, vol. i. pl. v. fig. 2.—Scurecer, above cited. 
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added for the purpose of pulling it out afterwards (1). The spring is now 
to be drawn back into the tube, the instrument removed from the nose, 
and the pad, by means of the thread, brought into the hind opening of the 
nostril so as to close it. The two threads hanging out of the nostril are to 
be separated and between them as much torn lint passed into the front open- 
ing of the nostril as will stop it up, and then the two threads are to be tied 
on the lint. An elastic catheter may be used instead of BELLoC@’s tube. 


[(1) Berxoce’s canula is one of the most clever and handy instruments ever invented, 
and admirably fitted for plugging the nestril, or for introducing a thread any where, in 
which, without it, great difficulty, waste of time and annoyance, if not indeed great pain 
to the patient, are experienced. I brought it five and twenty years since from Paris, 
and have frequently used it with the greatest facility. It is an instrament which every 
practitioner should always have about him, and ought to be found in every pocket-case. 
It is not necessary to have any additional thread passing through the arch of the fauces 
and mouth for the purpose of pulling the plug back, which is always best withdrawn by 
drawing it gently through the front opening of the nostril, pulling the thread by which 
it has been introduced so soon as a purulent discharge begins from the nostril, which 
generally occurs about the third or fourth day; but the plug must not be meddled with 
till then, as if it be the clot in the bleeding vessel is disturbed, and the bleeding returns, 
and requires the plug to be again introduced. I prefer a piece of very soft dry sponge, 
as nearly as possible corresponding to the size of the nostril, or even a little larger, 
which must be carried quickly through the mouth and throat to the hind opening of the 
nostril, otherwise it will soon be filled with moisture, and cannot be introduced till 
it has been clipped so small that it is useless. When the sponge has entered the nostril 
it must be gently drawn forwards till the bleeding cease, when it is to be left, and as it 
expands with the blood it soon fills up, and adapts itself to the whole cavity of the nostril. 
Stuffing the front opening of the nose is quite unnecessary, if sponge be used; and if the 
bleeding do not stop, the practitioner may be sure the sponge does not reach the bleeding 
vessel, and must arrange it properly by introducing a probe through the front opening 
of the nostril, and varying the position of the sponge till the bleeding be arrested, which 
is done easily, although in general drawing the sponge forward with the thread is suffi- 
cient. Sometimes there is a little difficulty in getting the sponge through the arch of 
the fuuces, as it catches the soft palate, and pulls it either directly against the spine, or 
up against the back of the nostril ; it is therefore best always to keep the sponge close to 
the knob of the spring, as it is then most manageable. The thread by which it is 
attached should, therefore, be merely threaded in the eye of the knob, one long end left 
out at the mouth, and the other carried with the spring into the nose, and having been 
brought out first at the front of the nostril, there left. The canula is then, with its knob 
drawn close up, to be drawn back along the thread through the throat, and then by pulling 
the end hanging from the nostril, the other end of the thread with the sponge is easily 
pulled into the throat. Ifthe sponge catch upon the soft palate, it may be quickly freed 
by passing the finger into the arch of the fauces, and gently slipping the palate down 
over the sponge, when all difficulty immediately ceases. The explanation of this pro- 
ceeding requires many words, and may seem tedious, but the whole operation from the 
first introduction of the canula till the proper placing of the sponge, ought not to occupy 
at furthest a couple of minutes, but often not half that time if the rules just given be 
attended to. If BrLLocg’s canula be not at hand, a common bougie serves the purpose 
as well as an elastic catheter; it must be bent to the curve of a.common catheter, and 
carried along the floor of the nostril into the throat. The patient opens his mouth 
widely, and the end of the bougie being seen, is grasped with dressing forceps, and drawn 
forwards till it protrude from the mouth. A strong thread is now tied to the end of the 
bougie, having a piece of sponge attached to its loose extremity ; after which the bougie 
is gently pulled back through the mouth, throat, and nose, bringing with it the thread 
and the sponge, which is brought into the nose as directed already. This ismuch more 
ri i and, compared with the former, a more clumsy proceeding, but is a good make- 
shiit. 


foe bleeding from the interior of the nose may be managed readily in the same way. 
—J. FE. S.] 

2333. If, after the operation, inflammation ensue, it must be managed 
by suitable treatment, but generally it soon subsides. When the bleeding 
has been stopped by the plug, the lint may be withdrawn from the front 
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of the nose on the third day, and the hinder plug pulled out by the thread 
hanging from the mouth. If there be suppuration in the nostril some 
mild decoction may be thrown up. 

To prevent the recurrence of the polyp astringent injections are gene- 
rally used. Perhaps a seton in the neck might do good service. If the 
polyp grow again the operation must be repeated. 

2334. Tying a nasal polyp avoids indeed the danger of bleeding, but 
leads to other results, and in my opinion has not the preference over tear- 
ing it off, which is given by some practitioners. ‘The application of a 
ligature is indeed, in most cases, accompanied with considerable difficulty, 
and to the patient with no trifling inconvenience. If the polyp largely fill 
the cavity of the nostril, the ligature can very seldom be applied suffi- 
ciently close to its root ; its earlier return after having been tied is there- 
fore to be feared, although indeed, in some instances, when the ligature 
has not been applied directly on the root, the whole polyp has been 
thrown off by subsequent inflammation and suppuration. ‘The inflam- 
mation which occurs after a polyp has been tied, often spreads over the 
whele Schneiderian membrane and the neighbouring parts, and may pro- 
duce serious symptoms. ‘The swelling of the polyp after tying, as well as 
the subsequent discharge of stinking ichor, may give rise to great incon- 
venience. ‘The peculiar states of the disease, which may specially indicate 
tying, are, therefore, when the polyp has a broad firm base, when the appli- 
cation of the forceps is impossible, or when the patient will not submit to 
its being torn off. 

A pouch-like protrusion of the inner fold of the mucous membrane, if it cannot 
be removed by the use of astringents, or by repeated scarifications, is favourable 
for tying, but not for tearing off. Internal disease in connexion with this complaint 
must have suitable treatment. When this protrusion of the mucous membrane is very 
extensive, it is only got rid of with great difficulty, or not at all. 


2335. Of the numerous modes of proceeding which have been recom- 
mended for tying nasal polyps, I consider the introduction of the ligature 
with BeLLocg’s canula and DEsAvtt’s method to be the most preferable. 
The former specially applies to polyps at the back of the nostril, and the 
latter to those in front. The best material for a ligature is a silken 
or hempen thread. 

2336. The application of a ligature with BELLOcQ’s canula is managed 
in the following way :—The patient having been put in the same position 
as in that for tearing off the polyp, BELLocQ’s tube is passed between the 
foot of the polyp and the neighbouring wall of the nostril into the throat. 
On the protruded knob or in its eye, a long hempen or silken thread is 
fastened, and with the instrument drawn back into the nose. After the 
thread has been loosened from the knob, BELLOcQ’s tube is again passed 
between the wall of the nostril on the other side, and the foot of the polyp, 
and the end of the thread hanging in the mouth is attached to the knob 
of the protruded spring, and drawn back through the nose. In this way 
a loop is formed with the thread, the two ends of which encircle the sides 
of the polyp. The two ends of the thread hanging from the nose are 
brought into the end of a loop-tier, which is introduced to the foot of the 
polyp, and the loop is in a degree tied together by drawing its ends, 
according to circumstances. The loop-tier is to be wrapped in lint, so 
that it may not irritate the nostril; and its projecting end supported 
in the usual manner. 
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As the loop when moist does not remain open, and in drawing it together the polyp 
is not always grasped, it is necessary to guide it with the fingers of the left hand behind 
the soft palate. ‘To the loop catching the polyp, another of a single thread is attached, 
with which, when the former being drawn does not catch the polyp, it may be pulled 
back through the mouth, and so the necessity of reintroducing it with BELLoca’s canula 
be avoided. The loop may be kept open by drawing the thread in a piece of elastic 
tube, which when the thread has caught the polyp, may be so removed that one end of 
the thread may be drawn till the tube appears (a). The tie is made as already directed. 
For polyps which are developed towards the upper hinder part of the nostril towards 
the throat, I make use of a peculiar pair of forceps for the more certain introduction of 
the thread (b). Harn has also proposed a similar instrument. It is further advantageous 
in these cases to pass the ends of the thread, before drawing them, into a loop-tier or a 
Levrer’s tube, and to introduce it as far as possible into the nostril, for the purpose of 
thereby giving the loop a more vertical direction (e). 


9337. In tying a polyp situated in the front of the nostril, according to 
Desavuir’s method, a silver canula slightly curved upwards, and a loop- 
drawer, are introduced up to the root of the polyp, with one ligature 
through the cavity of the former and the hole of the latter. The loop- 
drawer is given to an assistant, who holds it steady, and the Surgeon then 
carries the canula round between the polyp and the wall of the nostril, and 
pack to the loop-drawer. ‘The drawer is now to be taken with one, and 
the canula with the other hand, so that both instruments cross, and 
the thread at the upper end of the canula lies above that of the loop- 
drawer. ‘he drawer is now held steady, and the canula brought back, 
both ends of the ligature introduced into the hole of a loop-tier, which is 
passed up to the root of the polyp, and the loop-drawer removed after it has 
been freed from the ligature by pushing forwards its stem. The tying 
is managed as before (d). 

In cases where, on account of the large size of the polyp, the introduction of instruments 
is impossible, the soft palate has been cut through, which, however, is rarely necessary. 

The following works may be consulted upon the different modes of proceeding, and 
the different instruments requisite for carrying a loop around the polyp, instead of tying 
or cutting it off :— 

Granporr’s Tractatus de Polypo Narium. Bremen, 1828, describes an eyed hook. 

Dronts, Cours d’Opérations de Chirurgie, p. 464. Eighth Edition. Paris, 1777, gives 
his crow-beak forceps. 

Junker et Gorter, Conspectus Chirurgie, p. 221. Hale, 1731. Chirurgie repur- 
gata, p 202. Vienne, 1762; in which are mentioned the flexible needles. 

Herster, Instructiones Chirurgice, vol. ii. pl. xix. fig. 12, gives his eyed probe. 


LEvRET, above cited, pl. v. fig. 9; in which Lrcat’s forceps are shown. 


_____-; in Mémoires de ]’Académie de Chirurgie, vol. iii. p. 598, pl. vil. fig. 3. 
Journal de Médecine, vol. xxxv. p. 235, gives his single and double cylinder. 


BELL, BENJAMIN, System of Surgery, vel. iv. p. 132. 1787. Second Edition—describes 


EyckHoLpt’s mode of treatment. 


THEDEN; in neue Bemerkungen, und Erfahrungen zur Bereicherung der Wundarz- 


neikunst, vol. ii. p. 195, pl. ili. figs. T, 2. 


His forceps. 


Harty, A. F., Mémoire sur de nouveaux instrumens propres 4 faciliter la ligature 
des Polypes qui naissent de la base du Crane. Paris, 1829. 


(a) Dusors, Propositions sur diverses parties 
de Art de guérir. Paris, 1818. 

(b) Ueber die Einrichtung der chirurg. Klinik 
gn Heidelberg, 1820. PI. i. figs. 2, 3. 
- (c) SapatreR, Médecine Opératoire, vol. ii. 
p. 218.—A. von WinTeER, Geschichte eines ansserst 
grossen Rachenpolypen, durch die Abbindung 
ausgerottet, nebst allgemeinen Bemerkungen tiber 
die Avsrottung der Rachenpelypen iberhaupt ; 


in von StEBoLny’s Chiron, vol. iii. p. 315, pl. v.— 
Zana, Operationen, vol. i. p. 483. 

(d) Desauit, above cited, vol. ii, p. 227.— 
Bicuat ; in Memoires de la Societé d’Emulation, 
an 11. p. 333, gives a modification of DEsauLt’s 
method ; but, according to my experience, not 
more practicable.—ScurEceR und Haruess, An- 
nalen der Englischen und Franzisischen Literatur, 
vol. i. p. 378, figs. 1-6.—Zane, above cited, vol. i- 
p. 487, pl. i. figs. 2-7. 
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Harry, A. F., Supplément au Mémoire sur de nouveaux Instrumens propres & faciliter 
la Ligature des Polypes du Nez et de la Gorge. Paris, 1830. 


_ Sacu’s, A., Beschreibung des elastichen Ligaturwerkzeuges and birnformigen Brenn- 
eisen. Berlin, 1830. 


2338. As soon as the polyp is tied it begins to swell and become 
painful ; in a few days it crumples up and mortifies, and a stinking ichor 
flows from the nostril. The pain is often very severe, and the inflam- 
mation spreads; under these circumstances the loop must be slackened a 
little. If the polyp swell up so much as to produce symptoms, the loop 
must be so tightened, that all influx of blood into the polyp be prevented, 
and the polyp may also be scarified at the same time. When there is 
bleeding the loop must also be well tightened. To lessen the nasty smell 
from the discharged ichor, injections of aromatic herbs or of diluted acids 
are often made. The loop must be tightened every day till the polyp fall off, ; 
and when it has been loosened by the ligature cutting in, it may be seized 
with the forceps and torn off; and after its separation, astringent injections 
must be used for some time. When the polyp is expected to fall off, the 
patient should be carefully watched, lest it drop into the throat and cause 
symptoms of suffocation. 

2339. Cutting off a nasal polyp is alone indicated when it is rooted 
near the front of the nostril, has a tendinous stem and no broad hase; 
also if the front of the polyp so block up the orifice of the nose, that 
it is impossible to introduce the forceps or tying-instruments. Bleed- 
ing and recurrence after cutting off a polyp are specially to be feared. 

2340. The polyp may be cut off with either scissors or a curved 
bistoury. It must be seized with a pair of hook-forceps, and drawn a 
little forwards ; the scissors are then to be passed into the nostril, where 
most convenient, up to the foot of the polyp, which is then cut through 
and withdrawn. If a bistoury be used, Port’s, with its blade covered 
with sticking plaster to within half an inch of its button, may be carried 
up to the stem of the polyp, which it cuts off whilst drawn forward. If 
the bleeding after the operation be not much, it may be stanched by a 
wad of lint moistened with some styptic. In severe bleeding the means 
recommended (par. 2332) may be used. If the bleeding part can be 
readily got at, the actual cautery may be also employed. If the polyp 
be disposed to grow again, it may perhaps be prevented by the cautious 
application of escharotics. 

Besides the cutting forceps of FABRICIUS AB AQUAPENDENTE, SEVERINUS, and others, 


special instruments for cutting off polyps have been recommended by the following 
writers :— 


Leyret, above cited, pl. iv. figs. 11-14. 
Perret, L’Art du Coutelier, pl. exii. fig. 3. 


WHATELY’s Cases of two extraordinary Polypes removed from the N ose ; the one by 
excision with a new instrument, the other by improved forceps. London, 1805. 


Boorn, Tuomas; in London Medical Repository, vol. xiii. p. 283. 1820. 
ScuHREGER, above cited. 


2341. The Application of the Actual Cautery should only be had re- 
course to when the polyp bleeds on the slightest touch, when the patient has 
been much weakened by repeated bleedings, and when the polyp so blocks up 
the entrance into the nostril, that it cannot be removed in any other way, 
A trocar-tube wrapped round with moistened linen is passed up to the 
polyp, and the space between the tube and walls of the nose stuffed 
with wet lint. A white-hot trocar is then thrust through the tube 
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so deeply, and so directed into the polyp as is believed will hit the polyp 
in its greatest diameter. The polyp is not in this way at once destroyed, 
but a violent degree of inflammation is produced, and it is got rid of by 
suppuration. ‘The inflammation, severe headache, and fever, which follow 
the use of the actual cautery, must be diminished by mild fluids injected 
into the nostril, by due quietude and proper antiphlogistic treatment. If 
suppuration ensue, soothing injections must be employed ; but it continues 
a long time, till the whole polyp has been destroyed by suppuration. 
When it has once lessened, the polyp may perhaps be torn off, or any small 
remnant got rid of by cautiously touching it with lunar caustic. 


B.—OF POLYPS IN THE THROAT. 


9342. Throat-Polyps may be rooted in the hind part of the nostrils, 
and grow towards the cavity of the throat; or they may grow from the 
back of the palate, or even from the walls of the pharynzx itself. ‘These 
polyps are in general of a more firm and fleshy nature, and usually attached 
by a short thick stem. In proportion to their size, they cause pressure 
and irritation of the tissues of the throat, cough, choking, and difficulty 
of breathing and swallowing. The rubbing to which such polyps are 
subjected by the touch of the food in swallowing, very commonly pro- 
duces a continued irritation of their surface, and even ulceration. ‘The 
discovery of a throat-polyp is very easy, So soon as it has acquired any size. 

9343. The structure of these polyps, and the nature of the parts with 
which they are connected, render it impossible, or at least very dangerous, 
to tear them off; only in those cases where they are attached by a thin 
loose stem, can this be undertaken with the forceps. The best mode 
of treatment is tying them, which in general. is most conveniently done 
in the same way as recommended ( par. 2336) for nasal polyps passing 
into the pharynx. If the polyp more conveniently permit tying through 
the mouth, Desauxt’s apparatus is best suited for that purpose. 

Special instruments for tying throat-polyps are recommended by Datuas (a), by 
THEDEN (), and RopERICK (c) ; and an improvement of the latter by Braun (d). 

2344. The symptoms, after tying a throat-polyp, are generally violent, 
as, by its swelling, the breathing is considerably interfered with, and even 
danger of suffocation may ensue. Tightening the ligature and scarification 
of the polyp are the only means of lessening the symptoms. If there be 
bleeding, the ligature must be tightened till all circulation in the polyp be 
stopped. When the polyp begins to be loose, it may be pulled off with 
the forceps ; which must be also done when, from the putrescence of the 
polyp, the stench is unbearable, and the neighbouring parts are affected by 
the ichor which escapes. 

2345. The just-mentioned method of rotting off polyps is applicable 
only to those which are above the narrow passage of the wsophagus. But 
if the polyp arise from the wall of the wsophagus itself, it can only 
be brought into the throat in choking, and as it cannot remain there 
for a moment without suffocation, it is impossible to tie it. For such cases 
ZANG proposes laryngotomy, which having been performed, and the 
polyp brought into the throat, it may be tied (e). 


(a) Edinburgh Physical and Literary Essays, (d) Salzb. Med.-Chir. Zeitung, vol. iii. p. 429, 
vol. iii. p. 529. figs. 1—3. 1811. 
(b) Above cited. (e) Operationen, vol. i. p. 502.—BenJ. BELL’s 
(c) Ricuer’s Chirurg. Biblioth., vol. ii. part i. System of Surgery, vol. iv. p. 108. 
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According to Bensamin BELL (a), for those polyps situated in the esophagus, a slip- 
loop should be passed down, which by frequent retractions, may catch the polyp, and 
then the curved double cylinder should be passed down to it. 


C.—OF POLYPS IN THE MAXILLARY SINUS. 

BorpDEnavE, Précis d’Observations sur les Maladies du Sinus Maxillaire ; in Mém. 
de l’Acad. de Chirurg,, vol. iv. p- 329. 

BEcKER, (presid. C. SIEBOLD, ) Dissert. de insolito Maxille superioris tumore aliisque 
ejusdem morbis. Wirceb., 1776. 

RunGe, Dissert. de Morbis precipué Sinuum ossis frontis et Maxille superioris. 
Rintel, 1750; in Hatter, Disput. Select., vol. i. 

JouRDIN, Traité des Maladies et des Opérations de la Bouche. Paris, 1778. 

DEsavLt, CEuvres Chirurgicales, vol. ii. p- 165. 

Descuamps, Traité des Maladies des Fosses Nasales et de leur Sinus. Paris, 1804, 

Ercuuorn, Dissert. de Polypis, speciatim de Polypis in Antro Highmori. Gétting., 
1804, 

VON SIeBOLD, B., Sammlung seltener und auserlesener chirurgischer Beobachtungen, 
vol. i. ii. 

LEINIcKER, Dissert. de Sinu maxillari, ejusdem morbis iisque medendi ratione. 
Wirceb., 1809. 

WEINHOLD, Ueber die abnormen Metamorphosen der HighmorshGhle. Leipzig, 1810; 
with a plate. 

—————, Ueber die Krankheiten der Gesichtsknocken und ihrer Schleimhaiite, 
u. Ss. Ww. Halle, 1818. 


ADELMANN, Untersuchungen iiber krankhafte Zustande der Oberkiefer-Héhle. 
Dorpat, 1844; with three plates. 


2346. I shall now treat, not merely of polyps, but also of all the other 
diseases which may be produced in the Highmorian cavity, and set out with 
inflammation of its mucous lining, as the first step of these various diseases, 
which, according to their different course, and the causal relations of the 
inflammation, may produce a blennorrhagie state, ulceration, loosening up 
of the mucous membrane, polypous degeneration, sarcoma, cartes, exostosis, 
osteosteatoma, and osteosarcoma. 

2347. Inflammation of the mucous membrane of the Highmorian cavity 
has either an acute or an insidious course ; most commonly the latter, 
and therefore, in general, it is not at first noticed. The symptoms of this 
inflammation are at the onset a burning, throbbing pain, which extends 
from the edge of the teeth into the orbit, not externally, but in the maxil- 
lary cavity itself, and not increased by external pressure. According to the 
kind of inflammation, this pain is either very severe and constant, with 
increased heat, head-ache, and febrile symptoms ; or it is slight, and then 
only supposed to be a slight catarrhal affection, and not attended to. 

2348. If the inflammation do not disperse, it may, if acute, and in 
healthy, robust persons, run on to suppuration; but generally it acquires 
a blennorrhagic character, with a feel of constant dull pain, not increased 
by pressure, but it soon attacks the teeth, and becomes severe and obstinate. 
The patient blows from his nose puriform fluid, streaked with blood ; or it 
escapes into the nose when the head is laid on the other side. By the con- 
tinuance of this blennorrhagic affection, the mucous membrane of the 
Highmorian cavity gradually become swollen, and its opening of commu- 


(a) Above cited. 
3B 2 
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nication with the nostril is narrowed, or completely stopped up. The 
unnaturally secreted fluid, which is either puriform, lymph-like, actual 
pus, or even a solid cheese-like substance collects in the cavity, which it 
expands; at the same time the cheek is reddened to a certain extent, the 
nostril of the affected side becomes drier, the pain becomes more severe, 
loss of sleep, and the like, ensue. As the maxillary cavity continues 
enlarging, its walls expand, in general, most towards the front, but also 
towards the orbit, towards the nostril, and towards the palate ; in conse- 
quence of which great disfigurement of the face, closure of the nostril of 
the affected side, pressure on the eyeball, and the like, are produced. ‘The 
bony walls, by their expansion, become thinned, and sometimes so soft that 
they yield on pressure of the finger; at last they are destroyed at some 
one spot, fistulous openings are produced in the cheek, in the orbit, in the 
palate, and most commonly at the edge of the tooth-sockets, from which 
pus escapes, and a probe can be passed into the maxillary seus. 

2349, The above-mentioned inflammatory symptoms, more OF less 
decidedly pronounced, always precede the formation of polyps, osteostea- 
toma, osteosarcoma, and exostosis, in the maxillary cavity. 

Polyps grow quickly, expand the cavity in all directions, destroy the 
front wall or the edge of the tooth-socket, and burst through these open- 
ings ; the walls of the cavity being at the same time softened. Frequently the 
polyp passes through the aperture of the cavity into the nostril ; sometimes 
it rises more especially towards the inner angle of the orbit; at other times 
leaves the front wall untouched, drives up into the cavity of the skull, aud 
may cause death by pressure on the brain. 

in osteosteatoma and osteosarcoma, the bones forming the maxillary 
cavity are converted into a mass, consisting in part of a viscid, pappy 
substance, in part of a fat or tallow-like substance, and in part of a carti- 
laginous and bony substance. The enlargement of the tumour caused by 
a polyp always runs on more quickly than in that from osteosteatoma and 
osteosarcoma. 

2350. Inflammation being considered as the general eroundwork of the 
diseases of the maxillary sinus, the following may be mentioned as its 
causes. External violence, catching cold, rheumatic, gouty, scrofulous and 
syphilitic diseases ; suppressed eruptions of the skin, caries at the roots of 
the teeth corresponding to the maxillary cavity, injury of the tooth-sockets 
in drawing teeth, foreign bodies, insects, and the like. The different ter- 
minations of inflammation of the maxillary cavity, seem in part to depend 
on the variety of its causes, as for example; in catarrhal and rheumatic 
affections of the mucous membrane of the bones of the face, its upper 
layer especially, is attacked, and the inflammation passes on to blennorrhea, 
loosening up, and polypous degeneration of the mucous membrane, whilst 
gouty and syphilitic inflammation rather attack the under layer of the 
mucous membrane, which blends with the periosteum, and more quickly 
runs into ulceration and degeneration of the bones. 

2351. The prognosis of the various diseases of the maxillary cavity is 
guided by their cause and degree. In the acute course of the inflammation, 
if not caused by internal disease, its dispersion may be effected by proper 
and early treatment, but it is generally more difficult in dyscrasic affec- 
tions. When the disease has proceeded to a closure of the aperture of the 
maxillary sinus, and to organic changes, the cure is always tedious, and 
impossible without operation. In the blennorrhagic state, in collection of 
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mucus, or lymph-like fluid in the cavity, the prognosis is more favourable 
than in polyps, and the above-mentioned degeneration of the bony walls. 
In the further progress of polyps, osteosteatoma and osteosarcoma, cancerous 
degeneration not unfrequently ensues, a condition which is beyond aid. 

2352. In considering the treatment of the different conditions of disease 
in the maxillary sénws, that of its inflammation must be first taken up. 

Acute inflammation must be treated strictly antiphlogistically, free 
blood-letting, leeching, and cold applications to the cheek. If it have 
been caused by external violence, and any separation of the walls of the 
simus be supposed to exist, moderate pressure must also be made. If the 
inflammatory tension be thereby relieved, then, in catarrhal or rheumatic 
affection, recourse must be had to diaphoretic treatment and to purgatives. 
If there be restlessness and loss of sleep, to these remedies must be added 
opium in moderate doses, rubbing in opium powder and spittle on the 
cheek, and at night a strong camphorated belladonna plaster applied. 

2353. When the inflammation is chronic or becomes so, which is gene- 
rally the case in any causal relation with dyscrasic affections, the treatment 
must be specially regulated by the disease on which it depends. If there 
be a blennorrhagic condition, loosening up of the mucous membrane, which 
is to be feared when there is a discharge streaked with blood, injections of 
astringent decoctions must be made into the nose, purgatives, and according 
to WEINHOLD’s experience, specially, a snuff composed of ten grains of 
calomel, and two drachms of sugar, or from two to three grains of sulphuric 
oxide of mercury, and a drachm of sugar, and tincture of digitalis, in con- 
nexion with remedies which counteract the existing dyscrasy, and in such 
doses as. will depress the vascular action. 

2354. When the disease has proceeded to closure of the aperture of 
the maxillary simws, and there is any collection in it, or a blennorrhagic 
condition, or the ulceration which has taken place in the cavity, even whilst 
its aperture is still open, cannot be cured, or if polyps or other kinds of 
degeneration have formed, opening the maxillary sinus remains the only 
remedy ; by means of this, the unnatural collection is emptied, the diseased 
secretion got rid of, and the diseased production removed or destroyed. 

In estimating this operation, the diseased conditions requiring it must be 
considered, whether the general affection on which they depend, is, or can 
be removed. Slennorrhea and ulceration are more easily cured than 
polyps, osteosarcoma, osteosteatoma, and exostosis. In these cases the after- 
treatment is always extremely difficult, the after-products are easily repro- 
duced, and not unfrequently run into cancerous degeneration. When these 
after-products are very largely formed, the neighbouring bones are involved 
in the diseased change, or manifestly assume a cancerous condition, and 
the patient’s powers being already much sunken, the operation will only 
hasten his death. 

2355. The various spots at which opening the maxillary sinus has 
been proposed are, first, the alveolar socket of the second, third, or fourth 
molar tooth (a); second, the fossa canina (DrEsauut) ; third, the under 
part of the zygomatic process between the second and third molar tooth (6) ; 
fourth, the bony palate; fifth, where any one part of the cavity is very 
thin or perforated ; s¢xth, boring through the cheek, or at the same time, 
also through the palate (WEINHOLD.) If there be a fistulous aperture, it 


(a) Cowrer, Anatomia. Oxford, 1697,—Draxe, (b) Lamorrer; in Mem. de ’Acad. de Chirurg. 
Anthropologia. Londen, 1707. vol. iv. p. 351, pl. iii. B. c. 


742 TREATMENT OF POLYPS 


may, especially if corresponding with the bottom of the sinus, be sufficiently 
enlarged. 

The reopening of the closed aperture of the sinus by injection, by the use of probes, 
and the like, according to JourDAIN (a), as well as the perforation of the wall of the 
sinus in the nose, after R1cHTEr’s plan (b), when the cavity protrudes much towards the 
nose, are objectionable. 

2356. Opening the maxillary sinus through the tooth-socket is then only 
to be undertaken, first, when it contains fluids, pus or mucus ; second, when 
the tooth-socket itself is specially diseased, when there are also carious 
teeth, or they are very painful when touched, when there is caries of 
the socket, or fistulas have formed between the molar teeth or in 
their sockets. The second, third, or fourth molar tooth is then to be 
pulled out, and whilst an assistant properly fixes the patient’s head and 
draws down the corner of the mouth with a blunt hook, a trocar, without 
its canula, is to be passed into the tooth-socket and thrust into the sinus ; 
or the alveolar process is to be penetrated with a perforator, and the 
opening enlarged to such degree that the collected fluid may escape freely, 
and the state of the cavity be properly examined. 

[Opening the maxillary sinus through the tooth-socket, is the most preferable mode of 
performing this operation ; and although thrusting in a trocar is usually recommended, it 
is far more convenient to use the instrument formerly employed for introducing a canula 
into an obstructed nasal duct, as the extremity of its stem being bent at right angle, can 
be more handily introduced after the tooth has been drawn. Not unfrequently, the 
sharp end of a tent probe bent at right angle readily thrusts through the little shell of 
bone separating the tooth-socket from the sinus. And it is not even an uncommon circum- 
stance to find that either this plate has been absorbed, or one fang of the tooth has pene- 
trated the sinus, so that immediately the tooth is pulled out, the pus escapes.—J. F. S.] 

2357. The escape of the matter is furthered by soothing fluids or luke- 
warm water, with which the patient should frequently wash his mouth, and 
at the same time, force it into the aperture. If there be any pieces of 
exfoliated bone on the alveolar process, they must be picked off with the 
forceps. Any contrivance for plugging up the aperture is unnecessary, 
and also hurtful, by shutting up the fluid in the cavity. If the patient 
every day push the tip of his little finger into the opening, that will be 
sufficient to prevent it closing too quickly. Whilst taking food, however, 
the aperture should be plugged with a little bit of sponge, and afterwards 
the mouth again washed out. 

When there are ulceration and caries, which are discovered by the 
character of the discharge and by the probe, means for supporting the 
general health must also be employed besides the local treatment; and 
any loose pieces of bone removed with the forceps. 

In a blennorrhagic condition and loosening up of the mucous membrane, 
a solution of bichloride of mercury, of sulphate of zine with tincture of 
opium, or the like must be used. The introduction of a small portion of red 
precipitate ointment on a probe is of good effect. With this local treatment 
must be connected general remedies corresponding to the state of the health. 

When by these proceedings the secretion of the mucous membrane 
has become healthy, attempts should be made by sternutatives to render 
the natural opening again pervious, after which the opening in the tooth- 
socket will close. If, however, the aperture cannot be restored, it must 
he sought to get rid of the secretive activity of the mucous membrane. 
According to WEINHOLD (c) this should always be the object of the treat- 


(a) Above cited, p. 50. 


Vv . . 
£5) Anfangugriinde, vel.ii. p. B60. i (<) on den Krankheiten der Gesichtsknochen, 
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ment, as the cure is only effected when secretion ceases, and the whole 
cavity filled with granulations. For this purpose WEINHOLD recom- 
mends as especially advantageous, diluted tincture of capsicum, and solution 
of nitrate of silver. 

[The restoration of the original aperture between the maxillary cavity and the nostril, 
is not of the slightest consequence; at least, so far as the cases I have seen, prove. 
WEINHOLD’s notion, I do not think, is any thing worth, or at all likely to be correct, for as 
soon as the pus has escaped by the hole in the tooth-socket, the inflammation subsides, and 
the lining of the maxillary cavity resumes its natural function. But if the pus have been 
very long pent up, and the mucous membrane destroyed, it is more probable there will 
be exfoliation of the bony walls, than that the whole cavity will be filled with granu- 
lation. I have not, however, seen any case where either one or other such result has 
occurred. WEINHOLD’s recommendation of injecting stimulating solutions cannot be 
too strongly deprecated, as being fraught with mischief, and should never be followed. 
It is not, however, objectionable to inject warm water for two or three days after the 
tooth has been drawn, and the cavity tapped, as thereby it is more quickly cleansed, 
and the healthy processes are encouraged.—J. F. S.] 

2358. Boring into the maxillary cavity in the fossa canina is indicated 
when the teeth and alveolar process are healthy, in collections of fluid, and 
polypous and other degenerations. The patient sitting on a stool, his head 
is fixed by an assistant against his breast, and the corner of the mouth on 
the affected side drawn down with a blunt hook. The cheek is to be 
separated at the front edge of the base of the zygomatic process, in the 
direction of the second or third molar tooth, by a cut through the gum ; 
the periosteum is to be cut through cross-wise, and the flaps cut off with 
scissors. Upon the bared bone a perforating trephine is then applied and 
made to penetrate rather obliquely from below upwards through the wall 
of the maxillary cavity. An examination is made with a probe to ascertain 
whether there be any after-production, and if there be, to what extent this 
hole should be enlarged. If necessary, it must be widened first with the 
pointed and afterwards with the blunt perforator ; and if the wall be soft, 
this may be done with a strong curved knife; and the opening should 
always be made sufficiently large to introduce the finger. A small-crowned 
trephine may also be useful in perforating the cavity at this part (a). 

2359. The further treatment is guided by the state of disease. In blen- 
norrhea and ulceration the same proceeding is adopted, as after perforat- 
ing the tooth-socket. Any after-products existing in the maxillary sinus 
must be removed according to their nature, by cutting away, tearing off, 
tying, or by destroying them with caustic. 

2360. Cutting away cannot be employed if the polyp have a broad base, 
as there is always then danger of severe bleeding, and recurrence of the dis- 
ease. The polyp is to be drawn well forward, and cut off with the bistoury, 
or with CooreEr’s scissors: the bleeding must be stanched with wadding 
moistened or strewed with styptics and pressure, or by the application of 
the actual cautery. 

Tying is rarely possible, and tearing off the polyp with straight or 
curved forceps, having grasped it as near as possible to its root, is always 
to be preferred. 

Destruction with caustic is only proper when the disease cannot be got 
at in any other way. For this purpose, butyr of antimony, caustic potash, 
or best of all, lunar caustic, are employed; a strong solution of the latter, 
on lint, being introduced into the cavity. 

The actual cautery is only to be employed when the other remedies are 


(a) Desavtt, above cited, vol. ii. p. 166, pl. i. figs. 1, 2, 3. 
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fruitless, and even then with great caution. For this purpose, a metallic 
tube, wrapped in wetted linen, is passed into the opening up to the midst 
of the after-product, and a trocar, at white heat, thrust through it. If the 
unnatural vegetation be by these means stopped, and if hard granulations 
sprout up, they may be treated with astringents till the scarring is completed. 

2361. The object of boring into the maxillary cavity below the eminen- 
tia molaris, and above the third or fourth molar tooth, is the same as that 
for boring in the fossa canina; and the indications are also the same. 
The patient having been placed as already described, and the corner of the 
mouth drawn down, the gum and periosteum are divided at the part deter- 
mined, and the bony wall is bored obliquely from below upwards, and 
from without inwards, with the perforator. The further proceeding is the 
same as in boring in the fossa canina. 

2362. Boring into the maxillary sinus through the palate, when the 
palate is much altered by disease, and another situation cannot be conve- 
niently chosen, or at any one part, where the cavity is very thin or burst 
through, is easily managed from what has been already said on the different 
modes of boring; the after-treatment is also guided by the same rule. 

2363. For boring into the maxillary sinus upon the cheek, WEINHOLD 
proposes several modes of proceeding. If the disease be blennorrhea, and 
loosening up of the mucous membrane, with narrowing and closing of the 
aperture, in which the object is to do away with the secretive activity of the 
mucous membrane, the needle-trephine (a) must be applied on the bone, 
and an aperture made, rather obliquely upwards, through the distended 
cheek into the maxillary sinws, four lines from the zygomatic pro- 
cess towards the nose, and the same distance from the lower edge of 
the orbit, and then as it is rotated, the front wall of the cavity is pierced. 
The perforator may also be applied with the same purpose, but instead 
of the needle-trephine after having cut into the cheek. A plug is then 
introduced into the opening, and fastened to the temple by a thread ; it 
may also afterwards be smeared with red precipitate ointment, and a solu- 
tion of nitrate of silver, or properly diluted tincture of capsicum may be 
injected, till the mucous membrane is destroyed (par. 2357.) 

2364. If the after-products, polyps, steatomes, fatty growths and the 
like, or the secretion of the mucous membrane are to be destroyed, the 
needle-trephine armed with a thread in its eye should be introduced at the 
appointed place, and whilst the handle is a little raised, the point is carried 
so downwards through the maxillary sinus, that it penetrate the palate 
some lines distant from the third molar tooth. In doing this, the tongue is 
to be protected from injury by the forefinger of the left hand, and the point 
of the trephine thrust so far out, that the thread in its eye can be reached 
with a hook. ‘The trephine is now withdrawn, and the thread left behind, 
by which either a firm cord or a plug of tape is introduced, and these are 
to be smeared with remedies proper for destroying the after-products. 
In fatty swellings the string should be frequently drawn backwards and 
forwards, and moistened with oil of turpentine, and as much as possible 
of the mass removed with DAVIEL’s spoon. Jor the destruction of polyps 
or sarcomatous degenerations, the plug should be smeared with a solution 
of lunar caustic, of bichloride of mercury, with red precipitate ointment, 
and the like. To prevent the acrid fiuid escaping into the mouth, to 

hat part of the string hanging in it a thread should be attached, and whilst 
(a) Ideen iiber die krankhaften Metamorphosen der Highmorshihle, fig. 1. 
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the upper part of the string is pulled up, the thread must be drawn 
through the upper opening of the cavity, and separated from the string. 
To the lower part of the thread a piece of sponge or a wad of lint is 
attached, which must be pressed firmly against the opening in the palate, 
whilst the upper end of the thread is pulled up. The upper part of the 
string is then smeared with some of the just-mentioned escharotics, and 
replaced in the stmus. If the string be gradually made thicker, it favours 
the cure. 

According to Hepes, the seton, after the lip has been separated from the upper jaw, 
should be drawn within the mouth through the front wall of the maxillary sinus and the 
palate, by means of a curved needle (a). 

2365. In deciding on the different modes of proceeding for opening 
the maxillary sizws, it must be remembered that in collections of mucus 
and pus, when there are also caries and necrosis of the alveolar process, 
and of the walls of the sinus, the principal object must always be to form 
a sufficiently large opening, so that the collected fluid may freely escape, 
and the loose pieces of bone be removed. For such cases, under the cir- 
cumstances above mentioned, (par. 2356,) boring through the tooth- 
socket or in the fossa canina is best. The introduction of a seton accord- 
ing to WEINHOLD’s method is very advantageous for destroying many 
after-growths. There are, however, degenerations of the maxillary sinus, 
in which not merely the mucous membrane, but even the bones are com- 
pletely changed in their tissue, to which neither of the above-mentioned 
modes of treatment are applicable; and the removal of the after-products 
is alone possible by taking away the greater part of the bony wall so as to 
get at them; or the bone may be divided to the whole extent of the after- 
product, as will be directed for the removal of the upper jaw. As to 
the special performance of this operation, nothing decided can be laid 
down; it must depend on the peculiarity of the case, the circumstances 
allied to which will be hereafter noticed, in treating of removal of the 
upper jaw. In the former case it must be attempted to penetrate the 
front wall of the sizus by a semi-circular cut above the alveolar process 
with a sickle-shaped knife, and by a like cut through the palate also, so as 
to cut out an elliptical portion of the bony wall. The after- product 
must now be removed with polyp-forceps, or if its adhesions be firm, 
it must be taken away with the knife. The bleeding during this opera- 
tion is always severe, and requires, if pressure with wads of lint 
be insufficient, the actual cautery; this is best managed with a bent 
trocar, of which the canula is wrapped in wet linen. The actual cau- 
tery should not be applied very smartly to destroy the after-product, 
because it may produce severe and dangerous reaction. At first, after the 
operation, the treatment must be antiphlogistic and soothing, according to 
circumstances. When suppuration is set up, it must be sustained by 
smearing the lint with digestive, and strewing it with irritating powders. 
Jf all the after-product be not removed, or if it be not destroyed by the 
actual cautery, and a new growth ensue, it must be destroyed by eschar- 
otics, of which nitrate of silver is best. It is self-evident that in this 
local treatment, the state of the powers and any causal dycrasy must not 
be forgotten, but met with corresponding treatment. 

In consequence of a diseased tooth, its root may expand the surrounding socket, and 
form a pretty spacious cavity, unconnected, however, with the maxillary sinus. Drawing 


(a) GrazFe und WaxrueEr’s Journal, vol. ii. part iii. p: 357. -WEINHOLD, in same, vol. iii. part i, 
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the tooth, and removal of the front wall of the socket, are sufficient for the cure. After 
the removal of teeth, the roots of which extend into the maxillary sinus, fistulous 
openings often remain between them, through which occasionally some saltish fluid 
escapes into the mouth ; if left alone, these fistulas are of no consequence. 


2366. The same diseased conditions which render the opening of the 
maxillary sinws necessary, may also require the frontal sinuses to be 
opened, as their mucous membrane is subject to the same changes as that 
of the maxillary sizws. In boring into the frontal sinus, the bone is to 
be laid bare at that part where it is most expanded, and the external plate 
penetrated with a trephine. ‘The after-treatment must be conducted accord- 
ing to the nature of the disease, just as after opening the maxillary sinus. 


A peculiar affection of the maxillary sinus must be here mentioned, which has been 
specially noticed by DupuyTREn, consisting of a development of a cellulo-fibrous swell- 
ing, enclosed in a proper cyst, besides the mucous lining of the cavity. This tumour, 
of which the consistence varies according to its age, if examined, presents in its structure 
an approach to that of a fibrous polyp, but does not seem to have any great disposition to 
cancerous degeneration. At first it is little inconvenient ; as it grows it distends the walls 
of the sinus, especially in front, and thins them so that they form merely a thin plate 
which is yielding, gives way to pressure, and by its elasticity rises again with a sort of 
crackling, like that produced by pressing a bladder half filled with air. This symptom, 
which is pathognomic, fades away after repeated examination. A cut from the infra- 
orbitary hole to the corner of the mouth lays bare the distended wall of the bone, and 
with a common bistoury a sufficiently large opening, or even a crucial cut, may be 
made into it. The swelling may be seized with a hook, or with MusEux’s forceps, and 
easily pulled out. It is, however, very difficult to get out the cyst at the same time, and 
therefore, in most cases, it is necessary to stuff the cavity with lint, and to destroy it by 
inflammation and suppuration. A moderate degree of pressure will assist the return of 
the bony walls to their place (P1GNz.) 
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2367. Polyps of the womb are formed either in its JSundus, its body, or 
its neck. In general they resemble each other in having a long pear- 
shaped form with a thin neck, in being of a fleshy or fibrous structure, 
and in being covered with a smooth shining skin. Various differences are 
however observed, as they are sometimes round with a broad base, have an 
uneven, cleft surface, and their internal structure is sometimes more soft 
and spongy; at other times more tough, and sometimes having cavities 
which contain different kinds of substances. Sometimes they are very 
vascular, and at other times contain few vessels. Their size differs, and 
is sometimes very great. Mucous polyps are rarely produced. 

I have seen a polyp, which though rooted in the cavity of the womb itself, hung out 
two inches below the jfissura magna, in structure resembled a mucous polyp, and at its 
lower edge it had fringed lobes, and an aperture through which a thick probe might 
be passed to its root. 

Upon mucous polyps in the womb, in old women, accompanied with leucorrhea, but 
without bleeding, (hypertrophic mucous sacs,) NrveT and BLaTINn (a) may be consulted. 

2368. The symptoms characterizing a polyp of the womb are, at first, very 
doubtful ; whilst small it causes no remarkable inconvenience to the womb. 
As it increases, it often excites squeamishness, disposition to vomit, weight 
and dragging in the loins and region of the sacrum, shooting and itching 
in the breasts. ‘The walls of the womb are gradually distended by the 
polyp; its vaginal portion becomes shorter, thicker, and harder, and the 
lower portion of the womb is larger than usual. By the continued growth 
of the polyp, the mouth of the womb is at last opened, when an escape of 
bloody fluid, and often violent bleeding, takes place, and the polyp pro- 
trudes through the mouth, either gradually or suddenly, on every exertion, 
in jumping, falling, going to stool, and the like, with pains like labour 
pains, and dragging of the generative organs. If the polyp protrude into 
the vagina, it enlarges quickly, causes pressure on the bladder and rec- 
tum, and consequent difficulty in voiding the urine and stools; the pain 
in the lumbar and sacral regions becomes greater, and there is often con- 
siderable bleeding, occurring either of itself, or from any exertion, shaking: 
of the body, or the like. These bleedings depend on the constriction 
which the polyp suffers from the mouth of the womb, in consequence of 
which the blood collects and the vessels burst. The discharged blood is 
sometimes very red, sometimes black, sometimes brownish or watery, 
mingled with flocks and fibres, and excessively stinking ; sometimes whole 
pieces of clotted and very filthy-smelling blood are discharged. Some- 
times no blood escapes, but only a quantity of mucus-like serous fluid, 
which greatly weakens the patient. ‘The growing polyp at last protrudes 
from the vagina, and appears externally. By the weight of the polyp, 
the womb is constantly dragged and pulled down, and there is, conse- 
quently, a sensation of continual dragging and tension in the belly ; ever- 
sion of the womb may ensue, the discharge of urine be greatly interfered 
with, the belly blown up and painful, repeated bleedings, the general 
health considerably affected, the breathing becomes difficult, dry cough, 
loss of appetite and hectic fever may ensue, and death follows, either from 
continued pull upon the constitutional powers, or suddenly from bleeding. 
As the polyp protruding from the vagina is exposed to the air and to the 
contact of the urine, constant irritation is kept up on it, and hence often 
ulceration is produced. : 


(a) Archives Générales de Médecine, vol. iii. p. 195. 1838. 
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2369. If a polyp form on the neck, or in the neighbourhood of the 
mouth of the womb, it is noticed earlier, as it soon protrudes into the 
vagina, and does not distend the womb as when rooted in its fumdus ; it 
causes pressure on the bladder and rectum, and rarely bleedings, as it is 
not constricted by the mouth of the womb; by its weight the womb is 
pulled and dragged down ; the neck and mouth of the womb often so swells, 
that the bound between it and the polyp is completely lost. In conse- 
quence of the irritation of the womb kept up by the polyp, scirrhous or 
steatomatous degenerations may be produced. 

A polyp arising from the fundus of the womb, when sinking downwards, may become 
adherent to the wall of the vagina, and so have two roots; it may, therefore, when 
quickly protruding through the external generative organs, evert the womb and the 
vagina, in consequence of which, according to its seat on the latter, there may be 
produced a hollow in the rectum, where it corresponds with or on the peritonaum, 
where it is attached to the vagina. If the protruded part of the vagina do not differ 
from the stem of the polyp, it may be tied with it in the operation (a). 

2370. The symptoms produced by the development and further pro- 
eress of polyps, may give rise to their being mistaken for pregnancy, ever- 
sion, and prolapse of the womb, fungous growths, and scirrhous dege- 
nerations. 

2371. As long as the polyp remains in the cavity of the womb it may 
be mistaken for pregnancy ; the diagnosis, however, rests on the following 
circumstances. In pregnancy the vaginal portion of the womb is only 
gradually distended ; it is elastic and feels soft, the mouth of the womb 
remains closed, and opens only during labour. With polyp the internal 
mouth of the womb opens without true pains, and remains oftentimes long 
open, without the vaginal portion being so regularly expanded, without 
being soft and thin, and without the lips of the womb-mouth so com- 
pletely disappearing. The mouth of the womb with the polyp is harder, 
in pregnancy softer. ‘The menstrual discharge is rarely suppressed with 
polyp, but irregular, more frequent, and not rarely painful; the blood is 
paler, watery, mingled with fibrous parts ; and there is, in addition to the 
discharge, a mucous ill-smelling fluid, like water in which flesh has been 
washed. In pregnancy menstruation occurs only in rare cases, but is 
regular, as concerns its coming on and character. The general symptoms 
occurring at the beginning of pregnancy diminish and entirely disappear 
in its progress; but with polyp, on the contrary, they increase. The 
enlargement of the belly in pregnancy is greater and more regular; but 
with polyp is more unequal, does not attain the size of pregnancy, and 
depends on the growth of the polyp. ‘The enlargement of the breasts is 
not so gradual with polyp of the womb as in pregnancy ; they are some- 
times full, sometimes flabby, and never so large. To conclude, the con- 
tinuance of pregnancy is definite, and, at a certain time, the movements 
of the child are perceptible. In mole-pregnancy, the distension of the 
belly and the alteration of the vaginal part of the womb, which shortens 
and softens, takes place more quickly ; the mouth of the womb remains 
closed till the mole is protruded, which happens suddenly and not gradu- 
ally ; there, also, is not the discharge as with polyp. 

2372. As to the mode of distinguishing a polyp which has protruded 
through the mouth of the womb from eversion of that organ, it must be 
observed that in incomplete eversion, the swelling passing through the 


(a) Berarn, (Thése,) Observations relatives aux Polypes de l’Utérus et & quelques-unes des Maladies 
des Organes Genito-Urinaires, Paris. 
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mouth is broad above and narrow below; hence also the mouth of the 
womb is always more open than with polyp, as that has a directly contrary 
form, being broad below and narrow above. In eversion, which is not of 
long standing, the replacement of the womb is in general possible, in con- 
sequence of which the pains are lessened, whilst after such attempts 
the polyp always protrudes again. ‘The polyp is less sensitive than the 
everted womb. Eversion usually occurs after a very recent labour; the 
polyp is more movable than the everted womb, its surface is smooth, and 
the bending in of the fundus of the womb may be felt through the walls 
of the belly, if the eversion be any wise great. Complete eversion re- 
sembles polyp in the form of the swelling, as it is narrow above and broad 
below, but it is surrounded by the mouth of the womb like a fold. With 
polyp the finger, or a probe, may be passed deeply between it and the 
vagina, but it cannot be by the side of the everted womb. The stem of a 
polyp is hard, the upper part of the everted womb is yielding, because it 
is hollow. Eversion occurs after a birth. 

Notwithstanding these different signs, the distinction of polyp from 
everted womb, especially if partial and of long duration, is very difficult, so 
that the most able practitioner cannot be certain without examining by the 
touch. As, however, as has been already noticed, (par. 1287,) the form 
as well as the sensibility and mobility of the polyp varies; both swellings 
may have a smooth or an irregular surface; the polyp may appear soon 
after delivery ; examination of the belly affords, in stout persons, no defi- 
nite result, and with a polyp rooted at the fundus of the womb, the fundus 
may be, in its further protrusion, dragged down, and a certain degree of 
eversion produced (a.) Careful observation seems to prove the fact that 
a polyp, when it has once passed through the mouth of the womb, grows 
quickly. 

2373. The mistaking a polyp which has descended into the vagina for 
an imperfect prolapse of the womb is not very possible, as the polyp is 
softer and less sensitive than the protruded womb, has generally a bean- 
shaped form, without any opening at its lower part; and when at this part 
there is even a pit resembling the mouth of the womb, no probe can be 
introduced into it; replacement is impossible with a polyp, though it may 
be effected with prolapsed womb and the pain thereby relieved. If the 
finger or a probe be introduced between the polyp and the vagina, it may 
pass deeply, whilst, on the contrary, in prolapse it is soon stopped. In 
prolapse there is no repeated bleeding. In complete prolapse of the womb 
the distinction is still more easy. 

2374. Fungous growths are distinguished from polyps of the womb in 
that they are the consequences of a scirrhous state of that organ, the 
mouth of which is hard, painful to the touch; is even more or less irregu- 
larly shaped, and bleeds on the slightest touch. Scirrhous swellings of 
the mouth of the womb are characterized by the feel of gnawing and 
burning, by stabbing, boring pain, which at first remits, but afterwards 
is continual ; by a copious white discharge which corrodes the parts; by 
the discharge of pieces of black blood, by very great hardness of the swell- 
ing, irregularity, and pain when touched. 

2375. The causes of polyps of the womb are in many cases unknown. 
Irritation of the womb, repeated difficult deliveries, frequent connexion, 

(a) Cuexius; in Heidelb. klin. Annal. 
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onanism, venereal discharges, and the like, may frequently produce them ; 
but more commonly they arise without any such previous ailment; and 
they have been noticed even in young girls. Most commonly they occur 
about the period of the cessation of the menstrual discharge, when the 
altered vital condition of the womb favours unnatural productions. They 
are very rarely seen in old women. 

2376. The treatment alone consists in the removal of the polyp by 
operation. Only in rare cases has it been noticed that the constriction of 
the polyp by the mouth of the womb has caused its complete separation 
and cure. The result of the operation is the more favourable in pro- 
portion to the ease with which the stem of the polyp can be got at, and 
the less thick and firm it be. When there has been for a long time great 
loss of blood, other symptoms quickly arise after the operation which 
require particular treatment. So long as the polyp is still not large, it is 
covered with a membrane connecting it with the womb, and which tears 
as the polyp grows. Hence the reason why the operation on large polyps 
is commonly attended with slighter symptoms than the smaller; hence 
after the operation the recurrence of the disease is generally less to be 
dreaded than after nasal polyps. 

When there are other organic changes of the womb, scirrhous harden- 
ing and the like, the prognosis is extremely unfavourable, as after the 
removal of the polyp it more quickly terminates fatally. Polyps of the 
womb do not hinder conception, but generally abortion takes place; preg- 
nancy, however, may reach its natural termination. 

2377. Of the generally proposed methods for the removal of polyps, 
tying and cutting off are the most proper for those of the womb; pulling 
or twisting off, and destruction by escharotics, are inapplicable, partly on 
account of the yielding nature of the parts in which the polyp is rooted, 
and partly on account of the condition of the space (1). The operation 
can only be undertaken in polyps of the womb when they have protruded 
through its mouth into the vagina. Before undertaking it a review must 
be taken of the cause of the disease, and of the patient’s constitution. 
Hence a preparatory treatment is sometimes necessary; for instance, in 
syphilitic disease by using mercury ; and in those persons who have been 
very much weakened by bleeding, by strengthening remedies, and the 
like. 

(1) Mayor (a) has vindicated twisting off. 


2378. The number of instruments which have been proposed for tying 
polyps of the womb is very great; they may be arranged comprehensively 
under the three following heads :— 

First. The ligature, which is carried round the root of the polyp by 
means of a double tube, or two separate tubes, or stems, connectable to- 
gether, and tightened by means of these tubes. To these belong Levrer’s 
double cylinder (4), and forceps (c), with the modifications of Keck (d), 
Lavuaier (e), Burrer (f), Conricui (g), and Crarke (h); also the 
(e) Journal de Médecine, vol. xxxiii. p. 363. 


1770; vol. xxxv. p. 173. 1771. 
(f) Ibid., p. 66. 


(a) Note sur l'Extirpation des Polypes uteérins 
par torsion ; in Gazette Medicale de Paris, vol. xii. 
p. 529. 1844. 


A See nt de l’Acad. de Chirurg., above cited, 
pl. xiii. 

(c) Journal de Medecine, vol. xxxii. p. 53], 
fig. 1—6. 1770. 


(ad) Ibid., vol. xxix. p. 529. 


(g) Raccolta di Opuscuolo Medico-practici, 
vol. iii. p. 139. 

(h) Observations on those Diseases of Females 
which are attended by Discharge. London, 18143 
with ten plates. 
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instrument of Davip (a), Kurrr (b), LorrrLer (c), CULLERIER (d), 
Gorrtz (e), and Nissen (f); with the alterations of Jomrc (9g), Metss- 
NER (/), and Goocu (i). : 

Second. The loop is applied with the assistance of a loop-drawer 
around the polyp, and its tying managed with a single tube, or with a 
loop-tier. Here belong the apparatus of Herprntaux (j), Stark (k), 
Desautr (J), with Brcwat’s modification (m), Joun Hunter (xm), and 
Ricov (0). 

Third. The loop applied around the root of the polyp, witha loop- 
drawer, and tied together by the use of little rings, through which the two 
ends of the ligature are passed. Such are the rosecrown instrument of 
Boucuer (p), Lorrrxer’s alteration (7), SAv'rER’s (7) combination of it 
with Risxe’s instrument (s). 

2379. Of these several instruments for tying polyps of the womb those 
only will be here mentioned, as being most suitable, which were employed 
by Desavut, and the tier of Nissen and RrBKE. Previous to the opera- 
tion the rectwm must be emptied with a clyster. The patient is to be 
placed on a bed or table, so as to be ina half lying, half sitting posture, 
and the perineum and region of the coccyx exposed. The thighs must be 
separated by an assistant, and a careful examination made to ascertain the 
nature and seat of the polyp. 

2380. DEsAuLt’s apparatus is to be employed as above mentioned 
(par, 2337.) A pretty strong ligature must be passed through the eye of 
a loop-drawer, and to a silver tube somewhat curved forwards, and the end 
of the ligature fastened on one ring of the silver tube. This and the 
loop-tier are now carried parallel to each other between the swelling and 
the wall of the womb on that side where there is least resistance, and by 
slightly moving it laterally, carried to the upper part of the stem of the 
polyp. That end of the ligature attached to the ring of the tube being 
loosened, the loop-drawer is held fixed with the left hand, whilst with the 
right the tube is carried round the whole swelling and back to the loop- 
drawer. The hands are now to be used instead of the instruments, and so 
crossed over each other that the part of the loop which the tube draws with 
it may pass over that held by the loop-drawer. The tube is now drawn 
back, whilst the drawer is kept steady, the two ends of the thread passed 
into the opening of a loop-tier, and this pushed up to the root of the 
polyp, whilst the ends of the thread are held fast, the stem of the loop- 
drawer is then pressed forwards, the ligature removed from its aperture, 
and the drawer removed. The two ends of the ligature are now drawn 
sufficiently tight, and fastened to the notch of the loop-tier. 


ment, chirurg. in qua novum humeri ex articulo 
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This mode of treatment is very worthy of recommendation on account of its ease and 
certainty. The objection that the ends of the ligature, not being contained in a tube, 
may be softened and loosened by the continual moisture, is, according to my experience, 
groundless. If it be desirable to measure each time the degree of tightening, that may 
be easily done by means of a stop-wheel placed at the end of the loop-tier. 


2381. NissEn’s polyp-tier is used in the following manner :—The 
instrument well oiled, and having a thread unlooped attached to it, is 
passed with the forefinger of the left hand up to the root of the polyp. 
The handle by which the two tubes are connected is now removed, and 
one tube being held steadily, the other, with its concavity towards the 
polyp, is carried round it to its fellow, and the two are then connected by 
slipping on and pushing forwards the rings, and attaching the handle. 
The ligature is now drawn closely together and fastened ; or it is tightened 
with the screw as recommended by JoERG. 

2382. In using RiBKe’s instrument, the two loop-drawers are intro- 
duced, like the single blades of delivery-forceps, up to the root of the 
polyp, the stem which holds the two cylinders together is drawn out, and 
then.each of the latter is carried round in a half circle till they meet 
again, and are then fastened together with the stem. The assistant, who 
has hitherto held the stop-wheel, now presses the knobs to the upper end 
of the connected cylinders, after which the stilettes in the latter are drawn 
so far out at the lower opening that the loop is set free, and the cylinders 
can be withdrawn. The root of the polyp is now tied and properly 
fastened by the stop-wheel, which is laid on a pad upon the mons Veneris, 
and confined there by a broad cloth around the loins. 

2383. The symptoms which may occur after the tie has been made are, 
violent inflammation and fever, pain, spasm, bleedings, and other symptoms 
from pressure of the swelling polyp. In the first case suitable antiphlogistic 
treatment must be employed ; in spasm, narcotic remedies used, and if the 
symptoms be not diminished by these, the loop must be slackened a little; 
the bleeding must be stopped by more tightly tying the ligature, and 
with astringent injections. On account of the increasing bulk of the polyp 
it is generally necessary for the first few days to empty the bladder with 
the catheter, and the rectum by clysters. 

2384. The patient must after the operation keep perfectly quiet in bed ; 
and have a proper diet. Every two days the ligature must be tightened ; 
and to prevent the effect of the stinking ichor, repeated injections of 
decoctions of aromatic herbs must be employed. When the polyp has 
dropped off, which depends on the thickness and toughness of its root, 
and occurs at different periods, either by the continued tightening of the 
ligature, or on some movement of the patient, the injections must be con- 
tinued for some time. Strengthening remedies must also be given to 
support the patient’s diminished powers. 

When the polyp, after having separated, is still retained, in consequence 
of its size, it must be withdrawn with forceps, for which purpose delivery- 
forceps and much force are often requisite; as happened to me in one 
case. If bleeding occur on the dropping off the polyp, astringent injections 
must be used, which are not, however, to be very irritating, or great irri- 
tation of the womb will ensue. If, notwithstanding the repeated tightening 
of the ligature, the polyp will not separate, which, however, is very 
rarely the case, it is advisable, to save the patient the inconvenience of 
the continued stench, to cut it off below the ligature. 


-— 
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In large, long-continued and far-extending polyps, it is possible that the JSundus of the 
womb may be dragged down, the ligature must therefore not be tied too high up. 
I have related a fatal case of this kind (a). 

2385. Cutting off polyps of the womb, the oldest method, is, on account 
of the danger following, and the difficulty of stanching the blood, only to 
be employed in particular cases, for instance : Jirst, when the polyp, after 
having been tied fast during several days, has not dropped off, in which 
case, generally, considerable pain follows every tightening of the liga- 
ture ; second, when the polyp hangs down, or can easily be drawn out, if 
its neck can be got at, is thin, and there have been no previous bleeding ; 


. third, when the polyp has produced eversion of the womb, aceompanied 


with dangerous symptoms, which can only be got rid of by the quick 
removal of the polyp. SrusBoxp (b), however, not only in ¢his, but in all 
other cases, prefers cutting off to tying a polyp of the womb, when it has 
a neck and can be reached, whether it be at the fundus, in the body, or 
at the neck of that organ. If in consequence of the breadth of the base 
by which it is attached to the fundus or body of the womb, cutting 
off the polyp be not possible, he ties it, for the purpose of contracting 
the stem, and then cuts it off below the ligature. This mode of pro- 
ceeding is less painful, more speedy, unattended with any particular 
symptoms, without fear of bleeding, and even should that happen, it 
is easily stanched by plugging; the patient is not inconvenienced by a 
hateful smell and discharge, may leave her bed in a few days, and has 
little fear of a relapse. DurvuytTren’s repeated operations in this way 
entirely confirm SreBoLp’s statements (Pien¥); and although practice 
shows that the result after cutting off the polyp may be fatal (¢), so on the 
other hand it shows that after tying, there may be severe, and even fatal 
bleeding (d). 

2386. Cutting off a polyp of the womb is to be performed in the follow- 
ing manner :—The patient being placed in the same position as for the 
operation for the stone, an assistant presses on the belly to force down the 
womb, whilst another keeps the dabia asunder. The polyp being found in 
the vagina, a speculum with movable branches is introduced, and the walls 
of that passage are expanded with it, so as to isolate the polyp, which is 
then seized with Musrux’s forceps and the speculum withdrawn. Whilst 
the polyp is gradually drawn down, another pair of Musrvux’s forceps are 
to be applied higher up and at another diameter, and the drawing down is 
to be continued, whilst the patient holds her breath and forces, till the neck 
of the womb and the stem of the polyp are seen, when it is to be cut off 
with scissors or with a knife. The accompanying pain is only very little, 
there escape only a few drops or a teaspoonful of blood, the womb rises 
again, and a few days are sufficient for the cure. When the neck of the 
polyp is still engulfed in the womb, the neck of the latter must be cut 
into to reach the stem of the polyp (Duruyrren.) If the polyp protrude 
at the external generative parts, it is only taken hold of with the fingers 
or forceps and drawn a little out. The scissors for the performance of this 
operation should be curved on their flat surface, have their end rounded, 


(a) Heidelb. klin. Annalen, above cited. avantages de la resection de ces tumeurs; in Jour- 
(6) Handbuch zur Erkenntniss und Heilung nal Général de Médecine. 1827 5 vol ci. p. 1. 
der Frauenzimmerkrankheiten, vol. i. p. 710. (c) Mayor, above cited. 
Second Edition. 1821,—Hsnrvez pr Caraoron, Ré- (d) Ammrine, Einige praktische Bemerkungen 


marques sur la disposition anatomique des Polypes _ueber die ee und ihre Entfern- 
de la Matrice, sur l'emploi de la Ligature et surles  ungsarten; in Med. Jahrbiichern des dstr. Staates. 
Neuste Folge, vol. vii. part ii, p. 285. 
VOL. II. 3c 
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and be provided with long handles (SreBoLp) (a). The previous applica- 
tion of a ligature around the neck of the polyp, after drawing it down, 
and before cutting it off, which is recommended by some practitioners, 
DvuruyTreEn and others consider unnecessary. If there be bleeding, cold 
injections should be thrown up, cold applications made to the belly, and 
plugs of lint, strewed with or steeped in astringents, introduced. 

2387. Polyps of the vagina, as regards the symptoms they produce, and 
the treatment they require, are of less consequence than those of the 
womb. They are soon discovered by examination, and only when very 
large, cause pressure on the bladder and rectum. ‘Their causes are inflam- 
mation, and injury of the vagina, venereal poison, and the like. 

Their removal is either effected by tying, which is little difficult, and 
often done merely with the hand, or by cutting off; and the same rules 
are to be followed as in the operation for polyps of the womb. 

[Occasionally a vaginal polyp will, from some accidental cause, separate of its own 


accord, without any surgical aid ; an instance of this kind occurred to me a few years 
since. —J. F. S.} 


F.—OF POLYPS OF THE RECTUM. 

DESAULT, above cited, vol. ii. p. 498. 

2388. Polyps of the rectum are situated either near the verge of the 
anus, and are then external, or they are deeper seated, and can only be 
protruded in going to stool, or even remain concealed in the gut. They 
are generally round, not large, necked, and of a pale-red colour. Some- 
times there is only one, but at other times several. 

2389. Those polyps which constantly lie out of the rectum, may be 
grasped with forceps, drawn down, and taken off at their root with a 
stroke of the bistoury, or with the scissors ; and this applies also to such 
as are situated higher, but ean be forced out. If, however, the polyp be 
seated so high, that it will not be forced out of the rectum, the ligature is 
the only remedy, and is best applied according to Desauur’s method. 
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2390. That degeneration is called Cancer which is the consequence of 
ulceration of a Scirrhus, has a decided disposition to destroy all parts 
without distinction of their nature, which never heals, and which having 
arrived at a certain height, produces peculiar general disturbance. 

2391. Two distinctions are established in reference to the origin of 
cancer; it is either developed from a previously formed seirrhus, or it 
arises from some other swelling, or some other ulcer in which the scir- 
thous degeneration has been set up. 

2392. In the first case different periods may be distinguished in the 
development of the cancer. ‘There arises generally without any known 
cause, sometimes in consequence of external violence, a defined tumour, 
or a swelling of some one organ which is generally quite free from pain, 
though rarely very sensitive; from the first it is very hard, irregularly 
knobby, and heavy, though sometimes regularly elastic on the surface, 
and soft at some parts. ‘he skin covering the tumour is in its natural 
state; the substance of the organ in which it is formed, is usually in- 
creased ; though sometimes it crumples together, and isthen firmer. These 
symptoms designate the first stage of cancer (Scirrhus). The con- 
tinuance of this stage is indefinite, though mostly long, and especially 
the harder the swelling, the older the individual, the less vascular the 
organ, and the more all dynamic and mechanical irritation be wanting, 
and the secretions and excretions remain natural. The general health is 
commonly undisturbed during this period, and the countenance un- 
changed; sometimes, however, various derangements, loss of power, 
wasting, earthy countenance, irregular febrile action and the like appear, 
by which a more speedy progress of the disease is indicated. 

2393. Of its own accord, or in consequence of some evil influence upon 
the swelling it becomes irritable; the patient feels shooting, and exces- 
sively painful stabbings, or has the feel of constant burning in the tumour. 
The hardness and the extent of the hardness constantly increase, it becomes 
more knotty and knobby; the skin covering it is bluish-red, tense, ad- 

3c 2 
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hering to the surface of the swelling, and the veins upon it swell (Con- 
cealed cancer, Cancer occultus, Lat.; verborgener Krebs, Germ.). The 
neighbouring lymphatic vessels and glands swell, become hard and pain- 
ful, the constitution is more or less disturbed, loss of appetite follows, 
indigestion, wasting, and cachectic earthy countenance. 

2394. Under aggravation of the above symptoms the thinned skin at 
last breaks, and an ichorous, bloody, brownish, or limpid fluid escapes, 
without the bulk of the tumour being in the least diminished ; an ulcer is 
formed with hard edges and with irregular surface ; very painful fungous 
growths spring up; an excessively stinking ichor is discharged; the 
neighbouring glands, even those lying beyond the course of the lymph, 
swell, and all parts are destroyed by the ulcer spreading in every direction 
after they have first assumed a scirrhous state. Bleedings frequently come 
on, the body wastes considerably, the skin assumes a peculiar yellowish- 
gray colour, the countenance has the characteristic impress of deep-seated 
disease ; collections of serum are formed in the cellular tissue, and in the 
cavities; peculiar frangibility of the bones; hectic fever with nightly 
sweats, and colliquative diarrhea, and the powers of the patient are 
exhausted. 

2395. If a scirrhus be examined before any ulceration have taken 
place, there is found a hard, firm, incompressible substance which, cut 
into thin layers, is semitransparent, has the consistence of cartilage and 
fibro-cartilage to that of lard, with which appearances it in general agrees, 
and is composed of two different substances; the one hard and fibrous, 
the other soft and seemingly inorganized. The fibrous part forms without 
regularity various partitions and cavities, in which is contained a soft sub- 
stance, having usually a pale brownish, sometimes bluish, greenish, 
whitish, or reddish colour, similar -to’ hardened albumen. ‘The fibrous 
part has sometimes a cartilaginous hardness. But specially are the pro- 
portions of these two substances very different; sometimes the fibrous 
substance forms as it were the nucleus, from which the partitions spread 
in every direction, and on the substance being cut, a radiated appearance 
is presented. Sometimes the whole swelling forms an homogeneous hard 
lard-like substance, in which no definite tissue can be discovered. Be- 
tween these two extremes there are various links, merely distinguished by 
the different proportions of the two substances. Sometimes encysted 
tumours filled with fluids of different colours are found in a scirrhus. 
The scirrhus specially exists either as a tissue different from the organ in 
which it is developed, or from the conversion of the substance of the 
organ itself; in the latter case, the boundary between health and disease 
cannot be accurately determined. bs 

If the tumour be examined in the state of concealed cancer, the lard- 
like substance is found harder in the centre than at the circumference ; 
here and there it is spotted with red; rough and uneven at some parts, 
with cells of different size which are filled with a viscid, ash-gray, bloody 
fluid, of a very acrid nature. The edges of these cells which are found 
in the interspaces of the fibrous streaks are pale-red, and their inner walls 
eovered with a soft and fungous substance ; from which last may be here 
and there separated, by scratching with the finger-nail, little portions of 
the hard-white matter lying beneath (a). 

Microscopie examination presents the following as elements of scirrhus. 


(a) Scarpa, above cited, p. 29. 
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First, cells of very great variety in different cases; simple cell-naclei 
with nuclear corpuscles, sometimes surrounded with very pale cells, some- 
times with completely formed cells, in general rounded, sometimes studded 
with granules, or having granular contents. ‘Tailed cells are rare, and 
when existing, seem rather dependent on the development of the fibres. 
Sometimes there are very characteristic cells, with very thick double walls 
and granular contents. Granules and fat-corpuscles are frequently mixed 
together with the cells, sometimes singly, sometimes collected in heaps, 
and sometimes as it appears enclosed in cells. Second, Jibres, sometimes 
broad and band-like, sometimes narrow, and not unfrequently elastic fibres. 
The arrangement of the fibres varies considerably. ‘Third, together with 
the cells and fibres there is commonly found as an actual element of scir- 


rhus, a mucous fluid, which coagulates with acetic acid and solution of 
alum. 


MULteEr (a) distinguishes four several kinds of Carcinoma, according to the different 
nature of the tissue. First, Carcinoma simplex ; second, Carcinoma reticulare ; third 
Carcinoma alveolare; and, fourth, Carcinoma Jasciculatum. Therewith he also 
reckons Carcinoma medullare and melanodes. 

In Carcinoma simplex and fibrosum, the uneven, generally lobeless substance which 
resists the knife, presents when cut through, a gray basal mass, which seems only re- 
motely similar to cartilage, and in which there are irregular whitish bands. Scirrhus 
of the breast sometimes exhibits here and there white threads, in which a space can be 
perceived, and in it some colourless, whitish, or yellowish contents. It seems to ori- 
ginate in the thickening of the walls of the milk canals and lymphatic vessels. In 
scirrhus of nonglandular organs, no such hollow white theads are observed. The sub- 
stance consists of a fibrous and of a granular gray substance. The former rarely 
appears distinct when cut through, but is seen on scraping off the gray matter, for which 
it is also the bed and presents a very irregular mesh-like tissue of bundles of tough 
fibres. The gray substance is composed entirely of microscopic formative corpuscles, 
which have little connexion with each other, are transparent and hollow cells or vesi- 
cles, with a diameter of from 0,00045-0,00120 of a Paris inch in diameter, and are 
soluble in neither cold nor boiling water nor acetic acid. In many of these cells may 
be distinguished merely some small spots, having the appearance of little granules ; in 
others, a larger corpuscle, like a nucleus, or little vesicle contained in the cell-corpuscle. 
Besides the formative corpuscles, many little knobs of fat are always found scattered in 
the scirrhous substance. 

Carcinoma reticulare when cut through is distinguished from Carcinoma simplex by 
the white reticulated figures distinguishable with the naked eye, which run through the 
gray substance, and by its tendency to form lobes as well also as by the greater bulk 
which it acquires. In consistence it sometimes resembles scirrhus, sometimes is softer 
and approaches medullary fungus ; but with this variety of consistence, the structure 
always remains the same. It is composed of a gray globular basal substance, embedded 
in a mesh-like tissue of bundles of fibres, first observed by scraping, or by getting rid 
of the gray granular substance by maceration. The latter consists of similar transparent 
formative corpuscles or cell-corpuscles to those of Carcinoma simplex, which contain one, 
two, or several little vesicles with pale nuclei. In other cases, the little nuclear cells 
cannot be distinguished within the large formative corpuscles; on the contrary, many 
little granules are seen in the interior of the transparent cell-corpuscles, and such also are 
sometimes observed in large quantities loose between the vesicles, the smallest exhibiting 
molecular movement. Characteristic are the white or yellowish-white reticulated figures, 
more or less distinct but never deficient, which have no expanded little vessels with 
thickened walls, but are peculiar formations, and consisting of a deposition of white 
granules in the gray substance. They do not appear to be cellular, but seem for the 
most part a conglomeration of opaque granules of roundish and oblong corpuscles, which 
are two, three, or four times as large as the blood corpuscles. These white corpuscles 
collect more and more during the progress of development, and form an element of 
the self-destroying tissue, sometimes whole pieces which are enclosed by the other sub- 
stance or line, the interior of the existing cells from whence they detach themselves 
like a film. The corpuscles thence pass into the softening and suppuration of the broken 


(a) Above cited, p. 11. 
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up surface. With further development the reticulated figures readily flow into irregular 
white spots; their appearance then has some resemblance to the first appearance of 
white tubercles in the gray basal substance. 

Carcinoma alveolare exhibits an irregular knobby surface, and as the base of the 
substance, a tissue of endless, crossing, very firm, white fibres and plates, between which 
simple cells are found, from the size of grains of sand to that of the largest peas, 
which are closed, but frequently communicate with the neighbouring cells, and all con- 
tain a very viscid pale, very transparent jelly. Under the microscope the little cells 
are seen to enclose still smaller cells, and these again contain still less. On the little 
cells the dusky-yellowish nucleus of its wall is plainly seen. Many cells also contain 
simple nuclei loose in their interior. The large cells are distinctly fibrous in their walls, 
and the fibres pass from one cell to another. 

Carcinoma fasciculatum is distinguished by its throughout fibrous structure, which 
may be seen either by breaking or cutting through it. The tumour may be easily torn 
in the direction of the fibres, is not thereby crumbled, and under the microscope shows 
neither the cell globules of other carcinomata, nor the tailed bodies of the seemingly 
fibrous medullary fungus. The arrangement of the fibres is either tuft-like, and then 
the fibres can be torn into simple radical bundles, of which the points are directed 
towards the bottom and their base towards the irregular surface, or the bundles form 
different sets of fibrous expansions. Whole masses of fibres form one tuft, others 
different tufts. The large bundles of fibres thrust through each other, as is seen on 
tearing them asunder. In this case the swelling readily forms large and small lobes 
upon the surface and even in the interior. Between the lobes membranous partitions 
pass, to which the tufts of the fibrous substance are attached. Sometimes it is seen how 
the fibrous substance arises on a membranous surface, protrudes like a sheaf, then forms 
an arch above and again attaches itself to another membranous wall. ‘These lobular 
throughout fibrous tumours often acquire considerable size. But the lobular form may 
be entirely wanting, and the whole swelling consist of asingle tuft of radically arranged 
fibres. These swellings are very vascular, and the vessels have a straight course similar 
to the fibres. The substance of the swelling is sometimes transparent like jelly. The 
fibres are throughout pale and transparent; their surface is here and there beset as if 
tinctured with nuclet. 

(Dr. Hopex1n (a) considers scirrhous to originate, like other malignant growths, from 
cysts, either of a simple or compound character, and has given the following excellent 
account of their development and progress :— 

“ Scirrhous tumours have a more or less rounded form. On making the section of 
them they present various appearances, but are all more or less divided by septa, which 
affect sometimes a radiated form, and at others a cellular character. Both of these cha- 
racters have been insisted on by many writers on this subject; but I believe the differ- 
ences which have been observed in many instances depended on the direction in which 
the sections were made. * * * If we carefully dissect down to the surface of one 
of these tumours, we shall usually find that it has a capsule or covering, which has, I 
believe, generally been supposed to consist of the altered and condensed cellular mem- 
brane of the parts which have given way before the growth of the tumour. This idea 
is probably correct with respect to the unequally thick external part of the capsule; but 
if we dissect carefully, and examine those tumours in which the progress of decay has 
either not commenced, or has made very little progress, we shall find that surface which | 
is next to the mass of the tumour more or less smooth and even, and on raising it we 
find that it is reflected over one or more pyriform bodies, attached by a base, which is 
generally narrow or peduncular, to some part of the circumference of the enclosing 
capsule. Unless the tumour is very small, it is much more common to find several 
rather than a single body of this kind, and as there is often little, if any, fluid interven- 
ing between them and the enclosing capsule, their form is somewhat modified by their 
mutual pressure. Sometimes, though more or less closely applied to each other, these 
pedunculated bodies are perfectly detached at their sides, and may, consequently, be 
readily traced to the point which forms the common origin of their peduncles. At 
other times these bodies are so adherent amongst themselves, and the membrane cover- 
ing them is so tender and delicate, that without very great care the arrangement of 
their structure may be overlooked, in consequence of the pedunculated bodies being 
broken or torn through in a different direction from that to which their mode of forma- 
tion would naturally dispose them. It must be sufficiently obvious that the appearance 
presented by the section of a tumour, such as I have just described, must be very mate- 
rially affected by the direction in which the section is made. If it pass through or near 

(a) Above cited. 
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to the point at which the pyriform bodies are attached to the enclosing cyst, it must nearly 
correspond with the direction which some of these bodies take towards the circumference, 
and these edges will consequently be seen in the form of radiating lines. On the other 
hand, if the section be made more or less nearly transversely to the axes of these bodies, 
their section will convey the idea of cells of various shapes. If we continue dissecting 
and raising the outer cyst, forming the reflected membrane which covers the radiating 
pedunculated bodies, we shall generally find that on one or more sides it dips down 
deeply into the mass of the tumour, and forms a part of the septum which separates the 
one packet of pedunculated bodies from the others, which generally concur to form the 
mass of the tumour; for it comparatively rarely happens that the tumour is composed 
of a single cyst filled with pedunculated bodies. On examining the different encysted 
packets of pedunculated bodies which compose the tumour, we shall often find some 
indication of their having taken their origin from nearly the same spot, which is gene- 
rally the most indurated part of the tumour. We may likewise observe that the 
different secondary tumours, or encysted bundles of pedunculated bodies, are in very 
different stages of progress. In those in which the internal growth is most active, we 
shall find that a process has taken place perfectly similar to that which I described as oc- 
curring in ovarian tumours when the development of the contained cysts produced the 
hernia or rupture of the containing one. The secondary cyst or cysts, which make their 
way through the containing one, rapidly advance when they are free from the restraint 
which its pressure afforded, and thus constitute another tumour, which adds to the original 
mass. If we examine the structure of this new tumour, we shall find that the subordi- 
nate growths of which it is composed, radiate from the point at which this tumour made 
its escape from the original one. At the same time that the escaped cyst or cysts 
acquire their more rapid growth, they often acquire a new character with respect to 
their consistence, which is generally much more soft and tender. * * * Those parts 
of the tumours in which the rapid and unrestrained growth is most remarkable, are 
generally situated near the circumference, where they are at once both exempt from the 
restraint of mutual pressure, and receive more abundant supply of nourishment from 
the surrounding natural structures. A marked difference exists between those just 
described, and others in which development has been restrained, or vitality lost by pres- 
sure, and consequent defective supply of nutrient matter. I have already explained 
the mode in which these effects are brought about in those ovarian tumours in which 
the secondary cysts are thickly crowded and attached by very narrow peduncles. Pre- 
cisely the same process takes place in the tumours of which I am now speaking ; and 
when we make a section through one of them, which happens to be composed of many 
secondary tumours, and which consequently presents many centres of radiation, we shall 
often find that the penduculated bodies connected with one or more of these centres 
have lost their vitality by a natural strangulation or ligature, and also that the imme- 
diately adjoining parts which yet retain their vitality, irritated by that which has now 
acquired the character of a foreign body, are brought into a state of inflammation. The 
result of this compound action is the formation of a cavity filled with broken down and 
softened matter of a peculiar character, intermediate between suppuration and gangrene. 
This process very frequently takes place before the exterior of the tumours exhibits 
any symptom of irritation or inflammation, and to my mind, very satisfactorily accounts 
for that disposition to central softening and decay, on which LAENNEC, WaRDROP, and 
some others, have so forcibly insisted as characterizing the progress of heterologue 
deposits. At the same time, I think I am correct in stating, that for the production of 
this form of gangrene or softening, the supply of nourishment should be pretty promptly 
cut off by the operation of the natural ligature. When the process proceeds more 
slowly, the parts which are under its influence gradually acquire an increasingly dense 
structure, and ultimately becoming penetrated by earthy matter, are allowed to remain 
unproductive of serious irritation, notwithstanding their deteriorated organization and 
diminished supply of nourishment. * * * Such tumours in the course of their 
development produce, by the irritation which they excite, a greater or less degree of 
thickening of the surrounding cellular structure, and sooner or later become visible ex- 
ternally, dilating the integuments which are stretched over them. The points at which 
this distension is the most considerable are inflamed, the inflammation proceeds to ulce- 
ration, and the tumour either sprouts luxuriantly at the part from which the pressure is 
thus removed, or participates in the uleerative process. 

« The ulcer is universally described as presenting elevated and everted edges, while 
its ragged and depressed central portion is bathed by an unhealthy secretion, to which the 
name of pus can scarcely be applied. The mechanism by which this peculiar ulcer is 
produced, is well worthy of attention. I have shown that at the external part of the 
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tumour its growth is most luxuriant, both from the want of pressure, and from the 
increased supply of nourishment. This will explain why the circumference of the 
tumour is the most elevated. The central parts, on the other hand, have not only 
to encounter the pressure which they sustain from the surrounding parts of the tumour, 
and to suffer the diminished supply of nourishment which this pressure occasions, but 
moreover, ulceration having removed the integuments, all supply of nourishment from 
the surrounding natural structures is necessarily cut off. The depth and irregularity 
of the central part of the ulcer is often further promoted by a communication being 
formed between this part of the ulcer and a eavity commenced and produced on the 
interior of the tumour by the process heretofore described.” (p. 294-302) ]. 

“True scirrhous tumours,” HopcKIn further remarks, “appear sometimes to depend 
on a single primary tumour; at other times, several may be satisfactorily made out. 
That part of the tumour which appears to have been the common origin of the primary 
cysts, where there are more than one, or from which the contained pedunculated bodies 
radiate, when there is only a single primary tumour, is, in general, the most indurated 
portion, and is, at the same time, the most indistinct in its structure. When examined 
externally, after the surrounding natural structures have been carefully dissected off, this 
part of the tumour is found to be the most irregular, has a somewhat corrugated appear- 
ance, and suggests the idea of its having been the sort of root by which the adventitious 
growth was implanted on the natural structures. The radiated appearance so strongly 
insisted ‘on by most authors who have described scirrhous tumours, and the rationale of 
which I trust I have shown, is particularly conspicuous when the section passes through 
this point. The fluid part of a true scirrhous tumour bears in general a very small 
proportion to the rest of the structure, it has a viscous or mucous character, more 
especially where softening has not taken place ; but where this is going on it assumes the 
character of an offensive ichorous discharge, and acrid and highly deleterious qualities 
have by some been ascribed to it. The process of softening sometimes commences inter- 
nally at one point, at other times in several small isolated points; in others, again, the ulce- 
ration through the integuments is the first part of the process of decay.” (p. 323-25.)] 


2396. The secondary development of cancerous ulceration may occur 
from venereal, herpetic, scrofulous, and other sores, as well also as from 
different kinds of growths, condylomata, warts, and polyps, which are not 
originally carcinomatous, but by irritating treatment and the like, pass into 
a scirrhous condition. 

2397. Cancer does not appear to be primarily developed in all tissues ; 
at least, the muscles of locomotion, the serous membranes, cartilage, and 
tendon, are not originally attacked by it. The skin, the cellular tissue, the 
secerning and lymphatic glands, the mucous membranes; the nerves and 
bones appear to be the only tissues capable of an original development of 
cancer. ‘This disease also arises more frequently in some organs than 
others ; it is most commonly seen in the gland of the breast, in the testicle, 
on the womb, on the lips, the tongue, the eye, on the penis, the clitoris, 
and the like. ‘The spreading of the disease to the neighbouring parts 
appears also proportional to their nature; the cellular tissue and skin 
covering the tumour are first attacked and destroyed, even before the 
tumour adheres to the underlying muscles, as for instance, in cancer of the 
breast. The serous membranes only become attacked at a later period. 
The bones for a long while withstand the destruction ; however, they are 
eaten into and at last destroyed, as well, indeed, as the vessels which are 
attacked latest, though, however, yielding to destruction, as the often 
occurring bleedings prove. When the disease has been still longer pro- 
tracted, the lymphatic glands which are in relation to the original scirrhus 
become affected ; sometimes this happens even at the onset, sometimes only 
in the latter stage of the disease. 


WALTHER (a) has disproved by cases, Scarpa’s assertion, that true scirrhus never 
occurs primarily in a lymphatic gland. 


(a) Above cited, p. 202. 
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2398. The symptoms which cancer presents in its origin and course are 
very different, and seem to depend on the difference of constitution, of the 
mischief producing it, and of the tissue attacked by it, as has been already 
noticed in the special consideration of the subject, although a definite 
causal relation in this respect cannot always be determined. 

Cancer is often excessively destructive, and eating, surrounded with 
hard edges, and sometimes accompanied with fungous growths. The 
former kind seems to be peculiar rather to old persons, to sanguineous and 
choleric temperaments; whilst the latter occurs in young persons and 
phlegmatic constitutions. Sometimes the course of the cancer is extremely 
quick, a large strip of the skin is suddenly destroyed, and the greater part 
of the cancerous swelling bursts through the turning out of the edges of 
the skin. In other cases the course of the cancer is tedious, the ulceration 
seems determined after the bursting of the swelling ; the edges of the skin 
turn inwards, the discharge of ichor is slight, and the disease may have 
long existed before it spreads. ‘The mischievous influence of cancer upon 
the constitntion also varies according to its seat in different organs. The 
general symptoms of cancerous dyscrasy often set in early, before softening 
and ulceration; often it appears when there has been already farspreading 
destruction of the scirrhous part. 

ALIBERT (a) has laid down six different kinds of cancer; first, Cancer fungoides, 
common cancer; second, Cancer terebrans, cancer of the skin; third, Cancer eburneus, 
hard like ivory ; fourth, Cancer globosus, presenting a roundish swelling, usually painless, 
of a violet or blackish colour, and generally, not confined to one spot, but affecting large 
streaks on the head, feet, and so on; fifth, Cancer anthracinus, arising with a black spot 
in the skin, accompanied with a painful itching, and, as it enlarges, a mulberry-like 
excrescence rises out of it; sixth, Cancer melaeneus, tuberosus, taking its origin from the 
knobs which are developed more or less numerously, and of different size in the cellular 
tissue. 

2399. The diagnosis of scirrhous tumours is frequently accompanied 
with difficulty. When the skin covering the swelling is puckered, has a 
dark-leaden colour, a knotty and irregular surface; when sometimes there 
is lancinating pain in the tumour, and it is firmly attached to the neigh- 
bouring parts, there can indeed be no doubt of the scirrhous nature of the 
swelling. But the hardness and condition of the surface of scirrhus often 
varies, and may be equally present in swellings of other kind. In many 
instances scirrhus is movable, not connected with the underlying parts, 
painless, and the skin often not at all altered. The disposition of scirrhus 
to run into cancer, usually given as a mark of distinction from benignant 
induration, cannot be decided beforehand ; this transition is not even neces- 
sary thereto, and not unfrequently depends on accidental influences, to 
which the tumour is subjected. Sctrrhus does not, in general, easily 
acquire that size which other swellings do ; and the latter do not readily 
acquire the same heaviness, nor have they the disposition to draw the 
neighbouring parts into the same diseased metamorphosis. Examination of 
the swelling after removal gives a distinct explanation of its nature, as 
does also the recurrence of a like tumour after removal, which, indeed, is 
then only of importance as to the prognosis. The cancerous sore itself has 
no such decided and characteristic mark that a mistake may not sometimes 
be possible with much neglected syphilitic or scrofulous ulcers, as these, 
oftentimes, without being actually cancerous, present the same symptoms 
as cancerous sores. In these cases, the improvement or injury effected by 


(a) Nosologie Naturelle. 
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anti-syphilitic or anti-scrofulous treatment, as well also, as the circumstance, 
that in cancerous sores, the pain is alone diminished by softening and 
soothing remedies, but increased by all irritants, will direct the prac- 
titioner. 


Scarpa (a), who commonly applies the term scrofulous or strumous tumour to a great 
extent, and also refers to cases which must manifestly be reckoned with medullary fungus, 
states the following, as distinguishing characters between it and scirrhus. Scrofula rarely 
attacks the external conglomerated, but usually the lymphatic glands, and in general, 
several of them at the same time, and in different parts of the body; there may be also 
an existing scrofulous habit. The hardness of the scrofulous tumour is regular and flat, 
and different from the peculiar hardness of scirrhus. The scrofulous tumour, from the 
first, produces a wearing, numbing, heavy pain. Scirrhus only attacks persons of 
advanced age, rigid fibre, and sanguineo-choleric temperament, in whom, if there be 
suspicion of a dyscrasy, it is not that of scrofula; scirrhus appears alone, grows slowly, 
and scarcely perceptibly in every direction, is not sensitive, and when long existent, has 
in general, knots on the surface, and is adherent to the skin in many places. When 
stabbing pains come on in scirrhus, it no longer increases, indeed, even contracts, with a 
hardness, from which it may be said, it is disposed to dryness. In injecting a strumous 
gland, the fluid at first passes freely, but suddenly runs out, because the vessels are torn. 
When cut through, such gland presents a compact very vascular substance, penetrated 
with albuminous fluid, which sometimes, though rarely, is mixed witha fatty, granular, 
or whey-like matter. Between the bodies of the strumous glands, and their external 
covering, some trace of coagulable lymph is always found, which favours adhesion; but 
this is also often in the interior. In scirrhus, the injection penetrates only into the 
principal arterial trunks. In maceration, the substance of scirrhus retains the peculiar 
hardness of softened cartilage, whilst strumous glands dissolve into a soft, fungous, fringy 
substanee. ; 

[The following are the diagnostic characters given by Hopex1n, of scirrhus and 
medullary fungus, or fungoid disease, as he calls the latter. 

«One of the most striking features which distinguishes the fungoid disease from true 
scirrhus, is to be found in the extent and rapidity of the development of fungoid 
tumours, Whilst, as has been seen, the true scirrhus often remains for a considerable 
length of time in a chronic and indolent state, and after a growth of some years produces 
a tumour of only a moderate size, the fungoid tumour in the space of a few weeks is 
sometimes seen to attain toa prodigious size, and to pass through all the stages which 
belong to it in common with the other members of the same family of adventitious 
structures. Whilst true scirrhus is almost exclusively the disease of advanced life, the 
fungoid disease makes its appearance in individuals of every age; but its most formid- 
able and extensive ravages are seen in the young. Whilst in true scirrhus the fluid 
matter forms a very inconsiderable and scarcely notable part of the structure, in the 
fungoid tumour it is frequently pretty abundant, presents a great variety in its charac- 
ters, and is often collected in cavities of considerable size. Inthe scirrhous tumour, the 
peculiar mode of formation I have pointed out, must often be inferred by analogy, 
guided by faint and partial traces; but in the fungoid disease we meet with those 
unequivocal manifestations, which almost speak for themselves. In true scirrhus, the 
traces of vascularity are very faint, but in the fungoid disease, the adventitious mem- 
branes possess a higher and preternatural degree of vascularity. The vessels which we 
see ramifying in them, are not only numerous, but large. By some they have been con- 
sidered principally arterial; by others venous. I will not attempt to decide to which 
class of vessels they are most allied. They appear to consist of the capillary vessels of 
BicuatT on a large scale; and as we sometimes meet with these membranes of a bright 
and arterial red, and at other times of a venous or livid hue, it seems probable that 
accidental or fortuitous circumstances have the principal share in determining to which 
class of vessels these capillaries should most incline. These newly-formed vessels, ~ 
though large and numerous, are extremely weak and tender, and derive little or no 
support from the structure through which they ramify, or by which they are surrounded ; 
hence they areliable to give way at numerous points, whence proceed more frequent and 
extensive hemorrhages which so often characterize these tumours, and have led to the 
term of fungus hematodes, which has not inaptly been applied to many of them. Some- 
times the hemorrhage from these vessels produces an effusion into the cavity of the 
membrane reflected over an inferior order of pedunculated cysts or bodies, and distends 


(a) Above cited. 


CHEMICAL COMPOSITION OF SCIRRHUS.—SKIN CANCER. 763 


it into a cavity filled with blood, the characters of which will vary according to the 
time which has elapsed between its effusion and the making of the examination. At 
other times the effused blood infiltrates the more solid parts of the tumour, and produces 
an appearance which by LaENnec has been well compared to an apoplectic clot. The 
more solid parts of the tumour differ in a marked manner from that which composes 
the scirrhous tumour. In this disease, the secondary cysts, which are often of large 
size, generally become filled with a material which at first bears a considerable resem- 
blance to tender or feebly coagulated fibrin or plastic lymph. Into this substance new 
vessels speedily shoot; but being neither susceptible of perfect organization, nor calcu- 
lated to remain inert and dormant, it speedily, but gradually loses its vitality, and, like 
other transparent parts in which such a change is effected, gradually becomes opaque, 
and bears, in consistence and appearance, a close resemblance to the substance of the 
brain ofa child; hence the terms, cerebriform cancer, encephaloid tumour and medullary 
sarcoma. * * * Although in fungoid disease, the solid part of the tumour often 
bears a striking resemblance to cerebral substance, we frequently find it, on the one 
hand, deviating into a much more firm material, and, on the other hand, into one of a 
softer and grumous consistence. Sometimes it has a minutely foliated structure of a 
pearly white colour. When the diseased structure has completely lost its vitality, 
it breaks down into a variously discoloured pultaceous grumous mass, in which the 
remains of the membranes of the secondary cysts and their vessels may often be 
detected. Although in a recently formed tumour, or in the newer parts of an older one, 
the traces of that mode of formation on which I have insisted are sufficiently evident, 
they are very much lost or obscured, as the progress of decay advances. It is also at 
times difficult to distinguish it when the tumour has only advanced to the stage of 
opacity, provided the substance of the tumour be very uniform, and the membranous 
parts not only very thin and tender, but adherent amongst themselves and to the con- 
tained substance.” (p. 333-37.) 
The following is the analysis of scirrhus by Foy (a) :— 
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Hence it appears by reference to the analysis of medullary fungus (p. 719) that scirrhus 
contains less of the first three substances, that it has no osmazome ; that the subphos- 
phate of lime is nearly three times as much ; and that the total amount of the salts is 
double that in medullary fungus. ] 

2400. Cancer in the skin arises from true scirrhus, which appears as a 
round or oblong flattened firm swelling, also from warts and other excres- 
cences of the skin, sometimes from dark red, blackish spots, or from seurfy 
excoriations. It may occur on all parts of the surface of the body, but 
especially in the face, on the nose, on the lips, and on the organs of 
generation, either on account of the peculiar sensibility of the skin on 
these parts, or because it is here so much affected by external influences. 
At first a superficial ulcer forms, which enlarges, becomes painful, and is 
not improved by any remedy. Its progress is sometimes slow, sometimes 
quick, and relative to the severity of the pain and the violence of the 
suppuration. ‘These ulcers are long confined to one definite spot, and 
remain superficial ; the surrounding skin is sometimes but little changed, its 
surface red and even, sometimes covered with a dry, grayish crust, which is 
reproduced as often as it is removed. As soon as these ulcers take effect 
on the edge of the lip, the nose, the eyelid, the anus, or the wrethra, they 
make quick progress, increase in depth, destroy all parts without distinc- 
tion of structure, and are characterized by their condition, by the lancin- 
ating pain, and by the infection of the neighbouring glands. Whilst the 


(a) Archives Generales de Médecine, vol. xvii. p. 185. 


764 CANCER IN NERVES; 


ulcers are still small, they are generally only made worse by common 
treatment. They are frequently found existing at the same time with 
external and internal cancerous disease. 

Uleers, specially on the face, and wings of the nose, and the like, which without pain, 
without a hard base, without everted hard edges, without fungous growths, without 
secretion of ichor, spread in all directions, and destroy the parts without distinction of 
their organization, without our knowing where they will go, have, in common with 
cancer, only the destructive spreading, and the general circumstance that they can 
ordinarily be brought to heal, only by destroying their surface. These are phagedenic 
ulcers, stinking, eating, tettery sores, and form acontrast with the scabby Herpes exedens, 
which on the face often causes the most frightful destruction, and in general can only be 
made to heal by destroying the diseased portion of skin. 

2401. Cancer in glands always begins as scirrhus, and presents the 
symptoms above described (par. 2392.) 

2402. Cancer in mucous membranes is developed either in form of 
polyps, which are hard, uneven, dusky, red, and painful; often bleed of 
themselves, or, on the slightest movement; ulcerate quickly ; exhibit the 
same symptoms as a cancerous ulcer, and on examination, present the same 
condition as scirrhus ; or, under the form of hard, wart-like excrescences, 
or as hardening of the mucous membrane, which runs into ulceration. 

2408. Cancer in the bones shows itself as osteosarcoma, or osteostea- 
toma ; and these tumours may have primarily a scirrhous condition, or the 
cancerous nature may be developed in them at a later period. 

2404. Cancer of the nerves exists as a hard firm swelling, which inter- 
nally shows its scirrhous nature, and seems to belong to the neurilema 
rather than to the medullary substance. Sometimes the tumour is seated 
on a stalk with which the newrilema is confluent ; sometimes it is formed 
by the swelling of the nerve itself. Their size varies from that of a pea 
to that of a nut, and larger. ‘These swellings arise sometimes of them- 
selves, sometimes after external violence, most commonly on the super- 
ficial nerves of the upper limbs. ‘They increase slowly, feel hardish, are 
tense, seem often filled with fluid ; they are very painful, specially on 
motion, and particularly on being moved from above downwards ; a 
sudden movement of the swelling in this direction produces on the brain 
and nervous system a sensation like that of an electric shock. ‘The 
tumour adheres to the neighbouring parts, and draws them into the same 
diseased condition. 

Not all tumours of nerves have this cancerous character. ‘They are often mere con- 
sequences of previous inflammation, and originate in increased and altered nutrition ; 
they are often formed by unnatural exudation, in which case examination shows a 
cavity, of which the walls are the neurilema, filled with thin, coagulable fluid, like 
the serum of the blood; or between the nervous threads, which are pressed apart, a 
softish, but constantly becoming firmer substance is formed ; or in the nervous threads 
themselves, oblong vesicles are formed, which at first are soft and transparent, but 
afterwards become harder, and by their increasing size, affect the whole substance of 
the nerve, and the nerve above penetrates into the swelling, and below passes out of it. 
Their size varies from that of a pea to that ofa nut, and bigger. I have seen a tumour 
in the lower third of the thigh, on the ischiatic nerve, as large as a small melon, which 
had proceeded from the nervous mass itself, and was covered with neurilema. ‘The 
characteristic of these tumours is always great painfulness on examining and moving 
them with the finger ; they however cause, especially when seated on large nerves, severe 
pain on moving the part, even without displacement, especially on voluntary motion. 
The pain is very severe, radiating in the course of the nerve, and frequently ac- 
companied with cramp and convulsions of the part. Sometimes there is less pain than a 


sensation of formication, and going to sleep, or even a palsied state of the part to which 
the nerve is distributed. 


The removal of the tumour is the only remedy ; destructive remedies of all kinds are 
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useless, and escharoties act injuriously. The removal consists in laying bare the 
swelling, and where it protrudes from the nerve, and is separable from it, in cutting it 
off. If this be not possible, or the tumour spring from the nerve itself, then the nerve 
must be cut through, first above, and then below the tumour, and the intermediate 
portion, together with the swelling, removed. Small swellings on the nerves of the skin 
may be taken away with the corresponding piece of skin. In large tumours of principal 
nerves, as in the case of the ischiatic nerve which I have mentioned, amputation is the 
only remedy. 

{I am doubtful whether the following cases mentioned by CHESELDEN (a) be tumours 
on the small branches of nerves; but the symptoms scarcely permit them to be con- 
sidered any other :—‘“ Immediately under the skin, upon the shin-bone, I have twice 
seen,” says he, “little tumours, less than a pea, round and exceeding hard, and so 
painful that both cases were judged to be cancerous; they were cured by extirpating 
the tumour. But what was more extraordinary was a tumour of this kind under the 
skin of the buttock, small as a pin’s head, yet so painful that the least touch was insup- 
portable, and the skin for half an inch round was emaciated ; this, too, I extirpated, 
with so much of the skin as was emaciated, and some fat. The patient, who before the 
operation could not endure to set his leg to the ground, nor turn on his bed without 
exquisite pain, grew immediately easy, walked to his bed without any complaint, 
and was soon cured.” (p. 136.) 

There is in the Museum at St. Thomas’s a fine example of a tumour in the popliteal 
nerve of a man, which caused such severe pain and tenderness, with occasional spasm, in 
the limb, that amputation was performed by AstLEY Cooper. The tamour is about the 
size of a walnut, whitish and hard, and of a somewhat scirrhous character ; it seemed 
to have formed amid the cords of the nerve, which do not appear to enter it, but are 
expanded over its surface. 

Liston (0) observes, that “these tumours (of nerves) vary in structure; they consist 
of a cheesy or albuminous deposit in the newrilema ; sometimes they are hard, fibrinous, 
or earthy, or again, their section presents a brainlike and bloody mixture.” And he 
mentions a case in which the tumour, soft and bloody, was situated “in the popliteal 
space, grew rapidly to the size of a cricket-ball, and impeded the motions of the limb. 
On pursuing the dissection, the tibial nerve was found intimately connected with the 
growth, the fibrille stretched upon its sheath, and entering into its substance. The nerve 
was cut across above and below, and the whole mass extirpated unbroken and entire. 
* * * The removal of the tumour from the ham, with at least three inches of the tibial 
nerve, was not for an instant followed by the slightest deprivation of either sensation or 
power of motion in the limb and foot.” Whilst in the hospital, a tumour was found on 
the front of the same thigh; an inflammatory swelling took place there and suppurated, 
but the lump remained. “ Within six months after the wound in the ham had healed, 
the patient returned with an enormously swollen limb, and a large elastic morbid mass 
in the back part of it; from this a bleeding fungus was protruded, and he soon died. 
The original tumour was soft and bloody ; the one from the fore part of the thigh ovoid 
and larger than a hen’s egg, involved the anterior crural nerve, and was apparently 
fibrinous ; the diseased structure, which was reproduced in the popliteal space, had all the 
characters of fungus hematodes.” (pp. 350, 351.) Tumours not malignant have been 
occasionally removed from nerves with success. 

It will be here convenient to notice the formation of Twmours on the extremities of the 
nerves of stumps, which occasionally, though rarely, occur, and I do not recollect to 
have seen more than two or three such eases. At an indefinite period after amputation, 
either before or after it has healed, the stump begins, without any apparent cause, to 
become painful, and though it had previously been well shaped, it now begins to assume 
a conical form, the soft parts-retract, the bone sticks out covered only by the scar, which 
is generally a little inflamed, and the skin above it is extremely tender and painful, when 
touched, Lancstarr (c) in noticing this condition, says :—‘ Sometimes, a spiculum of 
bone projects horizontally, generally taking the direction of the artery, vein, and nerves 
of the limb, which thus become implicated with the bony deposit ; and sometimes I have 
found a large spiculum of bone, with a very sharp point, taking an oblique direction, 
and connected with a muscle, occasioning morbid changes in its fibres, and being a 
source of great suffering to the patient. In all such stumps I have found the nerves 
greatly enlarged at their extremities, giving them a ganglionic appearance, and 
generally firmly adherent to the surface of the stump, and frequently in union with 
spicula of bone.” (p. 131). In the two cases which I have had the opportunity of 


(a) The Anatomy of the Human Body. Svo. Practical Surgery. Fourth Edition, 1846. 
Eleventh Edition, 1778. c) Med.-Chir, Trans., vol. xvi. 
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dissecting, there was certainly no bony spiculum irritating the nerve, and there did not 
appear any satisfactory reason why its enlargement should have taken place. The 
tumours seemed to be caused by interstitial deposit of fibrinous matter among the 
fibrils of the nerves, which were principally spread out on their surface. AsTLEY 
Cooper amputated his case at the shoulder-joint, and there was no recurrence of the 
symptoms. Henry Cine thought that the retraction of the stump depended on the 
irritation of the diseased ends of the nerves, and that if these were removed, ampu- 
tation would not be needed. He, therefore, cut through the skin over the swellings, 
also through the nervous trunks above them, and left the bone and other parts un- 
disturbed. The result proved the justness of his opinion. There was no recurrence 
of swelling of the nerves, nor pain, and the stump gradually filled out, ceased to 
be conical, and resumed the ordinary appearance. From comparison of these two 
modes of practice, I should not think it warrantable to perform a second amputation at 
any distance above the stump ; I should be inclined to follow Henry C1ine’s method ; 
and if there were reason to think this could not be satisfactorily managed, I should 
merely amputate so high above the nervous tumours as would appear necessary to 
ensure cutting through the healthy nerve. I have an indistinct remembrancé that 
TYRRELL pursued the latter practice in one instance successfully, but I have not any 
note of it, so that I mention it with doubt. 

Sometimes, however, neither of these methods are of any permanent service, as the 
painful affection of the nerves is not confined to their extremities. A remarkable case 
of this kind is mentioned by Mayo (a), in which, on account of this condition, ampu- 
tation was performed a second time. ‘ On examination, the sciatic nerve and the 
saphenous nerve were found to terminate in large callous bulbs. In the second opera- 
tion, care was taken to draw out and remove a considerable portion of the sciatic nerve, 
which, retracting, lay well covered among the muscles. Nevertheless, when the stump 
had nearly healed, the old pain again commenced.” (p. 140.) He afterwards cut down 
on the sciatic nerve, where covered by the lower edge of the m. gluteus maximus, 
divided and removed a portion of it, but with only temporary benefit. He thought that 
amputation at the hip-joint might possibly have cured this, as amputation at the shoulder- 
joint had put an end to asimilar neuralgia in the fore-arm, which had been unsuccess- 
fully amputated a second time. I must confess I should feel little disposed to perform 
a third amputation in a case of this kind.—J. F. S.] 


The following writers may be consulted on tumours of the nerves :— 
VieL-HAUTMERNIL, Considérations générales sur le Cancer. Paris, 1807. 
ALEXANDER, Dissert. de Tumoribus Nervorum. Ludg. Bat., 1810. 
SPANGENBERG, Ueber Nervenanschwellungen ; in Horn’s Archiv., vol. v. p. 306. 


NeEuMANN, Geschichte einer Nervenanschwellung; in von SreBoLp’s Sammlung 
seltener chirurg. Beobacht., vol. i. p. 54. 


WEINHOLD, Ideen iiber die abnorme Metamorphosen der Highmorshdhle, p- 184. 
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2405. Cancer is a disease of specific character, depending on a peculiar 
disposition, the nature of which is entirely unknown; it may be asserted 
to be hereditary, in different degrees, in one and the same person, and at 
different periods. This disposition is the cause why the treatment of 
cancer is ordinarily without benefit, why the disease appears in several 
parts at once, and why even the early removal of scirrhous swelling is 


(a) Outlines of Human Pathology. London, 1827. 8vo. 


Gry- 
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usually unsuccessful. In the progress of the disease a peculiar dysecrasy 
( par. 2394) is set up by the absorption of the matter produced in the 
diseased organ. 


Opinions upon the causal nature of cancer are different. Some denying a peculiar 
disposition, consider cancer to be a local complaint, which only produces a decided 
dyscrasy from its spreading. Others allow no specific nature in cancer, some hold it 
infectious, others not. Even the assumption of a specifie dyscrasy arising out of can- 
cerous parts is denied, because the neighbouring glands often swell, before the scirrhus 
is disposed to ulcerate ; because, further, the glands often even when the disease has long 
existed, are not attacked, and the experiments of the capability of the poison of cancer 
to infect contradict this assumption (a). Many deny the absorption of the cancerous 
ichor, and a dyscrasy depending on it (6), whilst Lancenseck (e) showed microscopi- 
cally the presence of cancerous matter in the veins, and after injecting into the veins 
of a dog found tumours in the lungs, the cancerous nature of which was shown by 
microscopic examination. 

The swelling of the neighbouring glands may indeed be also produced by pressure, 
and by the propagated irritation. Relapses of the disease after removal commonly 
depend on what has been left behind. In those cases, however, where the scar has been 
for many years, till the disease again breaks out, it is more probable that the cause of 
its recurrence is a decided predisposition (1). 

[(1) Upon this point Joan Hunrer (d) observes :—“ Some suppose cancers to be 
hereditary ; but this I can only admit according to my principles of hereditary right ; 
that is, supposing a person to possess a strong disposition or susceptibility for a par- 
ticular disease, the children may also; but I have not yet ascertained the generality of 
this fact. In many persons it would seem that some of the predisposing causes are suffi- 
cient to become the immediate ones; as when the diseased action takes place at a 
certain stated time, without any immediate cause.” (p. 623.)] 


2406. The occasional causes of scirrhus and cancer are, all mischief 
which produces a constant but not intense irritation, blows, continual 
pressure, bruises ; irritating treatment, or any injury of an ulcer, a hard- 
ness or an excrescence ; internal diseases, especially scrofula and syphilis, 
as the consequent swellings and affections may assume a scirrhous cha- 
racter, Cancer is most frequent at the critical periods of life, when 
the capability of production declines, and especially in organs destined for 
production and propagation, as the womb, testicle, and breast. Women 
are more subject to it than men; in like manner, also, persons who 
are very sensitive or melancholic, lead a sedentary life, and have suffered 
much care and trouble (1). 

[(1) “ The cancerous age,” says Joun Hunter, “is from forty to sixty in both sexes, 
though it may occur sooner or later in certain cases. The testicle for instance often be- 
comes cancerous at twenty or thirty, but then not from the disposition of the parts alone, 
but from accident. * * * We often see tumours in the breast at thirty, and probably some 
of them are cancerous, although scrofula is more to be suspected.” (p. 622.) He further 
observes :—‘‘ The parts most disposed to cancer are those peculiar to the sexes, as the 
breasts and uterus in women, and the testicles in men. Cancers are more frequent in 
women than in men, in the proportion of three to two; owing, perhaps, to the more 
frequent changes taking place in these parts in the former. It is that change which 
renders them unfit for conception, and changes the whole system, which is particularly 
obnoxious. Thus the three disposing causes are: first, a peculiar part; second, the age 
of the patient; and third, the peculiarities of the part at this age.” (p. 623.)] 

2407. The prognosis in scirrhus and cancer is always unfavourable, and 
proportionally so according to the importance of the organ affected, the 
bad constitution of the patient, when there is hereditary disposition, when 
the symptoms accompanying cancer are very painful and destructive, and 
when general dyscrasy has set in. The more superficially the sctrrhus or 


(a) Av1BERT, above cited, p. 558. 


(b) SrerFanr; in Revue Médicale. 1844; vol. (c) Scumipr’s Jahrbucher, vol. xxv. part i. 
ii. p. 351. (d) Lectures; in his Works by Paumer, vol. i. 
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cancer is seated, the less hereditary the disposition or general disease 
accompanying it, the more it is the consequence of local disease, the better 
the constitution, and the more recent the disease, the more favourable is 
the prognosis. When several cancerous ulcers or scirrhi exist at the same 
time, and the cancerous dyscrasy has already affected the whole body, the 
disease is, according to my present experience, incurable. 


Scarpa assumes that scirrhus in its first period is merely a deposited, malignant 
kind of germ, which is produced in the constitution, but is developed by the living 
powers, and is most intimately connected with any one of the conglomerate glands, 
or upon any one part of either the external or internal skin, where it is concealed and 
remains latent; but that in cancer, the hitherto harmless and latent deposit is converted 
into a cancerous ichor, and produces general dyscrasy. He supposes also that the removal 
of the scirrhus whilst in its painless state can alone have a successful result. 

(Travers has most justly observed, that “not unfrequently the scirrhous tumour is 
perfectly inert from the period of its formation to the close of life, undergoing very 
slight, if any, increase, and giving, when mental apprehension is appeased, no trouble to 
the subject of it. A lady-.under his observation had been many years so situated, 
enjoying uninterrupted health, though considerably above seventy years of age.” 
(p. 214.) Bropre (a) mentions one case in which the patient had scirrhous disease of 
the breast for several years, he believes ten or fifteen; and another, “ who had a scirrhous 
tumour of the breast twenty-five years, and she died at last, not from the disease of the 
breast, but from effusion into the cavity of the chest.” (p.211.) Such cases, I suspect, 
are more frequent than generally believed. I have known a few instances, one of 
which indeed was in a relative, who suffered only occasional slight shooting in the 
breast, for at least twenty years, during which the tumour did not increase in size after 
its early growth to the size of a walnut. So long, therefore, as the disease remains in 
this quiet condition, I am disposed to believe that it is best left alone; for scarcely 
any, if indeed any, treatment has other effect than exciting an increase of the diseased 
action, and hurrying on the fatal result. Very few Surgeons have any reliance in the 
employment of internal and external remedies for the cure of cancer, even when in the 
scirrhous state; and the large experience of those who, in the course of operating 
practice, have extirpated cancerous tumours in their several stages, has been most 
lamentably unsatisfactory, the disease speedily recurring in the scar of the operation- 
wound, and the patient often quickly cut off—J. F. 8.] 


2408. The cure of scirrhus and cancer requires either the dispersion of 
the tumour by internal and external remedies, or its removal by the knife 
or escharotics. 


[Leroy p’Erro.ss (b) has given the following interesting facts relative to the treat- 
ment of cancer :—“ The mean duration of the life of persons not operated on is five years 
for men, and five years and six months for women; whilst, on the contrary, with those 
who have undergone the operation, the mean is five years and two months for men, and 
six years for women. It must, however, be borne in mind, that the class of those not 
operated on includes cancer of the viscera, which is so certainly and promptly, for the 
most part, fatal. By withdrawing these, the mean duration of men not operated on is - 
six years, or one year more than in those upon whom the operation has been performed. 
If, however, it be inquired, what time elapses between the appearance of the disease on 
the one hand, and on the other, between the operation and death, on taking the mean of 
the results of three hundred operations on men, the duration of life will be found to have 
been three years and nine months before, and one year and five months after the operation. 
For women, the result of four hundred and twelve operations, gives, before the operation, 
three years and six months ; after the operation, two years and siz months. Extirpation 
does not, therefore, prolong life. (pp. 454, 55.) Of eight hundred and one cases 
operated on, one hundred and seventeen were performed in less than a year after the 
appearance of the disease; of these one hundred and seventeen there are sixty-one 
which have returned; but as of the number eight hundred and one operations, one 
hundred and twelve had been performed within less than a year, at the time when I 
received the observations of the physicians, we must believe that the proportion is at 
the present time still greater. If, however, we examine the results of operations per- 


(a) Lectures illustrative of various subjects in (b) Bulletin de l’ Academie Royale de Médecine, 
Pathology and Surgery. London, 1846. vol. ix. 1842-44, 
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formed many years after the appearance of the disease, that is, at a period in which it 
was capable of producing its degeneration, we find among the operations not followed 
by return, there are fifty-two performed more than five years after the development of 
the disease. * * * In spite of the transformation in similar tissues attacked by the 
cancerous affection, there are immense differences as to its termination. The lips afford 
the proof. Of six hundred and thirty-three men affected with cancer, one hundred and 
sixty-five were attacked in the lip, that is 75. Of two thousand one hundred and forty- 
eight cancerous women, there were only fifty-four cancers of the lip, one and half 
hundredth. Of one hundred and sixty-five men, one hundred and eleven were operated 
on with cutting instruments, twelve by caustic. Of the one hundred and fourteen 
operations there were fifteen returns, or about one-eighth, when the documents reached 
me. Of thirty-four lips of women, twenty-two were operated on, and one of them 
with caustic, seven returned, or one-third. The difference in the frequency of the dis- 
ease must evidently be referred to the use of the pipe, and especially those called 
brile-queule, (dudeen of the Irish,) which workmen and men of that class constantly 
use. This difference of the cause accounts for the difference of the results. The 
return of the disease in men is less in proportion, because the greater number of can- 
croid diseases of the lip produced and kept up by an external cause are not true 
cancers; and yet the symptoms, the characters of the disease do not make known its 
nature. 

“ Cancers in the tongue are also more frequent in men than in women; but the pro- 
portion of success we have just mentioned no longer exists here. In both sexes cancers 
of the tongue have a termination equally sad. Of six hundred and thirty-three cancers 
observed in men, eighteen had been developed on the tongue; of two thousand one 
hundred and forty-eight cancers in women, two only attacked that organ ; nine operations 
were performed, three by caustic, six with the knife; eight men and only one woman. 
Of these nine operations, three were performed since less than a year ; six died after its 
return. 

“Of tumours of the breast we have the following results:—Of two hundred and 
seventy-seven operations, seventy-three were performed within less than two years ; I 
cannot give the result. There remain two hundred and four. Of these two hundred 
and four, twenty-two died in the year after the operation; eighty-seven had a return, 
the whole number one hundred and nine, or more than half. Twenty-seven were 
operated on in the first year of the appearance of the disease. 

“Tf, however, I were called on to draw a practical inference, a rule of conduct, from 
the documents I have collected, I should hesitate to make it, for I believe there are in- 
dividualities in diseases as well as in other things; but if it were absolutely requisite, I 
should say that, excepting cancers of the skin, including those of the lips, it would be 
advantageous not to operate. I do not, however, wish to put myself in this situa- 
tion, and at present would confine myself to the following conclusions, jirst, that the 
extirpation of cancroid tumours does not arrest the progress of the disease ; second, that 
there is no advantage in performing the operation from the first, if it were not for the 
cancerous buttons, or cancers of the skin: third, that it was not necessary to extirpate 
cancerous organs, but in cases where hemorrhagies, caused by the ulceration, put the 
patient’s life in danger.”—(p. 456-58.) ] 


2409. The treatment for effecting dispersion is precisely the same 
as that already given, (par. 68,) for getting rid of hardening. This 
mode, when not employed with the greatest care, is easily dangerous ; for 
true scirrhus is not dispersed by it, and the continued employment of 
violent remedies destroys the constitution, and favours the passage of the 
disease into open cancer. When this treatment, that is, leeches, blood- 
letting, spare diet, purging, and remedies acting on the lymphatic system, 
softening and soothing applications have effected the dispersion of scirrhous 
swellings, there can be no doubt of the correctness of the diagnosis. 
This mode of treatment, therefore, can only apply in those cases where 
removal is impossible, and the cancer has been very tedious in its pro- 
gress, as in such cases experience has proved that with this palliative 
treatment the disease may exist for many years without particular incon- 
venience, whilst by an active treatment it may be urged on to a frightful 
extent. 
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Compression of scirrhus, increased gradually to a very great degree, as recom- 
mended by SamuEL Younc (a), has been, on repeated experiment, not found to 
correspond with our expectations, but even causes a quicker and more serious progress 


of the disease (b). RecaMIer’s more recent experiments, however, speak more favour- 


ably for this practice. It appears from his numerous observations, that in incipient 
scirrhous swellings, compression can restore the tissue of the diseased part to its 
natural condition without depriving it of its nourishment; in further advanced swelling, 
the tissue diminishes, and passes into a cartilaginous condition. When the organ 
has lost its proper structure, and is converted into a cartilaginous or lard-like substance, 
it may be lessened by compression, without restoring its organization, and may become 
atrophic. The adhesions of the swelling with the surrounding tissue is not only 
not increased, but lessened, and even the thin adherent skin may be restored to its 
natural state. By this diminution of the adhesions, an actual enucleation of the tumour, 
after previous division of the skin with escharotics or the knife, may be effected with 
the fingers. Recamrer also believes that the return of a scirrhus which has been 
removed after the previous employment of compression is less to be feared, than when 
it has been removed without it. Compression may be employed in the most careful 
and gentle manner, and most effectually by linen or flannel bandages with soft Ger- © 
man tinder beneath it, and accompanied at the same time, according to the circum- 
stances of the case, with the internal and external use of suitable remedies, hemlock, 
mercury, iodine, depletives, repeated application of leeches, and the like (ce). 

[If pressure be at all employed in the attempt to cure scirrhous tumours, the best 
mode of its application is probably by means of the circular air cushion, invented by 
Dr. N. Arnort, which can be filled more or less completely, according to the pressure the 
patient can bear, and over it a sort of wooden bowl corresponding to the size of the part 
to be compressed, which is fastened on with a bandage. The only result, however, 
which I have noticed from pressure is, that whilst it diminishes the depth of the tumour, 


it spreads it in width, and does no real service.—J. F. =) 

2410. The removal of the diseased part with the knife, or its destruction 
with escharotics, are the only remedies which can be employed with the least 
certainty; a return of the disease is, however, under the most favourable 
circumstances, to be dreaded. Both before and after the operation it must be 
endeavoured by treatment to improve the constitution by the proper use 
of iodine and the like, by purging, and suitable regulation of the mode of 
living, to ensure, as far as possible, a favourable result. Both modes 
of proceeding (the knife and escharotics) are, on the other hand, contra- 
indicated when the cancer has already made so great progress, that it 
must be considered a constitutional affection, and when so situated, that 
all the degenerated part cannot be removed. ‘The operation must also be 
put off, if the health of the patient be disturbed by other causes, and 
the diseased part be particularly painful. 

The removal of a cancerous swelling, when it has already made such progress that no 


cure can be expected to result from it, may, however, in many cases, have the advantage 
of alleviating, in many respects, the sufferings of the patient, by the removal of the 


large ulcerating tumour. | 

2411. The mode of proceeding in the removal of cancerous parts varies, 
according to their seat and other circumstances, and is to be managed 
generally according to the directions already given for removing encysted 
tumours (par. 2258.) The following points must, however, as far as 
possible, be borne in mind. Every thing must be removed which is in | 
the least diseased. ‘These changes mostly appear in the cellular tissue, 
surrounding the hardened parts; so much of it must, therefore, be taken 
away that the tumour, after its removal, should be still surrounded with a 


(a) Minutes of Cases of Cancer and cancerous tendency successfully treated. London, 1816-18; 


2 vols. 8vo. 

(b) Cuarues Bett, Surgical Observations ; being (c) Revue Médicale. 18273 vol. i. p. 96.—Sur 
a Quarterly Report of Cases in Surgery, treated in le Traitement du Cancer. Paris, 1829 ; 2 vols. 8vo. 
the Middlesex Hospital, in the Cancer Establish- —BuvurF,Ueber die Compression beim Brustkrebse; 
ment of that Institution, vol. i. p. 4. in-Von SIEBOLD’s Journal, vol. xix. part ii. 1835. 
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layer of cellular tissue. The bottom of the wound must be most care- 
fully examined, and every thing infected removed. The healthy skin 
must be, as far as possible, preserved, to produce quick union of the 
wound, and to prevent suppuration and an unseemly scar. It seems also 
advisable, always to put in issues previous to the operation, and to keep 
them up properly. 

The practice of many Surgeons, to apply an escharotic paste immediately after the 
operation, or towards the end of the healing, (KErN,) for the purpose of preventing the 
return of the disease is unnecessary, if it have been completely removed. MaRrtinET’s 


proposal of covering the wound with a transplantation of skin, for the purpose of pre- 
venting recurrence, has also not been confirmed by experience. 


2412. The destruction of a cancerous part by caustic can only be 
undertaken in cases where the cancer is superficial, and the whole of its 
glands uninfected, therefore, especially in cancer of the skin. The remedy 
most used is arsenic, in form of Cosmer’s powder (1); more rarely are 
employed bichloride of mercury, nitrate of silver, the concentrated acids, 
and the like. Cosmx’s powder must be made into paste with water or 
spittle, and spread with a spatula upon the ulcer, which has been dried 
with lint, and to such extent, that its hard edges be completely covered : 
if bleeding occur during its application, its further use must be with- 
held. The whole surface is then to be overlaid with spiders’ web, or left 
uncovered. ‘The pain caused by this powder is generally very severe for 
some hours; considerable swelling takes place in the neighbourhood of 
the ulcer, and an erysipelatous inflammation spreads over the surrounding 
parts. Bags of aromatic herbs, or fomentations of warm milk, are the 
best for soothing these effects. The more severe these symptoms are, the 
more effectual may the operation of the caustic be expected to be. In 
eight, ten, or fourteen days the slough separates; the loose pieces only 
may be cut off with scissors, without disturbing in the least that which 
remains still attached. When a clean ulcer remains after the separation 
of the slough, it heals with simple dressing; but if it be not clean the 
caustic must be repeated. 

(1) This powder consists of one ounce of cinnabar, half an ounce of dragon’s blood, 
one ep of white arsenic, and one dram of charcoal, very finely powdered and 
mixed. 

Among the various remedies proposed for destroying cancerous parts, chloride of zine, 
in powder alone, or mixed with flour into a paste, or in solution, has been recommended 
(Hanke, Cancuorn, and others.) Caneauorn employs chloride of zinc in four propor- 
tions ; first, equal parts of the chloride and flour ; second, one part of the chloride and 
two of flour; third, one part of chloride and three of flour; fourth, one part of the 
chloride of zinc, one of butyr of antimony, and one and a half of flour. In widely- 
spread cancer of the skin, these applications are advantageous, as symptoms of absorp- 
tion of the arsenic are not to be feared (a). 


2413. A peculiar mode of applying Cosmr’s powder has been proposed 
by Hetumunp (0). The diseased parts are to be carefully cleansed, either 
by washing with water, or if there be a crust, by loosening and removing 
it with a spatula. The diseased part is then, according to its form, to 
be dressed with pledgets of very fine soft lint, spread with arsenical 
ointment (1), as thick as a card. ‘The pledgets are to be applied singly to 


(a) Barraup Riorrey, New Treatment of Ma- (b) BrerscuuEr, Acte zusammengest ; in Rust’s 
lignant Diseases and Cancer without Excision. Magazin, vol. xix. p. 55. 
London, 1836. 
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the different depths of the ulcer, and very closely pressed with the probe, 
so that they may be well applied, and extend beyond the edges of the sore 
about two lines, or if there be only spots, upon the surrounding healthy skin. 
If the edges of the ulcer be much swollen, it is necessary to apply the 
arsenical ointment, first upon them, and then to put on the pledget. In 
this way the dressing is to be applied once a day, and each time the 
sloughs must be removed. Shortly after the application of the ointment 
a burning is felt, which soon amounts to pain, that often becomes severe. 
According to the degree of pain, and the inflammation in the immediate 
neighbourhood, it must be determined whether the salve should be made more 
active by the addition of Cosmn’s powder (2), or made milder by mixing 
with it resin ointment. On the third or fourth day, the pain, swelling, 
and redness gradually diminish; but the ulcer, which has increased’ in 
size, assumes a foul appearance. Its fungous and lard-like bottom, which 
secretes a sort of pus, begins on the fourth or fifth day to become putrescent, 
or to secret a thin ichor. On the fifth or sixth day, this is changed into a 
soft, moist slough, which cannot be removed like the slough of an abscess, 
but must be again covered with the arsenical ointment. According as this 
treatment proceeds, too rapidly or too slowly, the arsenical ointment must be 
rendered weaker or stronger. When, on the sixth or seventh day, this 
white, felt-like slough has been completely formed, the sore must be 
dressed in the same way as before, daily, with balsamic ointment (8), spread 
as thin as the back of a knife upon lint or linen. On the ninth or tenth 
day, the line of separation forms and spreads around the whole slough, 
which on the fourteenth or fifteenth day is thrown off, and the wound ex- 
hibits a healthy suppurating surface. _ If this surface retain its healthy 
condition, it must be dressed, till cured, with the balsamic ointment ; but 
if any one part still have a foul appearance, the arsenical ointment must 
be applied to it for two or three days, and when it is in this way brought 
into a putrescent state, without a slough being formed, it must be again 
dressed with the balsamic salve. 

(1) This ointment is composed of one dram of Cosmr’s powder and an ounce of the 
narcotico-balsamic ointment, well mixed together. ; 

(2) Hetitmunv’s receipt for this powder is, two scruples of white arsenic, twelve 
grains of charcoal, sixteen grains of dragon’s blood, and two drams of cinnabar, well 
powdered and mixed. 

(3) The narcotico-balsamic ointment is made with black Peruvian balsam and extract 
of henbane, half an ounce each, four scruples of acetate of lead, forty minims of tinc- 
ture of opium, and four ounces of wax ointment, well rubbed together. 

2414. The length of time occupied by this treatment varies; most 
commonly, however, it does not exceed thirty or forty days, during which, 
no particular diet is necessary. In scrofulous and herpetic dyscrasy, the 
remedies already indicated are employed. In erythetic persons, the inflam- 
mation and fever are often so great, that special treatment is requisite. I 
have several times noticed, during the use of arsenical ointment, violent 
pains in the belly, and diarrhea, which I could not, at least, ascribe to 
other causes. I can confirm, from numerous cases in my own practice, 
the advantageous effect of this mode of treatment. The gradual and pro- 
gressive effect which may be increased or diminished at pleasure, and the 
fact, that it can be applied to deep parts and places where Cosmx’s powder 
cannot well be used, are the advantages of this method. In caneer of the 
skin, in eating and sloughing spots, it is specially efficient ; in some cases of 
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cancer of the breast, it may be very curative; in fungous cancer, it has 
not any effect at all (a). 

2415. If cancerous degeneration appear after repeated removal, or 
repeated application of caustic, or if the cancer be so situated that these 
modes of treatment are not applicable, we are restricted to the internal and 
external use of such remedies as specially act, partly against the local, and 
partly against the general symptoms, which arise from the absorption of 
the cancerous poison. ‘To the former belong the internal use of arsenic, 
belladonna, cicuta, and digitalis, of cherry bay water, mercury, calendula, 
carbonate of iron, hydro-chloride of gold, fucus helminthocorton, iodide of 
potash, and the like. For external application, weak solution of arsenic, 
poultices of cicuta, belladonna, digitalis, calendula, of carrots with bichlo- 
ride of mercury, and of yeast poultices, powdered charcoal, lime water, 
solutions of narcotic extracts, leeches, liquor of ammonia diluted with water, 
expressed juice of onopordon acanthium, sulphuret of potash, carbonate 
or phosphate of iron, made into a paste with water, and continued gradu- 
ally increasing pressure. With this treatment, the mode of living must 
also be attended to, animal food must be avoided, and milk or vegetable 
diet ordered. 

2416. In order to diminish the severe pain of an open cancer, the 
already mentioned narcotics, opium, belladonna, and hyoscyamus, partly 
serve. According to my experience, a solution of sulphuret of potash, in 
rose water, with the addition of extract of hyoscyamus, applied lukewarm, 
on napkins, is very beneficial for relieving the pain. 

2417. When any part of an ulcer passes into a cancerous state in conse- 
quence of constant irritation, improper treatment, and the like, a soothing 
antiphlogistic treatment, as repeated leeching, warm fomentations, and 
poultices, quietude, and the like, must be employed, together with attention 
to the existing constitutional affection (6). 


A.—OF CANCER OF THE LIPS AND CHEEKS. 


2418. Cancer occurs only on the lower lip, at least I have never seen it 
as a primary affection on the upper lip. It appears either as a scabby or 
ulcerated spot, which gradually spreads, throws out fungous growths, and 
the like, or forms a hard shapeless swelling of the lip, which enlarges, 
becomes very painful, and breaks. It spreads gradually upon the skin of 
the chin, the mucous membrane of the mouth, the gums, the glands below 
the jaw, and destroys the entire lip and the bone. 


The above described twofold mode of the production of cancer of the lip has been 
proved, by numerous microscopical observations I have instituted, to be true cancer, 
and hypertrophy of the natural tissues of the lip. In the latter, the papille of the cutis 
were hypertrophic, and very considerably lengthened. Whilst upon the whole surface of 
the papilla, a plaster of epithelial cells had been formed, which continually grew, and 
were thrown off as scales; so was each papilla surrounded at its extremity with a thick 
sheath of epidermis, and thus a cylinder was formed, into which the base of the papilla, 
often capable of being drawn like a thread out of its sheath, entered. These cylinders, 
at first close to each other, were pushed apart by the scaling, though still held together 
on the surface by a layer of epidermal scales. In many cases, the epithelium formation 
was very great, and presented an appearance nearly allied to warts and condylomata. 


a) Curtis ; in Heidelb. klinisch. Annalen, vol. iii, 
i Henry Ears, On the influence of Local Irritation in the production of diseases resembling 
Cancer ; in Med.-Chir. Trans., vol. xii. p. 284, 
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Ulcers on the lips are often malignant, without being cancerous; as the continual 
movement of the lips, and the flow of spittle and the like, prevent their healing, and 
keep up constant irritation. Syphilitic sores on the lips often assume a malignant 
character; they mostly begin with a vesicle which bursts, and the ulceration spreads 
from the skin to the other tissues. Not unfrequently, also, ill-conditioned ulcers are 
kept up by bad teeth (a). 

2419. The only efficient mode of treating cancer of the lip is, the 
removal of the diseased parts by cutting them out; and this is pre- 
ferable to the use of caustic. The operation is only contraindicated 
when the cancerous degeneration has spread considerably on the inside of 
the mouth, the submaxillary glands and so on, which render the complete 
removal of the disease impossible. The mode of operating varies accord- 
ing to the extent of the cancer. 

2420. If the cancer do not spread down beyond the red part of the lip, 
and only affect more or less of the edge of the lip, it is best whilst holding 
the diseased part with the left hand, or with GRAEFE’s entropium-for- 
ceps, and pulling it well up, to cut it off through the healthy part, by 
a slight sweeping cut with a pair of scissors curved towards their surface. 
The spouting labial arteries are to tied or twisted, and the wound 
covered with a sponge dipped in cold water till the bleeding ceases en- 
tirely. German tinder is then to be applied, and when after three or 
four days, suppuration is set up, a linen rag dipped in lukewarm water 
should be put on till the scarring is complete. In from ten to twelve 
days a linear scar is formed by the union of the mucous membrane of the 
mouth with the external skin, in consequence of which the lip draws up, 
so that in great loss of substance the alveolar process and teeth are more 
or less completely covered again; but in less loss of substance there is 
scarcely any noticeable depression of the lip remaining, as my numerous 
cases have proved. The ordinary way of removing the cancerous part by 
two cuts meeting at an angle, causes in these cases a great loss of sub- 
stance (6). 

[ Notwithstanding CHELIus’s recommendation, I think the old method of treating 
these cases with the angular cut is safest; the depth to which the cut should be made 
of course will depend on the extent of the disease.—J. F. 8.] 

2421. If the cancer have spread down beyond the red edge of the lip, 
the whole degenerated part must be removed by two cuts which should 
meet at an acute angle. In doing this an assistant steadies the lip with 
his fingers on both sides, compressing the coronary arteries at the same 
time. The operator with the thumb and forefinger of the left hand grasps 
the diseased part, lifts it up a little, places the knife upon the edge of the 
lip, carries it obliquely downwards and inwards, and then makes another 
cut in the same way on the other side, so that a Y shaped piece is cut out. 
Its connexion with the gums and chin is then divided, the spouting 
vessels twisted or tied, and the edges of the wound brought together as 
in the operation for hare-lip with the twisted suture (par. 727); in 
doing which the bleeding is generally stopped without any ligature. 

If the cancer spread from the corner of the mouth over the upper lip, 
the corner must be removed with a semilunar or an angular cut, and 
afterwards the YW shaped cut must be made downwards. ‘The wound at 
the corner of the mouth is first to be brought together horizontally or 
obliquely, and then the remaining wound readily meets. 


(2) Earte, above cited, p. 271.—Cuetivs; in (b) RicuERranD, Histoire des Progrés récens de 
Heidelb, klin. Ann., vol. iii. la Chirurgie, p. 218. 
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The extensibility of the lip, especially when separated to a great extent 
from the gums and jaw, permits its union even in cases of enormous loss 
of substance, and gradually gets rid of the considerable deformity often 
at first present. 

2422. When, therefore, even in very widely-extended cancer of the 
lip there is great loss of substance, usually by close attention to the above 
points, the bringing together of the lip is possible, and the at first much 
opposed drawing together and deformity of the mouth gradually ceases (a). 
Cutting into the corner of the mouth for the purpose of increasing its 
aperture, as by some recommended, is not only useless, but even prevents 
the due extensibility of the parts concerned by producing a hard scar. 
But when the loss of substance on cutting out a cancer of the lip is so 
great that the edges cannot be brought together, nothing remains but to 
make a new lower lip (Chiloplasty). 

2423. The different methods and proposals for forming an underlip 
may be arranged in the following way; jirst, the Italian mode of 
Chiloplasty, by transplanting the skin of the arm (TAGL1acozzI, VON 
GRAEFE;) second, the Indian mode of Chiloplasty (DeLrrcu (6), 
Textor (c), Duruyrren) (d), in which a piece, corresponding in size to 
that lost, is taken from the skin of the neck, turned round and united 
with the edges of the wound; third, separation of the neighbouring skin, 
and adroitly bringing together the cut and uniting it in different ways ; 
a. CHOPART’S method in which a vertical cut is made on each side of the 
cancer, extending down below the edge of the chin; the cancer is then 
removed with a transversely-curved cut, the flaps raised to the height 
of the edge of the lip and there fastened, the head being at the same 
time kept bowed forwards. The method of Roux pr Sr. MaxrMn (e) 
corresponds with this, as do also those of BLANDIN and SERRE (f), the 
latter of whom endeavours to preserve the mucous membrane of the 
mouth, and with it to cover the upper edge of the wound. 3. DrerFren- 
BACH’S (g) method is the following ; after the cancer has been removed, 
the soft parts are separated to sufficient extent from the gums and lower 
jaw on either side; then, for the purpose of relaxing the edges of the 
wound, two side cuts are made into the mouth itself; or by drawing 
together the soft parts from either side, a horizontal cut outwards being 
made at each corner of the mouth, and then a vertical cut carried down 
to the edge of the jaw The two flaps are now drawn together 
in the middle and united with the twisted suture; their outer angles con- 
nected with the corners of the mouth, and the upper edge sewn with 
several interrupted sutures to the mucous membrane. y. By Buastrus’s (h) 
method, after the cancerous parts have been removed by a semilunar cut 
from each corner of the mouth, uniting in an angle below the chin, a cut 
is made beginning from the right edge of the wound, about half an inch 
above the edge of the jaw, and carried a good thumb’s breadth down- 


(a) CuEtrus, Gelungene Lippen und Nasen- (f) Serre ; in Gazette Médicale de Paris, vol. iii. 
bildung an dem selben subjecte; in Heidelb. p- 238. 1835. No.15. | 
klin. Annal., vol. vi. part iv. (g) Rost, Dissert. de Chiloplastice et Stomato- 


tischen Chirurgie, p 419.—BaumeGaArtTeEn, Dissert. 


(b) Chirurgie Clinique de Montpellier, vol. ii. poesi. Lips., 1837.—Zxr1s, Handbuch der plas- 
p. 987. 


(c) Oxen’s Isis, vol. xxi.; p. 496. 1828. 

(d) Difformite corrigee par la transport d’une 
partie du corps sur une autre; in Révue Médicale, 
1830, vol. jii. p. 283. 

(e) Vetpeav, Nouveaux Elemens de Médecine 
Operatoire, vol. ii. p. 33. 


de Chiloplastice et Stomatopoesi. Lips., 1837. 

(A) Klinische Zeitschrift fiir Chirurgie und 
Augenbeilkunde, vol. i. p. 387. Halle, 1836.— 
von Ammon und Baumoearten, Die plastische 
Chirurgie nach ihren bisherigen Leistungen, p. 
129. Berlin, 1842. 
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wards, again brought up in a curve to the edge of the jaw, and continued 
along it to the edge of the m. masseter. This flap is now to be separated 
from the jaw, and afterwards a like one having been made on the left side, 
both are to be drawn inwards and upwards, so that they replace the lower 
lip, and are then brought together with the twisted suture. Both angles 
formed by the soft parts on the sides of the chin are now to be dissected 
up, and so drawn upwards and towards each other that they touch the line 
of union of the new underlip, and the lower edge of the latter is brought 
into immediate connexion with the raised skin, in which position the 
edges of the wound are to be kept together partly by the twisted and 
partly by the interrupted suture, the head being at the same time bent 
downwards. 

2424. In considering these different methods and performances of Chi- 
loplasty, with the exception of the very difficult and in its consequence 
uncertain Italian transplantation, it must be remembered that in the inser- 
tion of a flap turned round from the skin of the neck, as well as in the 
mere drawing up of the separated flaps, the bare part of the jaw indeed 
may be covered, but generally the upper edge of the skin which is firmly 
connected to the bone, puckers together, rolls inwards, irritates by the 
growth of the beard, and can only assume in some degree a natural ap- 
pearance, if it be possible to stitch it to the mucous membrane of the 
mouth. These circumstances apply in like manner, though in less degree, 
to Buasius’s method; and are most favourable in DIEFFENBACH’S ope- 
ration ; but it is very bad when the side flaps on drawing together do not 
meet each other, either at the corner of the mouth, or are destroyed by 
gangrene. In the closure of the side openings, under both operations, 
nature is very active, and may be assisted by touching with lunar caustic 
or by making little side cuts (a). 

2425. If the cancer of the lip have extended to the bone or have arisen 
from the bone itself, under which circumstances the use of caustic, of the 
actual cautery and the like, in general merely increase the mischief, the 
only remaining remedy is the removal of the chin first practised by Dra- 
DERICK and DupuyTREN. In order that this operation should be suc- 
cessful, the skin must be healthy to such distance that it is possible to 
cover the part where the bone has been sawn off; and the swelling of the 
neighbouring glands and the signs of general cancerous dyscrasy do 
not particularly forbid such operation. ‘The mode of proceeding will be 
hereafter considered when the removal of the lower jaw is treated of. It 
is further to be remarked that in cases where the bone is not diseased, its 
removal, however, may be requisite, for the purpose of obtaining room 
to bring the soft parts together (Roux). 

2426. In cancer of the cheeks and other parts of the face, its destruction 
is commonly undertaken with Cosmr’s powder; where however the seat 
and nature of the disease permits it being cut off, that method is most 
proper. 


B.—OF CANCER OF THE TONGUE, 


2427. Cancer of the tongue commonly begins with a hard circum- 
scribed swelling at one side or other of that organ; there is lancinating 
pain; the swelling breaks and quickly spreads with the peculiar characters 


(a) Zxts, above cited, p, 426. 
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of cancerous ulceration. Various swellings and ulcers which occur on 
the tongue, very often assume a malignant appearance; the loose tissue 
of the tongue, its continual moisture from the spittle, and pointed, decayed 
teeth very commonly keep up stubborn sores. Not unfrequentiy the 
papille on the dorsum lingue enlarge and form fungous excrescences. 
Syphilitic ulcers of the tongue commonly degenerate into cancer. 

2428. The prognosis depends on the seat of the disease, its extent and 
cause. If an ulcer of the tongue have assumed, in consequence of con- 
tinual irritation or improper treatment, an ill-conditioned character, it 
may often be cured by proper local and general treatment; to which 
treatment the Surgeon is restricted in those cases of ulcerated cancer 
which are beyond the reach of any operation. 

Every irritant, every mischievously projecting, irregular, or sharp tooth, 
must be removed, the tongue protected by covering the other teeth with 
wax, talking.entirely forbidden, the mouth often cleansed with lukewarm 
water, or a solution of extract of hemlock with honey, only bland food 
taken, and in bad cases all solid food avoided. If the glands beneath the 
chin be swollen, or the ulcer very irritable, leeches must be applied 
repeatedly. The patient should frequently during the day hold carrot- 
pulp in his mouth, which operates partly as a fomentation, and partly as 
it has the effect of completely preventing the patient from talking and 
moving his tongue. Instead of the application of a solution of lunar 
caustic, or of dilute hydrochloric acid, three to four drops in an ounce of 
water, and sometimes a solution of arsenic, as recommended by HENRY 
EARLE (a), I employ mild soothing remedies with the best effect. Ex- 
tract of hemlock in increasing doses may be given internally. For sy- 
philitic ulcers, mercurial treatment, and ZirrMann’s decoction may be 
employed, and in other cases, the several preparations of gold. If by 
these remedies the progress of the ulcer cannot be checked, it is decidedly 
cancerous; or if there be a scirrhous swelling, the removing of the dege- 
nerated part is necessary, provided that no general dyscrasic disease keep 
up the affection of the tongue, that it be not degenerated at the root, and 
that the neighbouring glands and tonsils be not affected. It must, how- 
ever, be remarked, in reference to the last point, that the application of 
many leeches at first and of a few afterwards, often disperses this swel- 
ling (6). 

HeyreLpeEr (c) thinks that in scirrhous hardening of the tip of the tongue, the 
operation may be deferred as long as there is no trace of transition into cancer. 

2429. The removal of the cancerous part of the tongue is managed in the 
same way as the operation for shortening a very large tongue (par. 2162) ; 
it differs, however, according to the seat and extent of the cancerous de- 
generation. The patient seated ona stool, and having his head fixed by an 
assistant standing behind him, protrudes the tongue as far as possible, which 
is then to be held with the assistant’s fingers covered with linen, or with a 
pair of polyp-forceps, with which the back of the tongue is grasped, firmly 
pressed together and fixed ; the diseased part is to be held with the fingers 
or with a pair of hook-forceps, a hook ora thread passed through it. The 
degenerated part being now drawn forwards, is to be cut off with a bis- 
toury, or what is better with the kneed or CooreEr’s scissors ; the direction 

@ Above cited, p. 285. p- 69.—Jar@er, De exstirpatione Lingue. Erlan- 


b) Lisrranc; in Revue Médicale, 1827. vol. ii. gen, 1832. 
(c) Ueber Zungenkrebs; in Studien im Gebiet eder Heilwissenschaft, vol. i. p. 183. 
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and shape of the cut being decided by the seat and shape of the disease. 
When the ulcer or the scirrhus is not large, specially if it be on the tip 
of the tongue, it may be removed by two cuts connected at an angle, so 
that the wound may be brought together with suture; although Hry- 
FELDER holds it better not to effect the union this way, but to leave it to 
nature. If the cancer be on one side of the tongue, that organ must be 
divided by a cut lengthways, and a second cut made transversely or obli- 
quely behind the degenerated part. If the disease extend far back, it is 
necessary first to divide the cut on the corresponding side to obtain more 
room. If the tongue be degenerated throughout its whole thickness and 
far back, the cheek must also be first divided, and when the tongue has 
been properly protruded and fixed, it must be cut off with two strokes 
with CoorEr’s scissors from the side towards the middle. The bleeding 
which always accompanies this operation must be stopped as far as pos- 
sible by ligature, by styptics, by pieces of ice held in the mouth, by 
solution of alum, or by the actual cautery. The edges of the wound are 
then to be carefully examined, and every hard knot or diseased part seized 
with the hook or forceps, and removed with the scissors. 

The after-treatment must, according to the degree of the ensuing inflam- 
mation, be more or less antiphlogistic ; the patient must not talk, and 
only eat mild nourishing broth. When suppuration takes place, bland 
mouth-washes must be used. If the suppurating part assume a bad ap- 
pearance, it must be touched with caustic, or with the actual cautery, 
and at the same time a corresponding general treatment employed. 

After the cure, the speech is more or less affected, according as more 
or less of the tongue has been removed ; it, however, gradually improves 
if the lost part have not been very great. 

Fungous growths of the tongue must be cut off at their base, either 
immediately or after the application of a ligature around the tongue, and 
the bleeding surface touched with the actual cautery (a). 

Tying the lingual arteries (par. 1444) which has been proposed for the special object 
of preventing bleeding in cutting off the tongue, is partly on account of its great danger 
and difficulty in stout persons, improper, but specially so, because experience has shown 
that even in deep removal of the tongue the bleeding may be stanched by ligature and 
other remedies. JAEGER, for these reasons, thinks it required only in cases of consi- 
derable varicose or aneurysmatic affections of the tongue, or in its total removal, when 
the remainder of the tongue cannot be laid hold of. 

2430. The removal of the tongue by tying, which is done either with a 
single ligature, or with a double thread, passed through with a needle, and 
tied on both sides, is indeed a security against bleeding, but the painfulness 
of this method, the inconvenience caused by the swelling of the tongue, 
by its sloughing and the like, generally leads to the preference of removal 
by cutting; cases, however, may occur, where a mixed treatment may be 
requisite. If, for instance, the tongue be diseased far back on one side, 
the diseased may be separated from the healthy part by a cut extending 
sufficiently far back, the diseased mass drawn forwards with the forceps, and 
a ligature applied with the loop-drawer, at the root of the degeneration (6). 
Otherwise, experience shows, that in such cases, the removal by cutting 
has favourable results (¢). 


(a) von WattueER; in his Journal fir Chirurgie qu’il prend 4 la formation de la parole; in Revue 
und Augenheilkunde, vol. v. p. 210.—JAEGER, Médicale, 1832. vol. ii. p. 384. 
above cited.—Denrecn, Sur un Cas de Cancer de (b) Lisrranc, above cited. 
la Langue, qui a entrainé la perte totale de cet (c) JAEGER, above cited.—Kx1cHer, Ueber par- 
organe, et qui a fourni l’occasion d’étudier la part tielle und totale Exstirpation der Zunge ; in Rust’s 
Magazin, vol. xlvi. part ii. 
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As Croquet had previously opened the bottom of the mouth for the introduction of 
a ligature, so Mrrautr (a) proceeded in a case, in which he had fruitlessly endeavoured 
to find the lingual artery on one side, although he had taken it up, with difficulty, on the 
other, after which, the tumour diminished, but increased again. He made a cut from 
the chin to the tongue-bone, directly in the space between the m. geniohyoidet, through 
which he pierced the tongue at the middle of its base, and surrounded the left half with 
a ligature, the ends of which hung down from the neck, and were there tied. Afterwards 
he tied the other half. If thus tied at two different times, the cancer may be cured 
without mortification of the tongue, which retains its shape and activity. According 
to Mrravtt, the cut into the bottom of the mouth is assisted, if the tongue be drawn 
well forward with a hook, and a needle curved sideways with a handle, like Desautr’s 
aneurysmal needle, be thrust through the middle line of the tongue from above, down- 
wards, so that its point protrude below, at the part where the tie is to be made; the 
one end of the thread is now to be held fast, the needle with the other end drawn back, 
and then the threads tied. 

With Mrrav.t’s, agrees the practice of ReGNour (b) for removal of the tongue. He 
made three cuts in the form of T from the lower edge of the point of the chin to the 
tongue-bone, and on either side to the front edge of the m. masseter. The skin, cellular 
tissue, and m. platysma myoides, were dissected off, a pointed straight bistoury thrust 
behind the chin from above downwards, the insertion of the m. geniohyoidei and genio- 
glosst were cut through, and the mucous membrane of the mouth divided. With a button- 
ended bistoury, the insertions of the m. digastrict and mylohyoidei, and the mucous mem- 
brane of the mouth were now cut through up to the pillars of the soft palate. After tying 
a few vessels, the tip of the tongue was seized with Musrux’s forceps, and drawn down 
to the lower opening, so that the whole tongue was seen on the front of the neck, and 
pulled well down with the fingers. Several ligatures were now applied with a long 
curved needle around the root of the tongue; the tongue cut off with a small pair of 
shears in front of the ligature; its stump returned into the cavity of the mouth, and 
the wound closed. Ice was put into the mouth to keep down the inflammation. 

[Arnott (c) has also performed this operation for a malignant tumour of the tongue 
of a girl of fifteen, which was as large as a pullet’s egg, projected from the upper 
and under surface at its right side from nearly half an inch of its apex to the isthmus 
Jaucium, and protruded at the edge between the teeth. “The head being slightly 
extended, and the os hyoides felt, an incision was made over it, upwards and forwards, 
an inch and a half in length, on the mesial line, through the skin, cellular substance, 
and raphe of the mylothyoid muscles. With the edge of the knife, but chiefly by its 
handle, way was made for the finger between the two genio-hyoid and the two genio- 
glossal muscles. A tenaculum was next passed through the apex of the tongue, by 
means of which it was drawn out of the mouth, and held so during the subsequent part 
of the operation. Into the wound in the neck a strong needle, with an eye at the point, 
in a fixed handle, was now conducted and passed through the basis of the tongue 
into the pharynx a little to the left of the mesial line: the loop of ligature which 
it carried was then, by means of a blunt hook drawn forwards out of the mouth, and 
the needle withdrawn from the wound over one of the ends. The loop being cut, two 
ligatures were obtained ; one of these was placed along the upper surface of the tongue, 
so as to bound the disease on its left side, and carried through the apex of the tongue, 
from above downwards, by means of a large curved needle, through which the oral end 
of the other ligature was now also passed. Fixed in a porte-aiquille, this needle was 
next carried through the floor of the mouth, immediately behind the last molar tooth, 
on the right side, directed at first, and for the greater part of its course, perpendicularly 
downwards, then inclined mesial, and brought out at the incision in the neck. There 
were thus two ligatures, the four ends of which being out of this wound: one of the 
loops was so disposed as to encircle the right half of the tumour ; the other was placed 
longitudinally on the upper surface of the tongue, longitudinally and obliquely below. 
Being tied, (and this was done as tightly as possible,) the diseased mass was circum- 
scribed posteriorly, laterally, and, in some measure, inferiorly. A third ligature was 
now passed through the fore part of the tongue, so as to isolate, at this part, the 
diseased from the healthy structure.” (p. 23-25.) This proceeding fixed the tongue in 
the mouth, and she became unable to articulate or swallow. She was fed for a fort- 
night on milk by an elastic catheter passed along the left side of the tongue into the 
esophagus. The swelling of the sound part of the tongue, and the salivation which 


(a) Gazette Médicale de Paris, vol. ii. p. 507. (b) pis rh delle Scienze Mediche. Jan., 
1 


1834. August. No. 32. 1839. No. 181. 
(c) Med.-Chir. Trans., vol. xxii. 1839. 
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ensued, were moderated by active purging. On the second day, “the circumscribed 
portion of the tongue was black and pulpy, and portions of it began to separate. This 
continued until the fifth day, when, on removing some of these, I discovered that 
the sloughing was confined to the surface, and that the more soft part of the tumour 
underneath was still alive, as it bled on being scratched. I endeavoured to complete 
the strangulation by carrying a canula over the ligatures, hanging out of the wound 
of the neck up towards the root of the tongue, and tightening these afterwards by 
twisting and maintaining them so, but without a_ successful result.” * * * “ On the 
- eleventh day the diseased was completely separated from the sound half of the tongue 
by a deep trench, so «» to give it a truly bifid character, and the trench was continued 
across the basis, seeming to extend through the whole thickness of the part. * * * 
Reunion by granulation had commenced between the diseased_and sound portions of 
the tongue, but this was easily broken down by the probe. It was now evident that 
the former part derived some vascular supply from below, and the following method 
was employed to cut this off. A loop of silver wire, properly bent, was passed over it 
from the mouth, carried and depressed into the trench already mentioned as surround- 
ing it, and being drawn forwards, the diseased part was found to be placed completely 
above the level of the loop. The two ends of the wire were next passed through 
a double polypus-canula, and this being carried home under the tumour, to what 
may now be considered its neck, the ligatures were tightened, the death of the part 
effected, separation ensuing on the fifth day, (the seventeenth from the first opera- 
tion.”) (p. 23-28). The case succeeded completely, and at present, Oct. 1846, she is 
quite well.] 
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KaurscHMIep, De Tumore Glandule Parotidis feliciter exstirpato. Jena, 1752. 
SreporD, C!, Parotidis scirrhose feliciter exstirpate Historia. Erford., 1781. 
—, (Resp. OrTH.,) Dissert. de Scirrho Parotidis. Wirceburg, 1793. 
SrepotD, B., Historia Systematis Salivalis, p. 151. Jen, 1797. 
Ontx, Erfahrungen ueber die Ausrottung der Ohrspeicheldriise; in Zeitschrift fir 
Natur- und Heilkunde, vol. i. parti. Dresden, 1819. 


Kiet, Ueber die Ausrottung mehrere Geschwiilste, besondes der Schild- und Orspeich- 
eldriise; in VON GRAEFE und VON WALTHER’s Journal fiir Chirurgie und Augenheil- 
kunde, vol. i. p. 106. 1820. 


Kye, (Presid. WALTHER, ) Dissert. de Induratione et Exstirpatione Glandule Parotidis. 
Bonne, 1822. 

BRAAMBERG, Dissert. de Exstirpatione Glandule Parotidis et Submaxillaris. Groning., 
1829. 4to. 

2431. The parotid gland is subject to a variety of degenerations of its 
tissue, by which its size is increased, and a larger or smaller swelling is 
produced. It may be the seat of induration, of a sarcomatous degenera- 
tion, of scirrhus and cancer, and of medullary fungus. Eneysted tumours 
in the tissue of the parotid, or in its neighbourhood, as well as swellings of 
the neighbouring glands, may be easily mistaken for a swelling of the 
parotid itself. 

2432. The swelling of the parotid is characterized by there being always 
a circumscribed tumour between the mastoid process and the ascending 
branch of the lower jaw, which lifts the ear up, and enlarges in a more or 
less irregular, oftentimes egg-shaped or pyramidal form. The axis of the 
swelling always corresponds to a straight line, continued from the mastoid 
process towards the angle of the lower jaw, or little deviating therefrom, 
if the swelling be not very large; and it forms a pyramid, the base of 
which lies upon the ascending plate of the jaw, but its apex projects freely. 

2433. The following circumstances serve for the closer distinction of 
the several tumours of the parotid gland. Scirrhus forms a swelling not 
very bulky, of stony hardness, irregular on its surface, having clefts and 


CANCER OF THE PAROTID GLAND. 781 


globular projections, almost immovable, protruding little externally, though 
it spreads rather deeply, compresses the vessels and nerves, and declares its 
cancerous nature by the lancinating pain. Jnduration of the parotid 
remains after previous inflammation, ( par. 141,) feels less hard and uneven 
than seirrhus, and shows no sign of concealed cancer. In sarcomatous 
degeneration, the swelling is softer than in seirrhus or induration, its 
growth is rather quick, it is movable, and may also be raised from below, 
Medullary fungus of the parotid forms a swelling which quickly attains an 
enormous size, and from whence, on its bursting, fungous growths arise, 
and bleedings frequently occur. 

2434. From the above-mentioned swellings of the parotid gland, encysted 
tumours, which are developed in the parenchyma, or on the covering of 
the gland are distinguished by having mostly a roundish form and regular 
surface ; their front surface is often compressed ; they are not developed 
equally ; they feel soft, and fluctuate indistinctly. In tumours of the 
absorbent glands, there are always several swollen at the same time, the 
swellings are softer, and there is a general appearance of scrofulous disease. 
Tumours of the submaxillary glands are distinguished from those of the 
parotid by the seat of their development. 

2435. In scirrhus, as well as in medullary fungus of the parotid, 
removal is the only remedy, though a doubtful one. Various means 
have been advised for the dispersion of induration, as hemlock, antimony, 
mercury, barytes, and iodine; for external application, mercurial, or iodic 
ointments, poultices, dry bags of hemlock, hyoscyamus, belladonna, stra- 
monium, softening steam of these herbs, dispersing plasters. In sarcoma- 
tous swellings of the parotid, perhaps some decrease may be effected by 
repeated applications of leeches, by issues on the tumour, or in its neigh- 
bourhood, and by a seton drawn through the tumour. These means lessen 
the increased nourishment of the swelling, by the inflammation excited 
by the seton producing obliteration of the vessels, and the swelling is de- 
stroyed by the suppuration. Such modes of treatment, however, can only 
be employed with the hope of a favourable issue in cases of not long 
standing degeneration of the parotid, and when it has little increased in 
size. It must, however, be remembered, that attempts at dispersion may 
cause a quicker growth of induration. When in sarcomatous degeneration, 
the vessels are very numerous, the introduction of a seton may_produce 
great bleeding. 

2436. The removal of the parotid gland belongs to the most difficult 
and dangerous operations, and is by many considered totally unpermis- 
sible, as the close connexion of the gland with the important neighbouring 
parts, renders necessary the wounding of very important vessels and nerves, 
hence the danger of bleeding, and of fatal nervous symptoms ; besides, the 
swelling of the parotid, in ordinary cases, is productive of no danger, and 
is not cancerous (a). Experience has repeatedly proved the possibility of 
extirpating the parotid without the occurrence of these accidents. 

The parotid gland is covered witha fibrous capsule; if this be not 
adherent to the tumour, and if during the operation it can be spared, the 
removal is far easier and less dangerous than when the capsule and tumour 
are united. The vessels which may be wounded during the operation are, 
the temporal, anterior aural, transverse facial, and external maxillary 
arteries or their branches, which are often considerably enlarged, and even 


(a) Ricuter, Anfangsgriinde, vol. iv. par. 401, 402. 
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the carotid artery itself, which is often completely enclosed in the parotid 
gland. If the Surgeon operate with due care, and with intimate knowledge 
of the parts, he may almost always avoid injuring the trunks of these 
arteries; even, however, if one or other be wounded, fatal bleeding may 
be prevented by one or other of the under-mentioned remedies. Numerous 
twigs from the third branch of the fifth pair, the communicating facial, 
and from the third pair of cervical nerves must indeed be cut through in 
removing the parotid, but the trunk of the facial nerve is not necessarily 
divided (a). 

The removal of a scirrhous tumour of the parotid gland is always most 
difficult and dangerous, because it is firmly connected with the surrounding 
parts, and if any of the disease be left, no cure can be expected. In 
induration and sarcoma the tumour is more movable, the surrounding 
capsule may therefore be left alone, and does not at all interfere. 

ALLAN Burns (5) believes that in all cases where the parotid has been held to have 
been removed, it was not the gland itself, but a diseased conglobate gland, of which there 
are commonly two accompanying the parotid, the one under the lobe of the parotid, and 
the other on its middle, and lying opposite the division of the external carotid, into maxil- 
lary and temporal arteries. The former is not so deep, and is simply covered with the 
cervical fascia and the lobe of the parotid. Burns attempted the removal of the parotid 
on the dead body, but even there failed to remove all the diseased substance (c). 

2437. For the extirpation of the parotid gland, it is most convenient to 
lay the patient upon a narrow table covered with a mattress, in such way 
on the healthy side, with the head a little raised, that the light may readily 
fall upon the swelling. If the tumour be not very large, the skin covering 
it not connected with it, and not diseased, an assistant fixes the swelling on 
each side with his fingers, thrusting it upwards at the same time, and 
rendering the skin tense; a longitudinal cut must then be made through 
the skin from the mastoid process to the angle of the jaw. If the swelling 
be larger, a crucial cut must be made; and if the skin be attached and 
diseased, two semilunar cuts must be made and connected above and below, 
including the diseased skin. ‘The m. platysma myoides is to be next cut 
through, and all the spouting vessels tied. The skin must now be separated 
from the surface of the whole swelling; the fibrous capsule opened 
sufficiently, and the tumour shelled out with the fingers or with the handle 
of the scalpel. The blade of the knife must be only used with the greatest 
caution, for the purpose of separating the firmer connexions. During the 
operation, an assistant must constantly sprinkle cold water to keep the 
wound clear of blood, on which account, also, every spouting vessel should 
be immediately tied. In sarcoma, the substance of the swelling is often 
not of a sufficient firmness to permit it being at once shelled out with the 
finger ; it often tears, and the several parts must be removed piecemeal. 
When the fibrous capsule adheres to the gland, and cannot be freed, the 
separation of the tumour is exceedingly difficult, and requires the greatest 
caution. 

2438. When on separating the swelling at its hinder part, a very firm 
connexion of it to the carotid artery running behind, or through its 
substance, is perceived, a ligature may be applied round the tumour, after 
isolating as much as possible; or the trunk of the carotid artery may be 
tied, and the removal completed (d). When the tumour dips deeply, and 


(a) Kyu, above cited. (c) See also BERaRD, Maladies de la Glande 
(b) Surgical Anatomy of the Head and Neck, _ parotide et de la région parotidienne, Opérations, 
. 267. que ces Maladies reclament. Paris, 1 


P (d) Zane, Operationen, vol. ii. p. 618. 
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its close connexion with the carotid artery is suspected, that vessel may 
be tied some weeks before the extirpation, which will then be performed 
with greater safety. In many tumours of the parotid, the ligature of the 
artery will indeed cause, by the diminution of the flow of blood, such 
decrease of the size of the swelling as to render its removal super- 
fluous (@). 

The previously tying the carotid artery, which was performed by Goop1ap (b), 
does not ensure against bleeding, which quickly follows, from the numerous anastomoses 
and the quickly-restored collateral circulation. Thence LANGENBECK’s (c) advice, 
when, on account of the expansion of the vessels, or the firm connexion of the tumour, 
it is scarcely possible to avoid injuring the artery, first, to lay bare the artery, and 
include it in a ligature, which must be tightened if the vessel be injured, or the bleeding 
from its branches be great. I have, however, in one (case, where the carotid was 
closely connected with the swelling, avoided wounding it in the total removal of the 
tumour, by which the vessel was so perfectly exposed in the wound that I could raise 
it with my fingers, and in case of having wounded it, could have easily applied a 
ligature, 

2439. If, during the removal of the parotid gland, the carotid artery 
be wounded, it must be attempted to seize it with a hook, and tie it; but 
if this be not possible, the bleeding may, perhaps, be stanched by pressure 
with the fingers, or by plugging, which, at least, has been done on one 
case of wounded facial carotid with success (d); or the wounded part of 
the artery may be compressed, and the common trunk of the carotid 
artery tied at once. 

2440, After the extirpation is completed, the wound must be properly 
brought together, the ends of the ligatures carried out in the shortest 
direction, the edges of the wound carefully closed with sticking plaster, 
and the patient put to bed with his head a little raised, and inclined to 
the diseased side. ‘The accidents which may occur after the operation, as 
severe inflammation, nervous symptoms, after bleeding, and the like, 
require the ordinary treatment. 

I have, up to the present time, performed eight extirpations of the parotid gland, 
without any untoward accident resulting from the operation. 

Cases of extirpation of the parotid gland are related by 

PRIEGER ; in VON GRAEFE und von WALTHER’s Journal, vol. ii. p. 454; and in 
Roust’s Magazin, vol. xix. p. 303. 

BERENDTS; in the same, vol. xiii. p. 159. 

ScHMIDT; in the same, p. 312. 

WEINHOLD ; in Salzburger Medic.-Chirurg. Zeitung, vol. iv. p. 63. 1823. 

Beciarp ; in Archives Générales de Médecine. 1824, vol. iv. p. 62. 

Cue.tius; in Heidelb. klin. Annalen, vol. ii. p. ii. 

Kirsy, J., Additional Observations on the Treatment of certain severe forms of He. 
morrhoidal Excrescence, &c. Dublin, 1825. 8vo. 

Mc CLELLAN, G.; in American Medical Review and Journal. 1826. 
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Hetster, L., Dissert. de optima Cancrum Mammarum exstirpandi Ratione. 
Altorf., 1720. 

Tabor, (Pres. SERRURIER, ) Dissert. de Cancro Mammarum eumque novo exstirpandi 
*“methodo. Traj. ad Rhen., 1721. 


(a) Kyu, above cited, p. 18. : 
(6) Med.-Chir,. Trans., vol. vii. p.112. 1816. (d) Larrey, Memoires de Chirurgie Militaire, 
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VacHER, Dissertation sur le Cancer du Sein. Besancon, 1740. 

Pauuucct, N. J., Nouvelles Remarques sur la Lithotome, suivies, &c., et sur ?Ampu- 
tations des Mammelles. Paris, 1750. 8vo. 

De Havrvitxe, La Guérison du Cancer au Sein. Rouen, 1793. 

Apams, Observations on Cancerous Breast. London, 1803. 

Ruptorrrer, Abhandlung iiber die Operationsmethoden’sengesperrter Leisten und 
Schenkelbriiche, vol. i. p. 122, vol. ii. p, 334. 

Bett, CHaries, On the Varieties of Diseases comprehended under the name of 
Carcinoma Mamme ; in Med.-Chir. Trans., vol. xii. p. 713. 

Coorrr, AsTLEY, Lectures on Surgery, by TYRRELL, vol. il. p. 175. 
, Illustrations of the Diseases of the Breast. London, 1829. 4to, 

Benevicr, Bemerkungen iiber- die Krankheiten der Brust und Achseldriisen. 
Breslau, 1825. 


Cumtn, V., A general view of the Diseases of the Mamma, with cases of some of the 
more important affections of that gland; in Edinburgh Medical and Surgical Journal, 
vol. XXVli. p. 225. 1827. 


Bropis, Sir B. C., Lectures on Pathology and Surgery, above cited. 


2441. The breast-gland is most commonly affected with seirrhus ; but 
in men this occurs very rarely. As to its origin and progress, all that 
has been said generally on cancer of glands applies ; its development and 
course, however, present some differences. 

2442. Most commonly a hard lump, round and movable, arises with- 
out any previous cause, or after a blow, a squeeze, or the like; as it 
grows it becomes irregular and knobby ; a second and third lump is pro- 
duced, which seem connected together by strings of hardened cellular 
tissue. As these several lumps enlarge, they become molten into each 
other and with the gland, and spread especially towards the arm-pit. 
Passing, lancinating pains set in, which are not increased by pressure, and 
spread towards the shoulder, and over the arm. As the swelling in- 
creases, and the pain becomes more severe, they attack the skin, which 
assumes a channeled, scar-like appearance, and the sebaceous glands are 
often filled with a black substance. The skin becomes attached to the 
tumour, which rises considerably at one point, reddens, and thins; the 
veins swell, the nipple retracts, and instead of a prominence, exhibits a 
hollow. The skin at last breaks, and an ulcer forms, spreading in every 
direction, with hard, dusky red, glossy edges, and having a foul, sloughy 
bottom, though not with any very copious and offensively-smelling 
discharge; the ulcer is rather a deep cleft, without any fungous ex- 
crescences. The glands in the arm-pit, on the collar-bone, and the 
neighbourhood, swell up, if they have not so previously. At this time, 
often even earlier, before the breast has broken, the patient complains 
of rheumatic pains in different parts, especially in the loins and thighs: 
nutrition is much affected ; the countenance assumes a peculiar bad, 
earthy appearance, the arm of the affected side swells, and can no longer 
be moved from the body, and death follows, under the symptoms of hectic 
consumption already described. 

This form of cancer of the breast is sometimes developed with a scir- 
rhous inflammation, under which the whole breast swells; or there has 
been previous long existent hardening, or a milk-knot assumes the scir- 
rhous degeneration. 


_ [Bropre divides “scirrhous tumours of the breast into two classes: one where there 
is a conversion of the gland of the breast itself into the scirrhous structure, there 
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being no well-defined margin to it; the other, where there is a scirrhous tumour 


imbedded in what appears to be otherwise a healthy breast, as if it were altogether 
a new growth, there being a well-defined boundary to it.” (p. 195.) 

The latter of these, the course of which is above described by CneEttus, is the 
ordinary form of scirrhus ; the former is comparatively rare, and, as far as I have 
Seen, does not pass into ulceration; but the whole gland becomes converted into one 
hard stony mass, which retains the Shape of a plump, well-formed breast. It, in 
general, grows rapidly, and the glands in the arm-pit soon become affected by the 
disease, and the patient’s powers are worn out by its malignant effect upon the con- 
stitution, although it does not ulcerate, [ have, very recently, had two cases of this 
kind under my care, the one I have lost sight of, but the other is slowly sinking under 
the circumstances I have just mentioned. Bropre justly observes, that in such cases 
“ the operation not only never succeeds in making a permanent cure, but rather hastens 
the progress of the disease. The patient dies within two or three years, and probably 
much sooner, from an effusion of fluid into the cavity of the pleura.” (p.195.) I 
recollect having a case in which both breasts were affected by this general scirrhous 
enlargement, in addition to which nearly the whole of the skin covering the front of 
the chest was closely set with scirrhous tubercles of various size; but, in this case, both 
breasts and skin ulcerated superficially, and the patient died hectic, about three or four 
months after the ulceration had taken place.—J. F. S.] 

2443. Scirrhus of the breast frequently begins with a single lump at 
One particular part of the gland, and seems to stretch itself by a string- 
like process, towards the arm-pit. In the increasing enlargement, the 
whole gland of the breast is changed into a firm, elevated substance ; its 
surface is granular, the skin bluish-red, blackish-red, with a bluish tinge. 
The tumour quickly adheres to the skin and underlying parts, and stretches 
towards the glands of the arm-pit, which rarely fail to swell. The ulcer 
has a dirty bottom, red, hard, outturned edges, and hard knots are felt at 
various parts in and beneath the skin. The secretion of zchor in the sore 
is considerable, and very ill-smelling ; bleedings frequently occur, and 
death follows, under the above-mentioned symptoms. 

2444, Cancer of the breast not unfrequently is developed as skin- 
cancer. A lump, a wart, or a hard little mark appears at some one spot 
of the skin, which gradually reddens, and with lancinating pain, runs into 
ulceration. The ulcer spreads, with hard edges and bottom, after the 
manner of skin-cancer, more on the surface, and little in depth; it, how- 
ever, extends gradually to the glands. Swelling of the arm-pit glands 
follows much later than in glandular cancer. 

2445. Cancer of the areola begins with knot-like swelling of its little 
glands, which ulcerate ; the nipple itself is attacked and destroyed by 
ulceration. A dusky girdle in the skin surrounds the ulcerated parts; the 
affected breast is full, round, and elastic ; the neighbouring parts remain 
unaltered. A fungous growth springs up from the ulcerated surface, 
which is reproduced as soon as destroyed. If these growths be left alone, 
they form a soft vascular fungus, and general disturbance follows, accom- 
panied with throbbing pain in the breast ; but if they be destroyed, the 
irritable condition of the breast ceases. Earlier or later symptoms appear, 
which show that the constitution has become affected ; the patient wastes, 
has a yellowish, earthy countenance, pains in the back and loins, and often 
dies, without the breast-gland being considerably affected by the disease. 

2446. Cancer of the nipple begins with a round swelling at the root 
of the nipple, which is not painful, but is very hard and irregular on its 
surface ; as it enlarges it becomes the seat of shooting, lancinating pains, 
which run from the swelling to the shoulder. The nipple ulcerates, is 
covered with a yellowish crust, which separates and forms afresh; more 
extensive ulceration follows, the nipple is destroyed, and a scirrhous sub- 
VOL, II. 3.E 
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stance is laid bare. The scirrhus spreads widely round the nipple, the pain 
becomes more violent, but the diseased part is not tender to the touch; a 
crust is no longer formed ; the ulcer secretes ichor, and sometimes bleeds. 
The glands of the arm-pit swell, and the usual symptoms of hectic con- 
sumption close the scene. 

According to AstLEyY Cooper (a), a fungous degeneration of the nipple begins in 
the same way. Behind the nipple, and firmly connected with it, a round, less hard 
swelling than in scirrhus forms, which is slightly painful on pressure, but otherwise 
quite free from pain. AsTLEY CoorErR also mentions a swelling behind the nipple, 
which occupies the space of an inch, occurs commonly between seven and twelve years 
of age, is more frequent in boys than girls, mostly. on one side, rarely on both, is tender, 
often painful when touched, movable, and over which the skin is unchanged. This 
swelling is benignant, and yields to dispersing plasters, and the internal use of calomel 
and rhubarb, and the like. 

[ Astiry Coorprr gives the following account of the development of the nipple in the 
fetus, and of its subsequent changes :—“ In both male and female infants a gland exists, 
which is the nidus of the future nipple, over which the skin is puckered into a small 
projection. This glandular substance lies concealed under the skin until near the age of 
puberty, and then it gradually evolves and becomes converted into the nipple of the 
adult. In the male, the tubes through which the milk of the infant passes become 
ligamentous cords in the nipple of the adult; and in the female, the similar tubes 
become the lactiferous ducts of the nipple. Thus it is that the nidus of the adult nipple 
is protected until the age of puberty. It is this structure, then, of the male and female 
nipple, prior to the age of puberty, at the time when the evolution of the nipple is com- 
mencing, which produces the swelling to which young people are subject, from the age 
of eight years to the period of puberty ; for when the action is greater than the evolution 
requires, a hard inflammatory swelling is produced. It is in this structure that, in 
future years, the malignant areolar or mammillary tumour forms. Here the scirrhous 
tubercle commences, which destroys the nipple, and ultimately extinguishes the life of 
the patient. It is in this structure that the fungous swelling above mentioned is formed. 
The female is less subject to it than the male, because the mammillary substance is 
principally absorbed, and lactiferous tubes are formed in its stead.” (pp. 453, 454.) 

Bropie says :—“ A scirrhous tumour may occur in the nipple; and I believe that 
this may properly be distinguished from a scirrhous tumour of the breast itself, and 
that there is a greater chance of a permanent cure from an operation where the disease 
originates in the nipple, than where it originates in the breast.” (p. 201).] 


2447. The symptoms accompanying the development and progress of 
cancer of the breast are, besides those already noticed, subject to many 
varieties. A scirrhus often exists in the breast for a considerable time 
without causing any inconvenience ; sometimes it is quickly developed, 
and accompanied with general affection of the constitution, which in other 
cases only appears at a later period. The transition into ulceration is often 
the consequence of external violence, and often of the discontinuance of the 
monthly discharge. Sometimes open cancer is little painful, but generally 
highly so; and the more severe the pain in scirrhus and cancer, the 
quicker is their progress ; hence may be distinguished an acute and chronic 
cancer of the breast. 

Acute cancer begins as a hard lump, deeply seated in the breast, at 
first movable, but in one or two months adherent to the skin, which 
becomes discoloured. ‘The hardness soon affects the whole breast, but 
only a single part projects much, is shiny, purple red, and elastic, as if 
it contained fluid. The pain is very violent and shooting, as in whitlow. 
The gland of the breast does not enlarge regularly, but in separate swel- 
lings; the glands of the skin seem enlarged, the surface is beset with little 
white points, which become more distinct as the tumour becomes of a 
deeper dusky-red. A trickling begins on the most prominent part, which 
may lead to the expectation of suppuration, but this does not take place. 


(a) Lectures, above cited, p. 450. 
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The scirrhus quickly enlarges, with additional redness and increase of 
pain; the countenance assumes a painful, anxious expression, and the 
skin a pale-yellow appearance; and great feebleness and depression ensue. 
The larger lumps in the skin become black, burst, discharge a little blood, 
and afterwards serum. Unawares the surface sloughs to a great extent, 
and the breast is deeply hollowed by an irregular ulcer filled with black 
sloughs, its edges raised and beset with lumps, which burst, discharge, 
slough, and form deep, foul ulcers. The ulceration spreads by the slough- 
ing of these tubercles, and spreads incessantly, farther and farther. 

That kind of breast-cancer is considered chronic, which is dry and hard 
as cartilage; when it has acquired a certain size, it crumples together, so 
that the swelling presents different clefts from the skin being drawn in 
and wrinkled, in which the retracted nipple is completely hidden. It is 
specially observed in old, shrivelled women, with dry, tense fibre. Some- 
times these scirrhi open by superficial ulceration, which closes again with 
a scar (a). The pain is not very great, and the disease may exist for 
many years without making any great progress. 

[“ In many cases of scirrhous tumours of the breast, the skin,” observes Bropik, “is 
drawn, or tucked in, over the tumour, so as to produce the appearance of a dimple in it. 
Where this dimple in the skin exists, you may be almost sure that there is a scirrhous 
tumour in the breast beneath it, and on examination you will feel it with the finger. * * * 
But on what does this appearance depend? Inacase which I dissected very carefully, 
I found a narrow process or elongation of the disease, perhaps half an inch in length, 
passing from the tumour through the adeps into the skin, and connecting the skin and 
the tumour to each other. In fact, the dimple indicates that the disease is not confined 
to the breast, but that the skin is already contaminated.” (pp. 197, 198.)] 

2448. The interior of scirrhus of the breast is the same as that already 
generally mentioned. When cut into, it shows an exceedingly hard sub- 
stance, from the midst of which white streaks radiate, between these and 
similar connecting streaks, by which a fan or net-like tissue is formed, 
having deposited between them a soft, lard-like substance; in many in- 
stances the tumour forms a large, lardy mass, in which the white streaks 
are fewer, even entirely wanting, and do not, as in the former instance, 
spread indefinitely beyond the boundary of the swelling (par. 2395.) 
The relation of these white streaks to the tumour is exceedingly im- 
portant ; in general they stretch much beyond the irregular hard lumps, 
which can be felt externally. ‘The retraction of the nipple here affords 
an important character ; it is produced by the streaks which originate in 
the centre of the lump, and spread between the milk-tubes of the nipple. 
In the same way these streaks stretch beyond the bounds of the gland 
into the surrounding cellular tissue (6). 

2449. Various tumours are developed in the breast, the distinction of 
which from cancer is, in many instances, excessively difficult to the most 
clever practitioner ; and probably on such mistake in the diagnosis rest 
those successful cases, in which the dispersion of presumed scirrhus has 
been effected by the use of internal and external remedies. Such tumours 
are, a, Inflammatory affection, and painful swelling of the lymphatic 
vessels, which run from the breast to the arm-pit; or swelling of the 
breast-gland itself, in consequence of chronic inflammation; or continued 
swelling, after previous inflammation and suppuration. B, Milk knots 
or lumps. y, Serofulous swellings. 6, Herpetic and Psoric affections, 
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especially about the nipple. «, Eeysted tumours. ¢, Steatomatous de- 
generation. n, Medullary fungus. 0, Blood swellings. 1, Hypertrophy. 
A careful examination of all the circumstances accompanying the origin 
of such tumours can alone direct the practitioner in his diagnosis. 

2450. Chronic inflammatory affection of the lymphatic vessels, or of 
the breast-gland, is specially characterized by it being painful on pressure, 
which is not the case with scirrhus. . Chronic abscesses in the breast 
sometimes form exceedingly slowly, as hard swellings, in which only at 
a late period, fluctuation is indistinctly felt; but the soft part is always 
surrounded to a tolerable extent with a hard swelling. It is more readily 
mistaken as malignant, on account of the general health being always 
more or less therewith affected. Irritating applications and plasters, 
opening the swelling, poultices, and general treatment, which improves 
the constitution, effect the cure. Benignant hardening is commonly 
observed in young people, most frequently between puberty and the 
thirtieth year. The swelling is usually superficial, feels as if a lobe of the 
gland were enlarged, as if several were united into one swelling. It is 
movable, has no string-like processes towards the shoulder; there is no 
pain in the breast, shoulder, and arm; no injuring of the general health; 
no affection of the armpit-glands ; and it is not so hard as seirrhus. ‘The 
disease is in general sympathetic with the state of the womb, and occurs 
in unmarried or married women who continue unfruitful. Its occasional 
causes, with previous predisposition from uterine irritation, are often 
mechanical violence, blows, and the like. The swelling enlarges very 
slowly, never becomes large, remains long free from pain, and in many 
cases, only after years, is accompanied with a stabbing, rheumatic pain. 

Dispersing remedies, repeated leeching, mercury, hemlock, iodine 
internally and externally, and means which regulate the functions of the 
womb and improve the general health, often diminish or entirely dissipate 
the tumour. But if not, if the swelling increase, its removal is indicated, 
and on account of its mobility, easy ; and it does not return. On examin- 
ing such tumour, a number of lobes are observed, connected with thick 
cellular tissue, which, when cut through, look like cow’s udder. 

After the cessation of menstruation, a swelling of this kind may 
become malignant; it may also disappear before that period, during 
pregnancy and suckling, although previously it has resisted all remedies. 

2451. In very sensitive persons, between the ages of fifteen and twenty, 
when menstruation is suppressed, or irregular and scanty, and the whites 
are present, sometimes, if the breast have received a blow or push, there 
may be very great tenderness to the touch, with or without swelling of 
one lobe of the breast-gland, and pain running from the breast to the 
shoulder and elbow, and not unfrequently to the hand and fingers. 
Previous to menstruation the swelling is greater, but after it of less size. 
The sensibility is often so great that restlessness and loss of sleep ensue; 
the weight of the breast is sometimes unbearable, even in bed, and vomit- 
ing occurs with the severity of the pain. The skin of the breast is 
unaltered, and without a trace of inflammation. Sometimes only a small 
portion, and at other times the greater part of the breast is affected, and 
sometimes both breasts may be attacked at once. ‘The causes of this con- 
dition are always very irritable constitution and disturbed functions of 
the womb. 

Belladonna, opium, extract of hemlock, soap plaster, oiled silk, and 
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the like, are employed locally, and in violent inflammation, leeches. Such 
internal remedies as diminish the excited sensibility, and regulate the 
functions of the womb, therefore, calomel and opium, and between whiles 
a mild aperient, aqua lauro-cerasi, or hemlock with rhubarb, should be 
given; afterwards strengthening remedies, especially the preparations of 
iron, with a corresponding dietetic regimen (a). 

[All these remedies and a vast many others are frequently employed without the 
least benefit, and patient and practitioner are equally tired of the complaint and of 


each other, Matrimony is the most agreeable and most certain cure for this most vexa- 
tious ailment, and should be gently hinted to the patient’s friends.—J. F. 8.] 


2452. Milk-knots or lumps often present the same hardness as scirrhus. 
They always occur during pregnancy, or after delivery, from whatever 
cause can produce inflammation of the breast-gland, as, for instance, cold, 
vexation, fright, mechanical irritation, excoriation of the nipple, and the 
like. At first there are either symptoms of inflammation, which subside, 
or there is not any accompanying inconvenience. Besides these circum- 
stances, milk-knots are characterized by their round smooth shape, and by 
their free mobility ; they are generally in the middle of the breast, near 
the nipple, well defined, not surrounded by any hardened cellular tissue, 
and not connected by any strings to the neighbouring parts. They always 
diminish or disapppear on the recurrence of the flow of milk; they 
diminish in a second pregnancy, and generally lessen when menstruation 
comes on. . 

Milk-knots have a malignant appearance in old women who have never 
been pregnant, if they occur after the cessation of menstruation, if subject 
to mechanical injury, if connected with gout or other general diseases. 
The swelling is then harder and more irregular; the cellular tissue 
becomes hard around the knot and is connected by strings with the neigh- 
bouring parts; under such state scirrhous degeneration is always to be 
presumed (6). 


To this place belong also those cases produced by suppression of the milk, or by 
rupture of the milk-tubes, and extravasation of that fluid into the cellular tissue, which 
form fluctuating tumours, containing a very large quantity of milk. They generally 
begin soon after delivery, with a swelling, which fluctuates, without previous symptoms 
of inflammation and suppuration, accompanied with a feel of painful distension, which 
increases when the child sucks. The swelling arises at any one part of the breast from 
the nipple to the edge; the cutaneous veins are enlarged; but the part is not discoloured. 
Scarpa (c) saw such a tumour, which occurred during suckling, and from which, with 
a trocar, he drew off ten pints of pure milk. The introduction of a seton into the 
cavity, and its gradual lessening by withdrawing some threads, favours the speedy 
diminution and complete closure of the cavity. In subsequent lyings-in, the secretion 
of milk in the breast undergoes no alteration. ' 

[The disease just noticed is that named by AstLEY Cooper, the Lacteal or Lactiferous 
Swelling ; and though often containing a few spoonfuls of milk, rarely acquires a very 
considerable size. In 1839 I had a case five weeks after delivery, which was thought 
very remarkable, as more than a quart of rich, good milk was discharged by a 
puucture withalaucet. As I was fearful the aperture might close and the milk collect 
again, a tent of lint was inserted in the wound ; but in the course of twelve or fourteen 
hours she was violently attacked with irritative fever, and when I saw her next day 
was exceedingly ill. ‘Ihe tent was removed, and immediately a quantity of very fetid 
air escaped, and about two ounces of stinking milk. She continued very unwell for 
three or four days, and afterwards the cavity slowly lessened, and she recovered. 
I should certainly never again, in a like case, introduce any tent, and still less should I 
be disposed to pass a seton through, as recommended by CHELius; for the cavity 
having been deprived of its support by the discharge of its contents, is sufficiently 


(a) AstLey Cooper, Lectures, p. 214. (6) See par. 149, and Benepict, above cited. 
(c) Opuscuoli di Chirurgia, vol. ii. 
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disposed of itself to inflame, without further excitement. And indeed the Surgeon 
has sufficient to do to keep the inflammation under; for I have seen, in two or three 
instances, when a small milk-swelling has been merely punctured, such inflammation 
occur, that the skin covering it has quickly run into gangrene, and instead of one, three 
or four holes leading to the cavity, and subsequent troublesome sinuses, and a spoiled 
breast. The only treatment necessary, is a free puncture and soothing poultices, with 
purging, to lessen or get rid of the secretion of milk entirely, which keeps up irritation, 
and by its constant flow prevents the adhesion of the walls of the cavity.—J. F. 8.] 

2453. Scrofulous tumours in the breast may be easily taken for scirrhus, 
and even when they have gone into ulceration they greatly resemble can- 
cerous ulcers. The age of the patient, the general signs of scrofulous 
disease, and especially the circumstance that usually several, often a very 
great many, of these little swellings may be felt in the breast, should 
direct the practitioner. 

The treatment consists in the employment of anti-scrofulous and such 
remedies as improve the constitution, regularity of living, and the appli- 
cation of dispersing plasters and rubbing. 

2454. Herpetic and psoric affections around the nipple can produce 
swelling of the nipple, and even of part of the breast-gland, and by the 
spreading of the ulceration, may cause considerable destruction. The origin 
of the disease, the general state of health, and the above-mentioned ( par. 
153) mode of treatment, are the foundation of the diagnosis. 

2455. Lineysted tumours in the cellular tissue of the gland of the 
breast are often very difficult to distinguish from seirrhus, especially when 
the cyst is very hard and firm. The marks of distinction are, the encysted 
tumour has no string-like connexions as seirrhus has, it is more defined, 
rounder, firm and elastic, or distinctly fluctuating, according to the thick- 
ness of the cyst. If the cyst be thin, and the tumour near the skin, the 
latter has a bluish colour. The general health remains undisturbed ; the 
swelling is free from pain, unless there be any disposition to suppuration in 
the sac. When the fluid is emptied it is transparent as water, with a 
slightly-yellow colour. ‘The walls of the cavity often consist of a pretty 
thick fibrous capsule, on the inner surface of which are red fungous ex- 
crescences of different size. 

Only large tumours of this kind need extirpation; smaller ones, with 
a thin cyst, may be punctured, and by the introduction of a slip of linen, 
adhesive inflammation, and adhesion of the sac, or its throwing off by sup- 
puration, may be effected (a). 

2456. I consider that state of the breast-gland, commonly known as 
vesicular scirrhus, or carcinoma mamme hydatides, as a steatomatous 
degeneration of the gland. The breast-gland, in such cases, forms a 
very projecting tumour, the greater diameter of which is not at the base, 
where it is connected with the chest, but at some distance from it. The 
form of this swelling is not globular, but quadrangular, at some parts 
more, at others less prominent. The nipple is not drawn in, but pro- 
minent, and of the natural appearance. At some parts the swelling feels 
hard, at others tense and elastic, and even distinctly fluctuating. The 
veins on the surface are larger, the swelling movable in every direction. 
It may acquire enormous size, and exist many years before it bursts or 
reaches the arm-pit glands. In one case which I saw in an unmarried 
person, thirty years old, neither one nor the other had happened. ‘The 
swelling can easily be separated. ‘The result of the operation is favour- 


(a) CuExius; in Heidelb. Medic. Annalen, vol. i. 
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able, if, in course of time, it have not passed into scirrhous degeneration. 
On examining the tumour, it is found to consist of large and small 
cavities, upon the unequal size of which the irregular shape of the tumour 
depends, which are filled with serous, gelatinous, more or less bloody 
fluid, or with a lard-like substance, the walls of which are of different 
thickness, and even of a cartilaginous nature. 


AstLEy Cooper distinguishes several kinds of hydatid swellings of the breast. 

“ The first species of this disease exists in the form of simple bags, which contain 
a serous fluid. I should call them ce/lulous hydatids ; and the symptoms which they 
produce are as follows:—The breast gradually swells, and in the beginning is entirely 
free from pain or tenderness ; it becomes hard, and no fluctuation can then be dis- 
covered in it; it continues slowly growing for months, and even for years, sometimes 
acquiring very considerable magnitude, the largest I have seen having weighed nine 
pounds; but, in other cases, although the bosom was quite filled with these bags, yet it 
never exceeded twice the size of the other breast. At first the swelling feels entirely 
solid, so that it bears a great resemblance to a simple chronic enlargement of the 
breast ; but, after a great length of time, a fluctuation can, at one part, be discovered in 
it, and then the breast begins to increase more quickly; and, in several parts, similar 
fluctuations can be detected. The cutaneous veins become varicose; but, although the 
breast is eminently enlarged, it still continues almost entirely free from pain; but to 
this there are exceptions. * * * At length one of the fluctuating portions of the 
breast slowly inflames, ulcerates, and discharges a large quantity of serum, or of a fluid 
having its general character, but of a consistence somewhat more glairy; and the sac 
being emptied, and the external opening closed, if the fluid be entirely discharged, it is a 
long time before it re-accumulates ; and sometimes the sides of the sac adhere, and the 
cyst ceases tosecrete. In other instances I have known the swelling break and discharge 
a mucilaginous fluid mixed with serum; and several of the cells in succession, and at 
distant periods, pass through the ulcerative process, and form sinuses which are very diffi- 
cult to heal. Excepting during the process of ulceration, the general health remains 
entirely undisturbed, and the person suffers so little, either locally or constitutionally, 
that her friends do not discover her malady; and nothing would lead her to consent to 
an operation for its removal but the anxiety of mind and the apprehension which the 
idea of a cancer produces, and the great inconvenience and distress which the weight of 
a large swelling occasions * * * It is found, upon a careful dissection, that the 
interstices of the glandular structure itself, and the tendinous and cellular tissue con- 
necting it, are, in a great measure, filled with fibrous matter, poured out by a peculiar 
species of chronic inflammation ; but, in some of the interstices, a bag is formed, into 
which a serous, or glairy, or sometimes a mucous fluid, is secreted, according to the 
degree of inflammation attending it; and this fluid, from its viscidity, and from the 
solid effusion which surrounds it, as well as from the cyst being a perfect bag, cannot 
escape into the surrounding tissue. * * * Vast numbers of these cysts are found 
to occupy each part of the breast, producing and supporting a continued but slow 
irritation, and occasioning an effusion of fibrous matter, by which the breast forms 
an immense tumour, consisting of solid and fluid matter. Within these bags of fluid, 
hydatids, hanging by small stalks * * * had a cellular tissue within them, in 
which a fluid was collected, which, although it produced the appearance of cells, or hy- 
datids, on the outside, within assumed the character of anasarcous swellings. * * * 
This disease, in its first stage, resembles simple chronic inflammation, but may be dis- 
tinguished from it by the absence of tenderness upon pressure, and the perfect health in 
which the patient remains, stamps it to be an entirely local disease. In the second 
stage, when it fluctuates, it is discriminated by observing several distinct seats of 
fluctuation, and by the absence of tenderness; but the best criterion is the puncture of 
the bag, when the evacuation of a clear serum, instead of a purulent fluid, at once 
teaches the true nature of the disease. From a scirrhous tubercle it may be dis- 
tinguished, by the absence of those occasional acute and darting pains which ac- 
company that malignant affection, by the preservation of health, and by the excessive 
hardness, which are concomitants of scirrhus.” (p. 20-25.) A further peculiarity of 
this disease is, that it does not attack other parts by absorption, nor has AsTLEY 
Cooper seen it in both breasts. 

The treatment consists in puncturing it, if there be only one large cyst, and in its ex- 
tirpation, when the whole breast is affected; in doing which all the hardness must be 
removed to prevent the return of the complaint. 
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Second. “'The breast was, in this case, enlarged, and, in the greater part, hardened, 
by the effusion of fibrin, (coagulable lymph,) in lobes, into the cellular tissue; but, 
in several parts, it contained bags of serum, and formed fluctuating cysts of various 
sizes. In each of these cells there hung a cluster of swellings, like polypi, supported 
by a small stalk; and the little pendulous projections appeared to float in the fluid 
which had been produced around them, in the different cysts. Many hydatids were 
found in a detached state, both in the fluid within the bags, and in the solid effusion in 
the breast; and taking the whole tumour, vast numbers of them had been formed in it. 
Their size varied, but the largest did not much exceed that of a barleycorn, the figure 
of which they assumed. In general they were of an oval form, or, I ought to say, 
oviform, as they were larger at one end than the other. When opened, they were 
found to be composed of numerous lamella, like the crystalline humour of the eye, or 
like the layers in the onion, which could be readily peeled from each other.” (p. 40.) 
“It is doubtful if these structures are not of the nature of globular hydatids, and which 
have perished from the pressure of solid matter with which they are surrounded; or, 
whether they are productions or secretions of the arteries of the part.” (p. 41.) They 
are rare, and extirpation is the only remedy. 

Third. “The globular hydatid is contained in a cyst formed in the breast, by the 
adhesive process; for wherever it is deposited, it excites irritation, and becomes sur- 
rounded and encased by an effusion of fibrin which is highly vascular; and its 
internal and secreting surface is directly applied to that of the hydatid, and a slight 
moisture exists between them, they having no vascular connexion. In the breast I 
have only seen them exist singly, but, in other parts of the body, great numbers are 
found. It is a semi-diaphanous bag filled by a clear water, and it is uniformly smooth 
on its external surface. It has no opening or inlet, so that it must derive its nourish- 
ment by absorption from its external surface. It is composed of two coats; the external 
is of considerable density, and if any opaque body be placed behind it, it has the shining 
appearance of mother of pearl, and reflects the rays of light from its surface. It pos- 
sesses a considerable share of elasticity, and rolls itself up when it is broken. This 
external layer is lined by a very delicate internal membrane, which appears to be its 
uterus ; for, from its interior, a multitude of small hydatids grow, which, at first, 
adhere to the membrane, but afterwards become detached, from its falling into the 
fluid which the hydatid contains. If, therefore, the fluid-contents of the hydatid be 
collected in a glass, an immense number of small hydatids will be discovered floating 
in them. * * * Jam induced to believe them to be distinct animals: first, because 
they have an existence and growth of their own, having no vascular connexion with the 
part in which they are found, but being only encased and surrounded by a vascular and 
secreting cyst; secondly, because they have the power of producing upon their interior 
surface their own species. * * * When one of these hydatids is produced in the 
breast, an inflammation is excited by it, and a wall of fibrin surrounds it; it feels 
hard, and from the small size of the hydatid, a fluctuation cannot be discovered ; but 
as the hydatid grows, although the quantity of solid matter increases, yet as the fluid 
in the hydatid becomes more abundant, a fluctuation in the centre of the tumour may 
be ultimately perceived. Sometimes, when the hydatid has considerably enlarged, it 
produces a suppurative inflammation; and when the matter is discharged, either by 
the lancet, or by ulceration, the hydatid escapes at the opening.” (p. 47-49.) 

[ Brop1i= (a) appears to me to have described AsrLEY Coorer’s former two kinds of 
hydatid tumours under the name of Serocystic Tumour of the Female Breast. With 
Cooper, he agrees that “ it does not contaminate either the skin or the lymphatic 
glands ; it is not complicated with any correspondent disease of the viscera, and all the 
experience which I have had justifies the conclusion, that if care be taken that no por- 
tion of the breast be allowed to remain, we need not be apprehensive of its recurrence. 
(p. 154.) It is undoubtedly not malignant in the proper acceptation of the term. It 
may go on to inflammation and ulceration, and the ulcer may spread, and slough, and 
bleed, but it does not contaminate the constitution. Still I am not prepared to say that 
it may not, under certain circumstances, and in peculiar constitutions, assume a malig- 
nant character; this being no more than may happen to almost any morbid growth.” 
(p. 156.) 

The (eine consists in cutting into and cleaning the cyst, or in the introduction of 
a Seton. 

This latter form only seems to admit of being held as a peculiar state of disease, as 
in the others as well as in scirrhous degeneration, the formation of larger and smaller 


(a) Lectures illustrative of various subjects in Pathology and Surgery. 
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cysts and sacs must be considered as accidental, and resulting from the distension of 
certain cells. 


2457. Medullary fungus is developed either in the breast-gland itself, 
or between it and the armpit, as a roundish swelling of which the hard- 
ness is not so great as in scirrhus, and the surface is more regular. In 
its further growth the tumour softens; the skin covering it, is at first 
natural, but afterwards becomes livid; the veins swell considerably ; the 
surface of the skin assumes an inflamed appearance, and the swelling 
shows evident fluctuation. The pain is less than in scirrhus; the armpit- 
glands swell more rarely ; the nipple is not drawn in, and the skin has not 
the puckered appearance as if covered with scars. When the tumour 
opens, it discharges a bloody fluid; a fungus soon sprouts from the open- 
ing and bleeds readily ; a stinking ichor is secreted in great quantity. Its 
progress and reaction upon the whole body is generally quicker than in 
eancer. This medullary fungus shows itself at all times of life, but it is 
most common after the thirtieth year. 

2458. The blood-swelling of the female breast begins with a gradual 
and moderate tumour of the breast, which in delicate women is not unlike 
the distension and fulness which occur during menstruation, though 
greater, and attended with more uneasy and continued sensibility. By 
degrees a superficial hardness is noticed ; the disease, however, rarely 
remains in this state more than a few days; its extent gradually increases 
till all the neighbouring parts have a feel of softness. In the midst soon 
arises an isolated, small, but not hard swelling, nearly at the part where 
at first the breast, on slight pressure with the finger, was more sensible. 
This first stage has an indefinite period, two, three, six, or twelve months, 
during which the symptoms, after subsiding, occasionally again seem to 
recommence. ‘The swelling feels like a small conical or egg-shaped 
body, which is not so distinct from the surrounding parts that it can be 
easily twisted by the fingers; it, however, is so loosely connected that it 
can be pushed from side to side. The skin is neither red nor warm; the 
parts immediately about the swelling suffer dull pain, and sometimes an 
actual numbness. ‘The tumour is somewhat superficial, and at the same 
time causes a feel as if there were some soft body between it and the skin, 
which can be moved about upon it. The duration of this second stage 
also varies; the increase of the swelling may be for years scarcely per- 
ceptible, but circumstances may operate which may effect this in months. 
Sometimes the tumour enlarges, but after a time resumes its previous 
condition ; and whilst growing, it always retains a rounded form. A 
diseased condition of the veins is probably the foundation of this com- 
plaint, in consequence of which, either from repeated congestion, or from 
the effect of external violence, there is an outpouring of blood into the 
cellular tissue, and a pretty firm tumour is formed. 

In its ¢reatment the general state of the health must be carefully 
attended to. In the first stage, leeches, dispersing applications and pur- 
gatives, must be employed ; in the second, moderate pressure, and careful 
evacuation of the blood by puncture. Shelling out the sac and removal 
of the breast are usually superfluous (a). 

(a) Monro, A., M.D., Histories of Collections of 1747.—RicuteR. Observationes Chirurgice, pl. i.— 


bloody lymph in Cancerous Breasts; in Edinburgh § Ropmann, J.; in Edinb. Med, and Surg. Journal, 
Medical Essays and Observations, vol. v. p. 337. vol. xxx, p.1l. 1828, 
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In consequence of a considerable determination of blood to the breast in girls under 
twenty-two years of age, there has been noticed, a few days previous to menstruation, 
a vibex or a broad streak, as of extravasated blood, with great sensibility and pain, 
which gradually spreads over the arm to the fingers. Sometimes this ecchymosts disap- 
pears a week after menstruation, but recurs more or less regularly with it. In severe 
cases it remains till the next menstruation. It is not dangerous, but indicates the 
necessity of regulating the functions of the womb. The best dispersive is the appli- 
cation of acetated liquor of ammonia with spirits of wine (AstLEY CooPER.) 

Here, also, must be noticed, the weeping of a yellowish-white or bloody fluid from the 
nipple, which sometimes appears only at the menstrual period, but at other times con- 
tinues still longer, accompanied with swelling of the whole breast, sometimes also with 
several swellings in the breast-gland, and sometimes with dragging pains. I have 
hitherto seen it only in unfruitful women, or in those who are childless, towards the 
cessation of menstruation. With regular living and abstinence from all sexual excite- 
ment I have noticed this discharge, which had continued after the menses had ceased, 
gradually subside. Only in a single case, after the quick subsidence of the discharge 
from the nipple, was a scirrhous swelling of the breast-gland produced. P1Gns observed 
a like case in a man, fifty years old, in whom from four years of age there had been 
regularly every month a discharge of bloody, watery fluid from the nipple, which was 
more copious in spring and autumn. After sudden subsidence of this discharge, a hard 
regular tumour as large as a pigeon’s egg was produced, which soon became the seat of 
lancinating pain. The patient was well for six months after the operation; but then 
the scar burst, a cancerous ulcer formed with swelling of the armpit-glands, and 
death ensued after some months. On dissection, all the bones were found softened, very 
flexible, and easily cut through with the knife as is often observed in cancerous dys- 
crasy. 


2459. Hypertrophy of the female breast is characterized by a regular 
and painless increase of substance, which is produced either suddenly at 
the period of development, or more slowly at a later period. Sometimes 
only one, at other times both breasts are affected at once, and may attain 
very considerable size and weight, from ten to twelve pounds. At first 
there appears, without any change of colour in the skin, great tension, 
but afterwards with considerable increase of size, a soft condition, and 
only when the finger is pressed in deeply, are the enlarged and hardened 
acini of the breast-gland felt. When this hypertrophy occurs in later 
years, it may exist for a long while without any general affection and 
without any other inconvenience than its weight, as I have in some cases 
observed, in otherwise healthy and blooming women. If it occur at the 
period of development, it generally begins in the right breast, rarely in 
both at once, with a feel of prickling or increased sensibility ; menstrua- 
tion is either wanting entirely, or sparing, and irregular ; but every time 
it appears, the above-mentioned symptoms increase, and the breast sud- 
denly enlarges. 'requently the voice at the same time undergoes some 
alteration, it becomes rough and hoarse ; this continues often only a few 
days during menstruation, subsides and returns without any cause being 
discovered. In gradual enlargement of the breast, the nipple becomes 
flatter and broader, its areola larger; the swelling, at first rather tense, 
softens, and only when the finger is pressed in deeply are the enlarged and 
hardened acini felt. When the swelling has acquired considerable size, 
the veins of the skin swell, in consequence of which it has a bluish ap- 
pearance, although the colour of the skin itself is unaltered. The 
swelling now either remains stationary, and may continue a long while, 
even during the whole life, without any further influence on the general 
health ; or there may occur in the hypertrophic organ further connexions, 
outpourings, encysted tumours and the like; or there may be with symp- 
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toms of affection of the air-passages and lungs, dry cough, sometimes 
frothy, sometimes streaked with blood, difficult breathing, hydrothoraz, 
hectic fever and death. 

2460. On anatomical examination of hypertrophic breast-gland, there is 
found besides the increase of substance and enlargement of some acini, no 
other variation from the natural structure. More fat is collected in the 
loose cellular tissue; the arteries are unchanged ; the nerves indeed, not 
smaller and thinner, though backward in comparison with the size of the 
breast-gland; the veins are always much distended, and their structure 
changed, and the milk-vessels swollen and enlarged. 

2461. The cause of this hypertrophy during the period of development 
‘is always the sympathetic relation of the breast with the internal gene- 
rative organs, which may be increased by various causes, as the use of 
irritating exciting food and drink, irritation of the breast by feeling it, by 
libidinous excitement, by washing and rubbing with irritating substances 
and the like. Ata later period of life, however, I have noticed this hyper- 
trophy in women, in whom the functions of the womb were quite regular, 
and no further cause could be discovered. 

2462. The object of the treatment is either the diminution of the 
excessive formative activity, or the removal of the gland with the knife. 
The former mode of treatment, which can only have a satisfactory result, 
in the beginning of the disease, when at the time of menstruation, a 
prickling feel in the breast, or its increase of bulk occurs, requires, 
especially in full-blooded persons, and congestion of the breasts, bleeding 
from the feet, and internally, nitre with camphor, vegetable and spare diet, 
and the avoidance of those influences which may excite the living activity 
of the affected part. With greater swelling, iodine, burnt sponge with 
digitalis, rubbing in ointments of iodide of potash or of mercury, and the 
application of cloths smeared with camphor, leeching from time to time, 
and continued pressure. After three or four weeks a pause may be made, 
when the patient may live a little better, and then the previous treatment 
may be resumed. ‘The internal use of extract of hemlock in increasing 
doses, and the application of camphorated hemlock plasters, I have found, 
after previous antiphlogistic treatment, do good service. On the failure of 
these means, FINGERHUTH (@) has seen great effect from exciting the breast- 
gland to action by constant application of a milk-glass, or of a cupping 
glass, as although the swelling is thereby at first increased, the dragging 
and tense feel subsides, and in the course of some weeks the enlargement 
ceases with the appearance of secretion of the milk. 

If, in spite of this treatment, the enlargement of the breast proceeds, 
and if the constitution be affected, the removal of the breast is the only 
remedy, and if the patient will not submit to it, the breast must be sup- 
ported with a suspender, attending at the same time to the secretions and 
excretions, moderate diet, and exercise in the open air. 

2463. That which has been already mentioned generally, applies to the 
etiology of scirrhus of the breast. Its causes may be internal or external. 
In many instances it occurs without any manifest cause, and the origin of 
the irritation of the breast may, perhaps, in many cases, be founded on the 
sympathetic relations existing between the breast and the womb. Hence 
scirrhus most commonly appears at the period of decrepitude, in unfruitful 
women, in whom the functions of the womb have never been properly 

(a) Ueber Hypertrophie der Briiste ; in Hamburger Zeitschrift, vol. iii. p. 159. 1836. 
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performed ; hence sometimes hardening of the breast remains for a long 

while without any inconvenience till the time when the menstrual function 

begins to be disturbed, on which the passage into ulceration quickly takes 
lace. 

2464. The prognosis of scirrhus of the breast rests on the general 
circumstances above mentioned. ‘The only remedy is its removal, and the 
earlier this is done, the better the constitution, and if menstruation be still 
regular, the more favourable may the result be expected to be. Where 
the sctrrhus is already in the state of concealed cancer, the nipple much 
drawn in, the skin less free and movable, the general health affected, 
menstruation irregular or entirely ceased, the result of the operation is 
indeed doubly doubtful; it is, however, the only remedy to prevent certain 
breaking. If the scirrhus be already ulcerated, if it be immovably con- 
nected with all the pectoral muscles, if there be also hardening of other 
organs, no cure is indeed to be expected from the operation; it may, 
however, in so far, in such case, be considered as a palliative, as the patient 
is at least free from the great inconvenience attendant on the destruction 
of a scirrhous tumour by ulceration. I have not noticed a quicker pro- 
gress of the disease after the operation, but on the contrary, considerable 
relief for a long while. The operation is easy when there is only a single 
movable knot to be taken away, but more difficult when the swollen arm- 
pit-glands have to be removed, which also render the prognosis more 
unfavourable. It is self-evident that the general circumstances already 
mentioned, which contraindicate the operation for cancer apply here also. 
It must not be overlooked in deciding upon the removal of a scirrhous 
breast, that in the cases where cancer has been very slowly developed and 
accompanied with no great pain, that after the operation the ulceration 
again proceeds even quickly, and thus the operation only hastens the 
fatal result. Before the operation is performed, an issue should be made 
in the arm of the affected side, and allowed to discharge properly, 
and the generally irregular state of the alimentary canal should be put 
right. 

[The question as to the propriety of removing a scirrhous breast is most important ; 
and one about which there has been great difference of opinion. Broprs states that “ the 
late Mr. CLINE, sen., and Sir Everarp Home, both men of great experience and sound 
judgment, would scarcely ever consent to the removal of a scirrhous tumour of the 
breast under any circumstances; whereas, he has known other very experienced Sur- 
geons who were in favour of an operation, even in the great majority of cases. And, not 
only has there been this difference of opinion between different individuals, but he has 
known the opinion of the same individual to differ at different periods.’”—(p. 193.) 
Proof sufficient this to show the importance of reviewing carefully this point of 

ractice. 
y The general recurrence of cancer after the operation, as more especially shown by 
Leroy D’ETIOLLY’s statistics, has been already mentioned (par. 2408 note); let us now 
see how it applies to cancer in the breast. 

Having a vague recollection of hearing Sir Asttey Cooprr mention the very small 
number of cases in which cancer of the breast did not recur after the numerous opera- 
tions he had performed for its extirpation, I took the opportunity of inquiring of my 
friend Branspy Cooper, whether he could afford me any positive information of his 
uncle’s experience on this point. His reply is:—* I cannot find anything relating to the 
query you put to me, respecting the statistics of his (Sir Asriry’s) success, but have 
a recollection of something like your own impression, that he acknowledged not more 


than nine or ten out of the hundred extirpations he had performed did not return, and 
generally within three years at farthest.” 


Bropre says ;—“In the larger proportion of cases in which the operation is per- 
formed, the patient is not alive two or three years afterwards; and in a great many 
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cases, instead of the operation stopping the disease, it actually seems to hasten its pro- 
gress.” (p. 192.) This statement fully bears out that of Leroy D’ETIOLLEs. 

Bropts then at length proceeds to mention the circumstances under which scirrhous 
tumours are not likely to be cured by operation, and in which, therefore, it is im- 
proper ; and these are briefly pointed out by his enumeration of the conditions suitable 
for the operation, in his reply to the question, “ What are the cases, then, in which the 
removal of the breast is proper ? ” 

“Where, on careful examination, no appearance of disease can be detected in the 
skin; where there is no dimple in the skin over the tumour ; where there is no diseased 
gland in the azilla; where there is no sign of internal mischief; where there is no 
adhesion of the breast to the parts below; and where the patient is not very much 
advanced in life ;—in a case where this fortunate combination of circumstances exists, we 
may presume that there is a reasonable chance of an operation being successful. Still, 
I must not be misunderstood, as saying, that in every one of such cases there will bea 
permanent cure; nor do I say more than this, that the chance of a cure is sufficient to 
warrant you in recommending the patient to submit to an operation; and that I have 
the satisfaction of knowing several persons on whom I have performed the operation 
under these circumstances, who are now alive and well, and who, otherwise, would cer- 
tainly have been dead long ago.” (pp. 199, 200.) He then mentions two cases ; in the 
one, the patient was operated on fourteen, and the other thirteen years since, and both are 
at present (1845) in good health. Bransspy Cooper informs me, that he had “ removed 
the undoubted-malignant breast of Mrs. —, and it was eleven years and half before 
it returned in the cicatrix, and then killed her.” Inthe summer of 1836, I removed a 
scirrhous tumour in the breast from a woman of sixty-one years of age, its size that of 
a small bean, which had been discovered only two months. In this case there has 
been no recurrence of the disease, and the woman has been and still is in good health. 

The most remarkable case, however, of which I am aware is one operated on by my 
friend CatLtaway, and this woman was not destroyed by the disease till twenty-two 
years after the operation. 

Notwithstanding these few favourable instances, Surgeons should be cautious in 
urging a patient to submit to an operation for a scirrhous tumour, and still less, when 
it has become a cancerous sore, and the neighbouring glands in either case have become 
affected. He cannot promise a cure by the operation; nor can he even say, that the 
patient’s condition will not be made worse. I have often heard it stated, that though 
the operation will not cure, it will put off the evil day, and retard the ulcerative 
process; but this I do not believe, for I have known many instances to the contrary. 
The only thing that an operation can do, is temporary palliation, if the patient be 
subject to severe shooting, stabbing pain, which is not indeed very commonly the case, 
unless the disease be worried by local attempts to cure. The practitioner ought, when 
consulted under these circumstances, to break to the patient cautiously the nature of 
her complaint; should inform her that all which can be done by operation is at best 
merely” palliative ; and should leave her to decide upon whether she will yield herself 
to the operation, knowing the risk and the slender hope connected with it; rather 
than urge her to an operation which is without doubt, as regards scirrhous swellings, 
the most unsatisfactory in the whole course of surgical practice.—J. F. 8.] 


2465. The removal of a scirrhous breast is effected either by extir- 
pation, leaving, however, a sufficient quantity of skin to cover the wound, 
or by amputation, that is, taking off the tumour at its base. 

2466. Lxtirpation of the scirrhous breast is generally performed in the 
same way as the removal of an encysted tumour. ‘The patient lies upon a 
table (1), or is seated in a chair, and whilst an assistant makes the skin 
tight, the operator makes two cuts extending from the breast-bone towards 
the shoulder, which should include the nipple and a large portion of skin, so 
that the two folds of skin should be sufficient after the operation to cover 
the wound. The lower flap of skin must be separated from the swelling, 
which is then to be taken hold of with the fingers or with a hook, lifted 
up, separated from the pectoral muscle, and afterwards from the upper 
flap from within outwards, or from without inwards; and water is to 
be sprinkled on the wound to keep it clear of blood. The bleeding 
vessels must during the operation, be compressed by the fingers of the 
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assistants, and after its completion, tied (2). The wound must then be 
cleansed, carefully examined, and every diseased part seized with the hook 
or forceps, and removed. The edges of the wound are to be brought into 
perfect contact, and fastened with sticking plaster, lint and compresses 
applied, and the whole supported with a broad breast-bandage (8). ‘The 
after-treatment is according to the ordinary rules. 


[(1) The horizontal posture on a table is preferable to sitting in a chair, because the 
patient can be more completely steadied, and also because there is much less chance of 
her fainting; for if, as sometimes happens, there be a large escape of blood, she faints 
so completely that the operation must be delayed till she be restored. 

(2) If the scirrhous tumour involve the whole breast, and be very large, with full 
swelling veins, the operator must carefully look to the bleeding, and I think, tie at once 
either arteries or veins, which may pour freely, as in a very few minutes very serious and 
even fatal consequences may ensue; of such acase I have avery painful recollection. I 
operated many years since upon an elderly woman who had an enormously large’scirrhous 
breast, and the veins of the skin covering it were much swollen. Before the operation I 
feared there would be severe bleeding, and proposed taking up the vessels as they were 
cut through during the course of the operation, but this was overruled, and pressure 
with the fingers was determined on, leaving the vessels to be tied after the operation. 
The bleeding was terrific, and poured from so many veins that it was not possible to 
grasp and close them. ‘The operation was not tedious, but I had hardly removed the 
swelling before the woman had died. A lesson not to be forgotten. 

(8) The less dressing the wound of the operation is subjected to the better; and it is 
certainly advantageous not to dress it immediately, for many little vessels which have 
ceased bleeding whilst exposed, and the patient is faintish, burst forth, often furiously, 
when the wound has been brought together at once, and the patient gets warm and has 
the circulation restored, so that in the course of two or three hours, the whole cavity 
formed by the removal of the breast, becomes distended with blood, and then the bleed- 
ing makes its way through the plaster, the patient is drenched in blood, and instances 
have not been wanting in which her life has been lost in consequence. It is, therefore, 
better always to leave the wound open for a few hours, and lightly covered with merely 
a piece of linen, not lint, the fluff of which sticks to the wound, and cannot be got off 
without great difficulty, and indeed not then even completely, so that it prevents ad- 
hesion, and is only thrown off by the establishment of suppuration, which is not 
desired. Neither is the linen to be jammed and kneaded into every crack and cranny of 
the wound, and left there for hours, as if it be, the adhesive matter soon glues it fast to 
the surface of the wound, and it can only be removed with great difficulty and pain to 
the patient, which is quite unnecessary. The linen is merely to be moistened with cold 
water, laid lightly over the wound, and replaced every ten minutes, or thereabouts, till 
the bleeding ceases. Any vessels which bleed, must be taken up as they are found, 
and after four or six hours, the edges of the wound must be gently drawn together, and 
retained in place by long strips of plaster, which should be half an inch apart, to 
allow the escape of the serum as it separates. A wet piece of linen may also be 
advantageously laid over the strapping, and repeatedly changed, which quiets the 
arterial action of the part, and keeps down inflammation. I never put on compress or 
bandage at the first dressmg. With this mode of treatment, the wound rarely requires 
dressing before the fourth or fifth day, when a poultice should be applied for a few 
hours, to soften the strapping, and facilitate its removal. If soon after the operation 
the breast become tender and inflamed, a light bread and water poultice, without dis- 
turbing the dressing, is very grateful to the patient’s feelings, and encourages suppura- 
tion at any parts disposed to that process, after which the inflammation quickly 
subsides. The principal use of a roller round the chest is to keep the skin close to the 
muscle beneath, so as to prevent the pus bagging, if the two surfaces have not com- 
pletely united ; and under such circumstances, compresses may also be requisite at any 
period of the healing of the wound. But as a general rule, the lighter and less the 
dressing is, the better the case proceeds.—J. F. s. 


2467. In amputation of the breast, the skin must be divided by two 
cuts carried around the base of the tumour, which must be detached 
from the pectoral muscle from below upwards. This method is at least 
more sure to save the skin than removing the swelling, by one or more 
strokes with an amputating-knife, or than by the method recommended by 
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GALENZovsKY, of drawing the knife upwards (a). When the vessels 
have been tied, the wound must be filled with lint, and this fastened with 
sticking plaster anda bandage. When the granulations have risen equally 
over the wound, its edges must be attempted to be drawn together with 
sticking plaster, to favour their scarring. The wound should be dressed 
only with lint, without digestive or other applications, and only towards 
the end of the treatment, with narcotico-balsamic ointment. 

Brenepict (6) considers moistening the wound with tincture of opium, and a dressin g 
of opium ointment, as the best means to prevent return of the disease. Experience, 
however, speaks as little in favour of this practice as for the transplantation of a 
flap of skin, recommended by others. 

[I do not think amputation is to be preferred to extirpation of the scirrhous breast, 
unless it be so large, or the skin so extensively diseased, that it cannot be avoided. But 
I have seen amputation occasionally performed, and it is remarkable how quickly and 
how completely a large wound thus made fills and draws together; but what the issue 
of such cases has been I do not know.—J. F. S.] 

2468. Opinions vary as to the preference of extirpation or amputation, 
as well, also, as to healing the wound by quick union, or by suppuration 
and granulation. Extirpation and quick union are generally held to be 
the most preferable mode of treatment, because the cure is thereby effected 
most quickly, a regular scar is formed, and the wound is not so long sub- 
ject to irritation as in suppuration, which, under existing disposition, more 
readily leads to scirrhous degeneration. But it is supposed that, as the 
ligamentous white strings so commonly extend in the cellular tissue be- 
neath the skin, beyond the bounds of the tumour, and even are still left 
by the most cautious extirpation, amputation must have the preference, 
at least when the skin, though only at some spots, is not quite movable, 
or even degenerated, and the nipple much drawn in. That recurrence of 
the disease is more ready from the irritation accompanying the cure of the 
wound by suppuration, I must from experience deny ; as I have certainly 
seen, by this plan of treatment, with simple and proper management of the 
wound, more successful results than after extirpation and quick union. 

After the removal of the scirrhous breast, the surface should always be 
carefully examined and considered, whether it be covered with a layer of 
healthy cellular tissue, or whether there be any trace of the divided liga- 
mentous strings remaining, under which circumstance the still remaining 
parts must be taken away with the greatest care. 

2469. Swollen armpit-glands, if superficial and movable, may some- 
times be removed; for which purpose a hook is thrust into the outer 
corner of the wound, and the gland drawn forth. This, however, is never 
advisable; it is best to lengthen the cut from the outer corner of the 
wound into the armpit, because there are, in most cases, stringy hardenings 
along the edge, and even under the great pectoral muscle, which must 
be removed. ‘The vessels are to be tied as the gland is shelled out. If 
the seat of the gland be so deep, that it cannot be extirpated with- 
out danger of wounding the vessels, the gland must be separated as 
near as possible to its base, pulled forcibly down, and a ligature put 
around it. 2 

When the armpit-glands are swollen they must be removed, although in many cases 
the swelling is benignant, and seems to be merely sympathetic (ce), 


2470. Separate and movable lumps in the breast may be managed with 


(a) von GRAEFE’s und voN WALTHER’S Journal, (6) Above cited. bist 
vol. xii. p. 606. (¢) Kiem, Chirurgische Beobachtungen, p- 262. 
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a simple cut, and shelled out. Though most practitioners give the better 
advice of removing the whole breast. 


If the cancerous degeneration have’ extended to the ribs and pleura, the diseased 
parts should, according to RIcHERAND (a), be cut out. 


2471. If the wound do not close perfectly, if several parts have an ill 
appearance, or if a scirrhous swelling spring afresh from the scar, it 
must either be destroyed by caustic, or still better, be removed with the 
knife, 

When the wound has scarred, it should be covered with a soft rabbit’s 
skin, the patient’s mode of living attended to, and issues kept up. 


E.—OF CANCER OF THE PENIS. 
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2472. Cancer of the Penis begins almost always on the glans or on the 
prepuce, in a hard knot or wart, generally at first unaccompanied with 
pain, but when it is irritated, or of its own accord it becomes painful, and 
runs iuto ulceration, which is accompanied with an ichorous, stinking dis- 
charge, and with a hard swelling of the neighbouring parts. The urethra 
is often destroyed at different parts, and the urine flows from many open- 
ings; the neighbouring glands in the groin are affected. Persons who 
have the prepuce long, and a collection of cheesy matter upon the glans 
from want of cleanliness, are most frequently attacked with cancerous 
degeneration ; and the prepuce inflames, excoriates, swells, thickens, and 
narrows still more. Ulceration increases on account of the difficulty in 
passing the water; the aperture of the prepuce sometimes closes completely, 
and the urine flows through several openings in the destroyed prepuce, 
which may often be degenerated to a great extent before the disease has 
attacked the glans. In aged persons cancer most commonly begins, in the 
way just mentioned, upon the prepuce, because, by the retraction and 
wasting of the penzs, the orifice of the prepuce is more influenced by the 
discharge of the urine. 

The diagnosis of cancer of the penis requires the greater care, as not 
unfrequently syphilitic ulcers assume a cancerous appearance, with fungous 
growths, hard out-turned edges, and lancinating pains, accompanied with 
swelling of the neighbouring glands; in which case only the ordinary 
mercurial treatment, in connexion with sedative remedies, is requisite (b). 

2473. When the disease has arisen from a narrow prepuce and want of 
cleanliness, in the early period further destruction may be prevented by 
purifying injections, by softening poultices, by drawing off the urine with 

(a) Histoire d’une Resection des Cites et de la ger de la Resection des Cites et de l’Excision de la 


Pleure. Paris, 1818.—Nucop, Dissert. sur le dan- Pleure dans les Maladies Cancéreuses. Paris, 1818. 
(b) See my Bericht iiber die Einrichtung der chirurg. Klinik, u. 5, w. 
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“ 


a catheter constantly worn, or by the operation for phimosis (a). If the 
warty excrescence have a neck, it may sometimes be easily removed 
from the base. Sometimes the cancer only attacks the prepuce, without 
the glans itself being affected, under which circumstance the removal of 
the prepuce is sufficient. If the cancer be already on the glans, and 
spread further, amputation of the penis is the only remedy. This opera- 
tion is in general more successful than the removal of cancer from other 
parts, but an important point is, that the testicles, the skin about the 
pubes, and the inguinal glands should be free from hardening. 

[The observations I have made as to the recurrence of this disease certainly do not 
confirm CHELIus’s statement of the successful result of amputation of the penis, even 
in the early stage, as the disease almost invariably returns. I remember one very 
remarkable case, in which, under favourable circumstances, the younger CLINE removed 
the whole penis as low down as the membranous part; by detaching it as far as possible 
from the pubic bones in front of the scrotum, and then making a cut into the perineum, 
he turned the penis down through it, and completely scraped off the crura to their very 
origins from the bones, and removed them and the bulb, leaving only the membranous 
part of the penis; but the wound in a few weeks took on a cancerous disposition, spread 
mee and destroyed the patient probably quicker than if he had been left; alone.— 


2474. Amputation of the penis is performed either by the knife or by a 
ligature. Previous to the operation the glans should be carefully exa- 
mined, to ascertain whether the prepuce alone be affected. As much as 
possible of the penis should always be preserved, as thereby the discharge 
of the urine is rendered easy, and even connexion itself is still possible. 

2475. Amputation of the penis by the knife varies, as it is performed 
near the hinder part of the glans, or in the middle, or at the root of the 
penis. 

2476. In amputation of the glans alone or near its hind part, an assistant 
grasps the penis, behind the diseased part, with his thumb and finger, and 
draws the skin back. The operator then takes hold of the fore part of the 
penis, which should be wrapped in linen, draws it a little towards him and 
cuts it off at a stroke with a small amputating knife through the healthy 
part. The bleeding vessels are then to be tied, and the weeping of the 
blood from the spongy bodies stanched with cold water, and after the 
wound has been cleansed, a silver catheter or piece of elastic catheter is to 
be introduced into. the urethra, and the edges of the wound closed from 
above downwards with sticking plaster. Some wads of lint are then to be 
put over it, and a Maltese cross bandage fastened over it with a narrow 
bandage. The tube in the wrethra must be fixed by tapes through its eyes. 

2477. If the penis be amputated in the middle, the assistant and the 
operator grasp it behind and before the part where it is to be cut off, 
without drawing the skin either backwards or forwards. The rest of the 
proceeding is as in the former case. 

2478. In removing the penis near the pubic bones, SCHREGER has re- 
commended the cut to be made with repeated strokes, to prevent the retrae- 
tion of the stump, and render the application of the ligatures more easy. 
An assistant presses up the bulb from the perineum forwards towards the 
pubic angle, and.then, the operator having first drawn the penis and the 
skin forwards, divides the skin upon the dorsum penis and ties the dorsal 
arteries ; after making the second cut, he proceeds in the same way with 
cavernous arteries of the penis, and after the third, with the cavernous 


(a) EARLE; in Med.-Chir. Trans., vol. xii. p. 289. 
VOL. Il. 3.°#F 
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arteries of the urethra, and the bleeding having been thus stanched, the 
remainder of the penis must'be cut through. The dressing is to be made 
as already directed. If the bleeding from the spongy bodies cannot be 
stopped by sprinkling with cold water, the wound must be sprinkled with 
some styptic powder, covered with lint, and this fixed as already directed. 

LANGENBECK (a) proposes to prevent the retraction of the penis in the following 
way: he cuts through the dorsum penis so deeply into the cavernous bodies, that he can 
see their white edge and the septum ; a loop is then drawn through both, and the penis 
ian cut through. The ligature serves to keep the stump steady, and to draw it 
orwards, 

To prevent the retraction and drawing together of the urethra, BARTHELEMY (b) 
advises introducing an elastic catheter, which is to be bent down by an assistant be- 
neath the arch of the pubes, and then the penis and catheter to be cut through. 

2479. Of the accidents which may occur after the operation, after- 
bleeding requires special attention. If it occur from a vessel which has 
not been tied during the operation, it must be taken up at once. If from 
the spongy bodies, it must be endeavoured to stanch it with cold water, 
styptic powders, and pressure, or when this is inefficient, and the length 
of the stump permits, pressure is to be made on the tube already intro- 
duced with a roller, or strips of sticking plaster ; but if these means be 
fruitless, the actual cautery must be employed. Violent inflammation 
and spasmodic retention of urine must be treated according to the ordinary 
rules. 

The tube in the wrethra must not be removed till the scarring is com- 
plete, otherwise the opening of that canal is narrowed; and even then it 
is often necessary, as I have sometimes seen, to prevent the contraction by 
leaving a bougie in; on the other hand, there are cases in which without 
any bougie, no narrowing of the urethra ensues. 

After the most successful operation, even in aged persons, whose pro- 
creative powers have ceased, there is often no means of preventing low- 
ness of spirits and melancholy. 

2480. In removing the penis by tying, a silver male catheter must be 
passed through the wrethra into the bladder, a waxed silken thread applied 
beyond the diseased, and upon the healthy part of the penis, and intro- 
duced into a loop-tier or some particular instrument for tying a 1iMture, 
This instrument must be screwed so tight that the part before the ligature 
shall be deprived of all feeling; the instrument is to be fastened with 
sticking plaster, and the cancerous part covered with lint and compresses. 
On the second or third day, usually the largest portion of the dead penis 
may be removed with scissors or bistoury, without bleeding or pain ; and 
on the fourth or fifth day the ligature separates. ‘The catheter may now 
be removed ; a small silver or gold tube introduced into the wrethra, and 
the suppurating part dressed simply till it scar (¢). 

2481. Amputation of the penis with the ligature is preferred by most 
practitioners to that by the knife. The inconveniences, however, which 
usually arise from the former, as great and continued pain, by which fever, 
convulsions and the like may be produced, and the noxious effect of the 
sloughing mass upon the whole system, by which Grarrn’s mode of 


GRAEFE und von WatrtHer’s Journal, vol. iv. 


(a) Neue Bibliothek fir die Chirurgie und 
i 737 p. 331.—Biormer, Ueber die von GRAEFE ange- 


Ophthalmologie, vol. i. p. 737: 


(b) Archives Generales de Medecine, vol. xxiv. 
p- 133. 1830. 

(c) Brener, above cited.—SprIER, E., Dissert. 
de Castratione. Berol, 1820.—MicHaer tis, Ueber 
die Exstirpation des Penis durch Ligatur; in von 


gebenen und verbesserten Unterbindungstécken ; 
in same, vol. v. p.356.—MicuHaE.is, Neue Erfahr- 
ungen iiber GrazFe’s Amputationsweise des Penis; 
in same, vol. xiii, p. 210. 
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operation is beset, must not be everlooked. The most important advantage 
of tying is security from bleeding, which may be very severe at or after 
the operation, although proper caution will prevent this, as my experience 
has proved. 

[I have never seen any trouble or difficulty from the bleeding at or after the removal 
of the penis with the knife, and should think the scarring would be more quick, and 
much less painful by this method than by the ligature, of which, however, I have not 
had any experience.—J. F. S.] 

2482. As in many cases, although the carcinomatous swelling increases 
the penis to double its size, it does not attack its whole substance, but is 
confined to the cavernous bodies, so that according to Lisrranc, the dege- 
nerate mass may be removed by.a cut made from before backwards 
beyond the diseased part, from the back of the penis, by short strokes of 
the knife, carefully cleansing the wound with a sponge till the whole 
fibrous covering of the cavernous bodies has been laid bare. If this be 
found healthy, the diseased mass must be carefully removed, and only 
when the degeneration has penetrated more deeply should the penis be 
amputated. This opinion is supported by some successful cases (a). 
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Curiinc, T. B., A Practical Treatise on the Diseases of the Testis and of the Sper- 
matic Cord and Scrotum. London, 1843. 8vo. 

2488. The various chronic swellings to which the testicle is subject, 
and by which its parenchyma is converted into a foreign substance, are 
usually comprehended under the general designation Sarcocele (Sarcocele, 
Hernia carnosa, Lat. ; Fleischbruch, Germ.; Sarcocele, Fr.) Under 
this term, are ranged together induration, scrofulous and syphilitic swel- 
ling of the testicle, scirrhous, sarcomatous degeneration, varicose swelling, 
and medullary fungus. Some writers confine Sarcocele to cancerous 
degeneration of the testicle; others name as Sarcocele a variety of ele- 
phantiasis, in which the skin of the scrotum becomes a fleshy substance, 
attached as it were to a neck, and with which generally the testicle is 
unconnected: it is most proper, however, to restrict the term Sarcocele, 
simply to the sarcomatous degeneration of the testicle. 

2484. Scirrhus of the Testicles is generally preceded by inflammation or 
other external injury, or it occurs of itself without any apparent cause. The 
testicle swells, becomes hard; may continue a long while in this condition 
without causing any inconvenience ; at last, after some accidental irritation, 
or of its own accord, the swelling becomes greater, harder, irregular, and 
knobby, and lancinating pain runs along the course of the spermatic cord. 
The scirrhosity spreads over the cord, which thickens and becomes firm 
and knotty ; the neighbouring glands swell; the skin of the scrotum 
adheres to the swelling, at last bursts,-and an ulcer with hard out-turned 
edges, and a discharge of stinking zehor, or with fungous growths, is pro- 
duced, and the pain becomes very severe in the region of the loins and 
spermatic cord. Whilst this is going on in the testicle, the general health 
becomes very much affected, and the previously-mentioned symptoms 
set in. The interior of the hardened testicle consists of a hard tallow-like 
substance, of a grayish or brownish colour, oftentimes containing distinct 
cells filled with a sanious fluid. 

2485. In Sarcomatous degeneration of the Testicle, its substance is 
changed in the same way as already described of Sarcoma in general, 
(par. 2281.) There is an excessive collection of coagulable lymph in the 
parenchyma of the testicle; the spermatic arteries and the branches they 
give to the coverings of the testicle are sometimes pretty numerous, and 
considerably enlarged. In sarcoma the testicle often retains its shape for 
a long while, is oval and flattened on both sides, its larger end is directed 
upwards and forwards, its smaller one downwards and backwards. Its 
weight, in proportion to the size of the swelling, is always considerable. This 
disease generally causes no other inconvenience than that of dragging on 
the spermatic cord, if unsupported by a bag-truss. It is free from pain, 
the skin covering it has its natural condition, which is only first changed 
on very great enlargement of the swelling. ‘The spermatic cord may 
indeed swell, but does not become knotty and knobby. If such sar- 
comatous swelling be left alone, or if it be irritated by treatment, it 
may run into cancerous degeneration. 

2486. During the progress of scirrhus as well as of sarcoma of 
the testicle, a collection of water is not unfrequently formed in the 
scrotum, (Hydrosarcocele,) which is to be considered as a consequence of 
the degeneration of the organ. There is then felt a firm, regular swelling, 
and frequently distinct fluctuation. Sometimes the surface of the testicle 
unites with the vaginal tunic into one indistinguishable mass. 
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2487. The distinction of scirrhous and sarcomatous degeneration of the 
testicle from other swellings which occur in its parenchyma or its coverings, 
is in most cases exceedingly difficult, and requires careful examination of 
the swelling and of the way in which it arose. Swellings of this kind are, 
jist, thickening of the cellular tissue of the scrotum ; second, hydrocele ; 
third, hydatid or cystic tumour of the testicle; fourth, hardening of the 
tunica albuginea of the testicle ; fifth, fungus of the tunica albuginea 
or of the testicle; szxth, induration of the testicle consequent on acute 
inflammation ; seventh, scrofulous and syphilitic swelling of the testicle ; 
eighth, medullary fungus. 

2488. The thickening of the cellular tissue of the scrotum, which 
is infiltrated by a quantity of fatty, watery, or bloody fluid, forms a 
swelling with a broad base, and at the same time attached to a stem, 
of which the size is sometimes so considerable that the penis is completely 
covered ; the opening of the prepuce has the appearance of a navel at the 
end of the swelling, and the patient is prevented walking. Its weight 
is sometimes as much as one hundred pounds. Externally the tumour 
presents various degrees of roughness, separated by the hollows which 
correspond to the erypte mucose or the roots of the hairs. Upon a large 
portion of the tumour when it has long existed are formed yellowish 
crusts or scales, which as they drop off leave a corresponding number 
of ulcers bare, and secreting an ichorous fluid. The swelling is pain- 
less, bears even violent pressure in various directions, is at some parts 
hard, at others soft, and is only troublesome to the patient by its weight. 
The testicle and spermatic cord are generally natural, only the spermatic 
vessels are lengthened. ‘This disease is most common in hot countries, 
although it has also been noticed in France, England, and Germany. 
According to Larrry, who frequently saw it in Egypt, persons who 
sit at their work are peculiarly subject to it. Syphilis and other vicious 
states of the juices may be reckoned among its internal causes; the patient 
is frequently at the same time subject to elephantiasis, of which this 
disease seems only a modification. 

When the disease has not attained a very great height, its dispersion 
may be attempted by antimonial, mercurial, and diaphoretic remedies, by 
the alterative use of mineral acids in small quantities with mucilaginous 
drinks. Externally by lotions of dilute sulphuric acid, solution of bichlo- 
ride of mercury, of sulphate of iron, and of hydrochlorate of ammonia. 

If notwithstanding this treatment the tumour become larger, the 
operation is the only remedy. For this purpose two cuts are made in 
front of the aperture of the prepuce which separate below from each 
other, and run down on both sides, below the testicles. In these directions 
all between the cavernous bodies of the penzs and the testicles, in which 
care must be taken to avoid the testicles, spermatic cords, and cavernous 
bodies, and the whole mass below the line of the cut removed. The 
remainder of the sarcomatous mass must be shelled out. The bleeding 
vessels must be tied at once, and the edges of the wound brought together 
with sutures, sticking plaster, and a proper bandage (a). 

[This disease does not generally exceed such size as might render it liable to be 


(a) Ephemerides Nat. Curiosorum, 1692.— Chir. Trans., vol. vi. p. 71.—DeELPrcn; in von 
More@aent, Epistole Anatomice, xliii. Art. 42.— GRAEFE und von WALTHER'S Journal fiir Chirurgie 
Larrey, Mémoires de la Chirurgie Militaire, vol. ii. und Augenheilkunde, vol. ii. p. 647 —von FRo- 
p. 110.—Ricueranp, Nosographie Chirurgicale, RIEP’s Kupfertafeln, pl. cxxvi. 


vol. iv. p. 432. Fifth Edition.—Trrury ; in Med.- 
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mistaken for disease of the testicle itself; but with careful examination it is scarcely 
possible to mistake the one for the other. . 

In some instances, however, the scrotum seems to participate rather than give origin 
to similar growths of cellular tissue, with adhesive deposit in its cells, which has been 
already mentioned, (p. 711,) and which has, perhaps, been not very correctly spoken of 
as elephantiasis of the scrotum. These sometimes acquire very enormous size, and have 
occasionally been removed. Some such have been already noticed, but as their removal 
is attended with considerable danger, it would seem, from the sudden loss of venous 
blood, it will not be improper to advert to the subject again. 

In Liston’s case (a), already cited, of the tumour which weighed nearly fifty pounds, 
and was removed from a man of twenty-two years of age, the disease “‘ had commenced 
when he was only ten years of age, and had gone on increasing gradually from that 
time. It measured forty-two inches in circumference, and forty from the verge of the 
anus to the pubes, betwixt which parts it was attached. The greater bulk of the tumour 
lay behind, and extended lower than the patient’s knees. * * * The incisions were 
made from behind. I had intended to preserve as much of the genitals as I might 
find it possible to do, on examining their attachments and connexious with the diseased 
mass. But immediately on the bistoury being carried round the base of the tumour, 
the hemorrhage was so profuse that any attempt of the kind had to be abandoned, for 
the more essential and immediate object of saving the patient’s life. * * * The tumour 
was therefore detached as rapidly as possible,—in not very many seconds,—and the 
mouths of the large and numerous vessels running into it covered as they:were divided, 
by our fingers. The flow of biood was compared by those present to the discharge of 
water from a shower-bath, so instantaneous and abundant was it. Before half the ves- 
sels could be tied, the patient had sunk off the table without pulse, and with relaxed 
muscles, voluntary and involuntary.” From this condition he was recovered, and then, 
in his Practical Surgery Liston states, the remaining vessels were from twelve to 
sixteen, but whether they were arteries or veins is not mentioned. In three weeks he 
was able to walk about, and soon after the complete cicatrization of the wound took 
place. The tumour is in the Museum of the Royal College of Surgeons of England. 

The following is Kry’s case (6), which from its enormous size excited great interest. 

Hoo Loo, aged thirty-two years, ten years previous to his admission (March 17, 1831) 
into Guy’s Hospital, “first perceived the extremity of the prepuce to swell and become 
hard, and it continued to increase for about four years. At the end of this period the 
scrotum began gradually to enlarge up to the present time, when it had acquired the 
enormous magnitude of four feet in circumference, its increase having been for the last 
two years remarkably rapid. * * * The appearances of the tumour at the time of 
operation (April 9) were as follows:—Its body was of a flattened spheroidal form, four 
feet in circumference, and attached by an equilateral triangular neck of half that size, 
which, opposite the pubes, measured exactly eight inches across, and extended about two 
inches and a half beyond each external abdominal ring. The other sides corresponded 
to the lateral boundaries of the perineum, and met at an acute angle immediately before 
the anus. Its length was such, that when the man was erect, its lowest point was about 
opposite to the tubercles of the ¢ibie. On its neck and lateral portions, the integuments 
were healthy in appearance, whilst on its anterior part they were considerably thickened, 
indurated, and had a tuberculated honey-comb appearance, with a few small ulcerations, 
from which a slight serous transudation took place. Near the centre of the body of the 
tumour, an irregular projection, supposed to be elongation of the prepuce, concealed the 
orifice from which the urine escaped. The integument covering this projection seemed 
more diseased than that of any other part of the tumour, being closely studded with 
numerous small elevations of the cutis, and from this projection, an elevated ridge 
extended backwards through the medium line of the tumour, and evidently was the. 
enlarged raphe of the scrotum. The plan of the operation was this:—To make three 
flaps ; one from the upper part of the neck of the tumour, to envelope the penis, and a 
semilunar one on each side to form a covering for the testicles and perineum.” In 
making the first lateral “ incision, several large veins were divided, which bled freely, but 
were immediately secured by ligatures. This flap was then dissected back, during 
which several large vessels were tied. At the lower part of the flap, one particularly 
large vein was secured. A flap of the same kind was made on the opposite side, 
during which, but comparatively few vessels were divided. The next step of the 
operation consisted in laying bare the cords; and in cutting down upon the right one, a 


(a) Edinburgh Medical and Surgical Journal, (6) Removal of an immense Tumour, occupy- 
vol. xix. p. 566. 1823. his account isthe most ing the region of the Pubes and Perineum; in 
circumstantial, and is that here quoted. London Medical Gazette, vol. viii. p. 93. 1831. 
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small artery, the first that was seen, was tied. At this time, the patient’s powers appeared 
so depressed, that it was determined “no further attempt should be made to save the 
penis and testes.” Mr. Key, therefore. “passed a temporary ligature round each 
spermatic cord, and then divided them. A band was then passed round the penis in the 
same manner, which was then cut through about an inch and a half from its root. The 
tumour was now dissected from the perineum, which occupied but a very short time; in 
this separation, two small arteries ‘were divided, and instantly secured. The ligatures 
were then removed from the cords and penis, and each spermatic artery tied separately. 
During the greater part of the operation, and especially towards its latter end, the man’s 
powers were greatly depressed, and two fits of syncope occurred, yet after it was 
finished, his pulse, though weak, could be felt at the wrist. However, in a few minutes 
another fit of syncope came on, from this he never rallied.’’ Every means to restore 
him, including transfusion, were in vain. The operation lasted an hour and three- 
quarters; this was principally occasioned by the necessity of tying so many vessels, the 
whole of them veins, with the exception of three very small arteries, besides the two 
spermatics ; and by being delayed during the two fits of syncope. Although upwards of 
thirty ligatures were applied, not more than twenty ounces of blood were lost, and of 
this scarcely one ounce arterial.” * * * The weight of the tumour, when removed, was 
fifty-six pounds, eight ounces. Mr. Key was decidedly of opinion, and expressed him- 
self to that effect, that the patient’s death was occasioned by the loss of blood, which, 
though by no means excessive, from the precautionary measures adopted, yet made an 
impression on the feeble system of an Asiatic, which his powers were unable to over- 
come. * * * The tumour was found to consist of the cells of the cellular membrane 
enlarged, and containing a yellowish dense serum. Some parts of the tumour contained 
indurated masses, resembling cartilage. The tumour, when entire, undulated, and was 
thought by some to contain a large quantity of fluid in one cyst; but the fluid was con- 
tained, as is usual in elephantiasis, in cells of various dimensions, bu tnone exceeding 
a marble in size.” 

Warned by the fatal result of this case, and also from the violence of the bleeding in 
Lisron’s patient, O’FrRRALL (a), to guard against such untoward circumstances, in 
operating on “an enormous tumour of the scrotum of a man forty-four years of age, 
which descended nearly to his knees, disabled him by its great weight, and had nearly 
exhausted his strength by profuse bleeding from large veins on its surface,” adopted the 
plan “of placing the patient on his back, and having the tumour poised for a sufficient 
length of time to empty its vessels before the incisions were commenced,” and the 
result justified his expectations. The disease had commenced ten years before, in “a 
hard swelling on the cord, the size of a marble, about an inch above the left testicle,” 
which “continued progressively to enlarge. * * * The last hemorrhage from the 
veins of this tumour amounted, he was convinced, to two quarts of blood. The exhaus- 
tion was very great, and rendered him for some time unable to pursue his avocations.” 
When admitted into St. Vincent’s Hospital, “the figure of the tumour was irregular ; 
it arose by a pedicle from the pubes and perineum, and expanded in tts descent into a 
huge mass, the widest portion of which was about four inches above its lowest part. 
The integuments which covered the pedicle were evidently borrowed by traction from 
the abdomen and groin, and presented four distinct and prominent folds ; the skin cover- 
ing the tumour was smooth, it was marked by numerous large venous trunks, which 
traversed its surface, and lay in furrows easily traceable by the finger. A small ulcer 
in the integuments over one of these veins marked the point from which the hemor- 
rhages had taken place. The left lateral aspect of the tumour, near its neck, exhibited 
several trunks of veins, larger than swan’s quills, running parallel to each other, and, 
when the patient was in the erect position, projecting in strong relief. When poised 
upon the hands it gave the impression of considerable specific weight; its consistence 
was unequal; its hardest portion was an irregular mass of the size of an orange, of 
cartilaginous density, and situated about an inch below the left external abdominal 
ring. The greater portion of the tumour was solid, though not gristly to the touch. 
At two or three points of the remainder there was a degree of elasticity closely resem- 
pling fluctuation. * * * Of the penis, the glans was the only portion visible, it 
projected from the integuments at a point about three inches below the pubes. The 
remainder of this organ was buried in the morbid growth. * * * From the pubes 
to the fundus of the tumour measured twenty-eight inches ; the circumference about its 


(a) Malignant Tumour of the Scrotum; in Dublin Quarterly Journal of Medical Science, vol. i. 
p 521. 1846. New Series. 
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middle was twenty-two inches and a half. The weight of this enormous mass was the 
principal source of inconvenience.” The operation was performed on the 29th Movem- 
ber, 1844. After making a puncture into the elastic part of the tumour with a trocar, 
through the canula of which nothing but a little blood came out, and the patient being 
placed in the position for lithotomy, “ with a large broad-backed bistoury, O’FERRALL 
made in the perineum two straight incisions meeting at an angle, salient towards 
the anus. Keeping close to the tumour, the incisions were carried rapidly round 
its under and lateral surfaces, exposing on the right side the covering of the testicle, 
and on the left a bunch of cylindrical convolutions as large as the finger. * * * Their 
uniform blue colour, solid feel, and entire absence of gaseous contents, at once con- 
vinced us that it was an enormous variz of the cord of the left side. The tumour being 
now detached as far as possible laterally and underneath, was allowed to descend to a 
nearly horizontal position, in order to complete the operation in front. Two straight 
incisions carried downwards from the groins, were made to meet at an angle, so as 
to include a portion of integument capable of covering the urethra, and fitting into the 
incisions previously made. The tumour was now rapidly detached, and the cord being 
held, was cut across. A few strokes of the bistoury completed the separation of this 
enormous mass from the body of the patient. The vessels of the cord and a few small 
subcutaneous branches were now secured, and the patient was put to bed. The loss of 
blood was very inconsiderable, not exceeding perhaps four ounces.” The operation 
was completed in eight minutes. After a few hours the flaps of integument were 
brought together with sutures. About nine days after the operation the patient was 
attacked with erysipelas, which spread down the thighs, upwards over the body to the 
shoulders, then over the scalp and face, and after about seventeeen days subsided com- 
pletely. Shortly after he had a fit of acute rheumatism, from which, however, as well 
as the general consequences of the operation, he rapidly recovered. On examination 
of the tumour, “a loose capsule of cellular tissue enveloped the morbid growth. A 
section carried through its middle showed that the whole was perfectly solid, and with- 
out the slightest appearance of a cyst. The cut surfaces reminded us strongly of the 
section of the larger varieties of fibrous tumour of the uterus; whitish, with the 
slightest possible tinge of yellow. The substance appeared to consist of a number of 
lobules, separated by lines of condensed cellular tissue, and marked here and there by 
minute granules of calcareous deposit. The greater number of bloody points presented 
by the section, however, distinguished its appearance from that of the fibrous tumour of 
the uterus. Some of the lobules almost resembled in density a section of the interver- 
tebral substance. Others more elastic appeared to have undergone a change approach- 
ing the character of encephaloid disease. This impression was confirmed by Dr. 
Houston, who found that it presented under the microscope the mixture of fibres and 
cells, characteristic of malignant structure. It was in these situations that the decep- 
tive feeling of a cyst had previously existed. The left testicle was, after a careful 
search, found to occupy the position mentioned by the patient. It was atrophied, but 
otherwise unchanged, and lay enclosed in its moist and polished tunica vaginalis. The 
cord above it was lost in the tumour.” 

In the very remarkable case related by BENNETT (a), the disease had commenced 
“nine or ten years before, in the form of a swelling on each side of the groin, which 
gradually increased in size, descended, and, he says, united and formed one mass, 
entirely covering the penis.” The tumour has been gradually increasing from that 
time, and has now reached to the insteps. The weight of the tumour, so far as could 
be ascertained, was about ninety-six pounds avoirdupoise, and the size, by careful 
measurement, was found to be as follows :—The length from the crest of the pubes to 
the base (bottom) of the tumour, two feet five inches; circumference of the upper part, 
just below the pubes, twenty-one inches; of the centre, four feet; of the largest part, 
just below the urethra, four feet eight inches. The tumour was at some parts smooth, 
at others had a wrinkled appearance, excepting at the lower part of its right side, 
which was tuberculated and livid; the general colour, however, was a dirty yellow. It 
was very callous to the touch, except at the upper part about the pubes, and a few inches 
below. The tumour was composed, as appeared on cutting into it, of an indurated sub- 
stance, about the consistence of cartilage, and of asimilar white colour. No operation 
was performed. 

In all these cases it will have been noticed, that the scrotum was only secondarily, 
not primarily affected. ] 


_ (a) Case of enormous Tumour of the Scrotum Southern Pacific Ocean ; in London Medical Ga- 
in a Native of the Island of Tahiti, (Otaheite,) zette, vol. viii. p. 101. 1831. 
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2489. A simple hydrocele cannot well be confounded with sarcocele. Only 
at first, when the collection of water is not great, it is sometimes accom- 
panied with severe pain on account of the distension of the vaginal tunic, 
which, in connexion with the great hardness of the swelling, may lead to 
a mistake. But when that tunic is considerably thickened, and even 
cartilaginous, the feel is easily confused, and the practitioner may mistake 
the swelling for hydrosarcocele. In this latter complaint, however, the hind 
part of the swelling is generally harder and knobby ; the spermatic cord is 
also usually knotty, and there is lancinating pain. In doubtful cases, 
puncture always resolves the difficulty. 

2490. Cystic swelling of the testicle begins with a thickening of 
the epididymis; it is, however, generally only first noticed when the 
disease has spread over the testicle, and has made some progress. In 
addition to the swelling, the testicle retains its natural form, round in 
front, flattened on the sides, and not so bean-shaped as in hydrocele. Between 
the testicle and the epididymis, usually, though not always, the natural 
line of distinction still remains. The swelling is not tender if not sub- 
jected to violent pressure, but when smartly pressed, the patient feels as if 
the testicle were squeezed. ‘The tumour yields to pressure, though it 
does not show true fluctuation ; if it be compressed at one part with the 
finger, it is not raised at another part, but merely appears to yield all 
over. Pain and uneasiness in the loins are produced by the weight and 
size of the testicle, although the disease still remains local. 

On examining a testicle of this kind after removal, the vaginal tunic is 
found thickened, in part adherent, and the tunica albuginea firmer; the 
testicle appears to consist partly of firm tissue and partly of cysts, the size 
of which varies from that of the head of a large pin to that of a musket-ball. 
The smaller cysts, of which the walls are very vascular, contain a serous, 
clear, or yellowish fluid, and the larger, of which the walls are thick, have 
a mucous substance. AsTLEY CoorPer believes the cysts to be obstructed 
efferent tubes, into which a diseased secretion is poured out. Nothing 
precise is known of the occasional causes, the patient often ascribes the 
disease to cold, or to a blow. 

This tumour may be most easily confounded with hydrocele; the cystic 
tumour, however, is more compressible than fluctuating, heavier, the form 
of the testicle is retained, but rather more bean-shaped, is not transparent 
when a light is held behind it, and when violently pressed is painful as 
when the testicle is squeezed. In hydrocele, the testicle can be felt 
behind, although indistinctly. 

The removal of the testicle is the only remedy, and the recurrence of 
the disease not to be dreaded if the cystic disease be not complicated with 
medullary fungus, as may be seen after the removal of this organ, and 
always renders the prognosis unfavourable. ‘True hydatids may also exist 
in the testicle (a). 

2491. The tunica albuginea of the testicle is sometimes thickened, irre- 
gular, cartilaginous, and sometimes bony, the testicle, however, still 
retaining its natural condition. The swelling is in these cases painless, 
makes only irregular slow progress, and in general there is a collection of 
water in the vaginal tunic. The disease has no relation to cancer of the 
testicle, and does not require extirpation. Scirrhus may, however, be 
developed in the tunica albuginea which has adhered to the vaginal tunic, 

(a) AsTLEY Cooper, above cited, p. 63. 
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in which case, the scirrhosity in general attacks the epididymis, but the 
testicle, although surrounded with some serous fluid, is either little or not 
at all altered. Several observations appear to prove that after extirpation 
of the testicle, its recurrence is to be but little dreaded (a). 

2492. Fungus of the testicle, or of the tunica albuginea, is a peculiar 
disease, easily mistaken for sarcoma. In general, after external violence, 
or after a clap, a swelling of the testicle begins, which is often very con- 
siderable and hard. A small abscess forms, with severe pain, bursts, and 
out of the aperture a fungus gradually grows. If, in this complaint, after 
the inflammatory affection of the testicle has diminished, the testicle itself be 
not very greatly enlarged or hardened, it is best to remove the fungus and 
the diseased part of the testicle, without taking away the latter completely. 
This is best done with the knife, and in some cases the ligature or caustic 
may be employed. When the whole substance of the testicle is attacked 
with this fungus, it must be completely removed. The mere swelling and 
induration of the testicle, often ceases gradually after the extirpation of 
the fungus, and with proper treatment (6). 

2493. Induration of the testicle, as a consequence of previous acute 
inflammation, presents a hard, usually irregular, though not rarely, knobby 
swelling, which is more or less painful on examination, but gives the 
patient no lancinating pain. 

Repeated application of leeches, softening poultices, rubbing in mercu- 
rial or iodine ointment, and continued rest, usually effect its dispersion. 

Serofulous swellings of the testicle are less hard and painful than scirrhus : 
the testicle is thereby converted into a yellowish-white coagulated substance, 
like that found in scrofulous glandular swellings; but the spermatic cord 
is, for the most part, in its natural state. The swelling, however, fre- 
quently runs into ulceration, forms a painful readily bleeding fungus; the 
spermatic cord swells, and not unfrequently there is scrofulous degenera- 
tion. 

In most cases these swellings are resolved by proper general treatment, 
and by the local application of resolvents. 

Syphilitie swellings of the testicle and spermatic cord, in consequence 
of an inveterate pox, arise slowly, without any occasional cause, and 
commonly are developed in the epididymis. 

A regular mercurial treatment most commonly effects their dispersion. 

2494. Medullary fungus of the testicle is distinguished from sarcocele, 
by the more speedy growth of the swelling to a large size, by the absence 
of all hardness and irregularity, by the very indistinct pain, by the delu- 
sive feel of fluctuation, by the quick affection of the spermatic cord, and 
the spreading of the disease into the belly (par. 2295.) 

2495. Most of the above-mentioned diseased states are distinguished 
from cancer of the testicle; they may, however, even if left alone or 
treated improperly, run into cancerous degeneration. It is, therefore, 
necessary when suitable treatment has been employed without effect for 
some time, to extirpate the testicle, because thereby alone is the passage 
into cancer prevented. For scirrhus of the testicle there is no other 
remedy than extirpation. In sarcomatous degeneration, by repeated local 
bleeding, by dispersing applications, and by the internal use of such reme- 


(a) Dictionnaire des Sciences Médicales, vol. i p. 13-15. 
(b) Lawrence; in Edinburgh Med. and Surg. Journal, vol. iv. p- 207.—Dictionnaire des Sciences 
Medicales, vol. i. p. 16. 
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dies as promote absorption, the unnatural vegetative process may be kept 
down, or by tying the spermatic artery, the tumour may be diminished, 
or its growth prevented. 

2496. Extirpation of the testicle (Castratio, Lat.; Hntmannung, 
Germ.; ’masculation, when both testicles are removed) is for the pa- 
tient a very painful and, in cancerous degeneration, as to its consequences, 
a very doubtful operation, as recurrence of the disease is very common, 
The expectation of a favourable result is greatest when the disease has been 
the consequence of external violence, is not connected with any general 
affection, and all the degeneration has been completely removed. It must be 
held to be contraindicated when there is any existing general disease, on 
which the disease of the testicle depends; when the neighbouring glands 
are swollen, and there is also disease of the spermatic cord, when the hard- 
ness extends so far up, that excision in a healthy part is not possible. If 
in such case there be also dragging pain extending up into the loins; if 
the swelling of the spermatic cord be hard, knotty, and the seat of lan- 
cinating pain. From this scirrhous degeneration of the spermaiic cord, 
which in rare cases may precede the swelling of the testicle, a simple 
sympathetic swelling of the cord may be distinguished by its regularity, 
by not being knobby, and by diminishing towards the abdominal ring, 
and by the pain lessening when the testicle is supported by a bag-truss. 
A swelling of the spermatic cord may also depend on serous infiltration 
into its vaginal sheath. When with sarcocele swellings in the belly are 
connected (1), which on closer examination can often be distinctly felt, 
as well as with decided appearance of cancerous dyscrasy, the operation 
can only hasten death (q@). 

(1) The swellings which often form enormous masses in the belly, occur, indeed, ge- 
nerally in medullary fungus of the testicle; I have, however, seen them also in true 
cancer of that organ. 

2497. For the purpose of rendering the removal of the testicle in sar- 
cocele superfluous, WALTHER (6) has proposed tying the spermatic artery, 
which has been performed successfully by Maunorr (ce). This operation 
can, however, only apply to those diseases of the testicle, in which a very 
copious deposit of plastic lymph into the cellular tissue of the testicle 
has caused unnatural development of vessels and sarcomatous degene- 
ration, but no passage into cancerous degeneration. 

In relation to this practice stands cutting through the spermatic cord with interfering 
with the testicle, which soon wastes (d). 

2498. Tying the spermatic artery in sarcomatous swelling of the tes- 
ticle is unaccompanied with any difficulty. A cut half an inch long 
must be made at the abdominal ring in the direction of the cord, which 
being laid bare, the pulsation of the very much enlarged artery may be 
felt. The vessel is to be isolated as high up as possible, by slightly cutting 
the cellular tissue surrounding the spermatic cord, and passing a single 
thread with Descuames’ needle around it without including the vas de- 
ferens, nerves, or veins. The wound is to be brought together with 


sticking plaster. (par. 15388.) 


a) Rust, Zwei Beobachtungen tiber eine eigene _(b) Neue Heilart des Kropfes, u.s. w., p. 40. 
Erhirtung des Hodens, als Folge einer Varicositat Sulzbach, 1817. : } 
der Lymphgefisse, besonders der Cysterna chyli (c) Nouvelle Méthode de traiter le Sarcocéle 
und des Ductus Thoracicus; in Horn’s Archiv. sans avoir recours a l’Extirpation du Testicule. 


1815.—GrreL, Ueber den Fungus, die Struma Genéve, 1820. 8vo. ' 
testiculi ; in Neue Chiron, vol. i. p. 273. (d) Wetnnorp ; in Hureianp’s Journal, vol. 
viii. partiv. 1842. 
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2499. The removal of the testicle is performed in the following way. 
The serotwm and neighbourhood of the abdominal ring having been 
cleared of hair, the patient should be placed horizontally on a table. 
The operator standing on his right side, nips up the skin in an oblique fold 
over the spermatic cord, gives one end of it to an assistant, and himself 
holds the other with the thumb and finger of the left hand. This fold is now 
cut into in the course of the cord, and extended upon a director up towards. 
the abdominal ring and down to the bottom of the scrotum. The cel- 
lular tissue surrounding the spermatic cord is now to be separated by some 
cuts lengthways on the sides, and the cord lifted up, the cellular tissue 
beneath it being thus made tense, is cut through with the knife held flat, 
and as the knife is brought back, the operator passes the forefinger of his 
left hand into this opening, thereby stretches the remaining cellular tissue, 
and with his finger separates the cord up to the abdominal ring. The 
testicle being lifted up to lessen the stress upon the spermatic cord, an 
assistant grasps the cord above where it is to be cut through, and the 
operator holds it below, passes the knife beneath and divides it at a stroke. 
The arteries are now to be taken up with forceps or with a hook, and 
having been cleared, are to be tied. The testicle is to be shelled out of 
the scrotum, by which wounding of the urethra and the septum serott are 
avoided. All the bleeding vessels are to be tied immediately. 

When the skin of the scrotum is diseased, or firmly adherent to the tumour, it must 
be included either between two semilunar cuts, or after the cord has been divided, 
and the arteries tied, the testicle, and the skin covering it, must be removed with the 
knife, by which all injury to the septum is avoided. Any other practice for stanching 
the bleeding, than tying the vessels, is improper. 

If the cord escape from the assistant, and retract into the inguinal canal, it must be 
attempted to seize it with the forceps and pull it out, or even the external wall of the 
canal must be cut into (1). 

AUMONT (a) cuts through the skin at the hinder part of the scrotum, which is to be 
raised and turned to the opposite side, from the bottom of the swelling to the ab- 
dominal ring. The testicle, which is laid bare by this wound, is then to be dissected up, 
and the cord bared to the abdominal ring ; the testicle is then held by an assistant, and 
the cord, with forceps, by the operator, who cuts through it, and ties the arteries. The 
advantage of this is, that a smaller cut is made upon the least feeling part of the scrotum, 
and that the cord is more easily laid bare to the abdominal ring; hence its division and 
the tying of the vessels is more easy, there is less danger of after-bleeding, the escape 
of the secretion of the wound is more free, and its union better. 

[(1) The eseape of the cord immediately on its division is a very tiresome, and, to a 
young operator, very perplexing accident; to prevent its occurrence, ASTLEY CooPER 
used to advise passing a thread through the cord, above the place at which the division 
was to be made, which gave full power over the upper end of the cord after its 
division, and the thread was removed after the spermatic vessels were tied. I prefer 


passing a strong tenaculum through the cord, which answers the purpose quite as well, 
and is more quickly done.—J. F. 8.] 


2500. If the spermatic cord be degenerated so far towards the ab- 
dominal ring that it cannot be held fast by the assistant, a ligature should 
be passed round, after isolating it, which should be bound toa piece of 
wood, and there held till the artery have been cleared and tied. To this 
case alone should the complete tying of the whole cord, by many considered 
as the proper mode of proceeding, be confined. The tie should then be 
made as tight as possible, which alone prevents the severe symptoms 
caused by tying nerves. If the degeneration extend so high up on the 
spermatic cord that it cannot be cut through in a healthy part, the in- 


(a) Bulletin de la Société d’Emulation de Paris, 1822, April. 
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guinal canal must be opened, and the healthy part of the cord there cut 
through (a). 


{Much stress was formerly laid upon not tying the whole cord before dividing it, on ac- 
count of the severity of the pain ; I cannot say, however, that I ever noticed it so violent 
as stated, or, indeed,worth noticing, in the many times I saw it tied by some of the older 
Surgeons, in the early part of my studentship. But tying the cord is objectionable, for 
a much better reason, which is the length of time the ligature requires to ulcerate 
through. The younger CLINE managed the matter differently; he used to pass a 
strong thread around the cord, brought both ends through a piece of pewter catheter, 
tied them upon a stick at the top end, and then twisted stick and string, till like a stick- 
tourniquet, which it really was, it had compressed the vessels so completely as to 
prevent bleeding, when the cord was cut through. The thread was left on till the 
fourth or fifth day, then untwisted, and one end having been cut through, the thread 
was removed, if there were no bleeding. This practice I have often seen him pursue 
with great success.—J. F. S.] 


2501. When the removal of the testicle is completed, the wound is to 
be cleansed, the extremity of the cord laid lengthways in it, and the 
ligatures fastened with strips of plaster. ‘The wound is brought together 
with three or four stitches, and with strips of plaster, upon which are 
placed some soft lint, and compresses, and the whole fastened with a T 
bandage. The patient must be kept for the first twelve days pretty much 
in the horizontal posture. 

The after-treatment depends on the degree of the inflammatory and ner- 
vous symptoms which set in, and is conducted according to the usual rules. 

2502. A not unfrequent inconvenience after the operation is bleeding, 
which, if not quickly attended to, may produce very considerable infil- 
tration and distension of the loose cellular tissue of the serotum. If, 
after removing the dressing, some bleeding vessels be discovered, they 
must be tied. If the bleeding be from the whole surface, as if from a 
sponge, which, even at the time of the operation, may happen, attempts 
should be made to prevent it by cold water, and other styptic remedies, 
together with moderate pressure. If the bleeding will not so stop, the 
varicose part of the edge of the wound must be removed; in one case I 
found it necessary to stitch along the whole edge of the wound with a 
needle and thread. 

2503. If the testicle have not descended into the scrotum, but remain 
lying in the inguinal canal, or at the abdominal ring, so much earlier do 
the symptoms of disease appear, partly from its confined position, and 
partially by the various results of violent exertion, and the like. There 
may occur inflammation, induration, scirrhous degeneration, and col- 
lection of water in the cavity of the vaginal tunic. 

In all cases where the testicle lies at the groin, it is advisable to 
bring it down into the scrotum, by opening the serotwm and the abdo- 
minal ring. The spermatic cord offers no obstacle thereto, as it has its 
natural length, and lies coiled up behind the testicle. To keep the tes- 
ticle in its place, a loop may be passed through the vaginal tunic and the 
bottom of the serotwm, and moderate pressure made at the abdominal 
ring (b). If any such testicle be hardened, it may be exposed in the 
same way, and the spermatic cord, which is easily distinguished, divided. 


(a) For peculiar instruments to tie the spermatic (b) BREYTING, Dissert. de Testic. retropr. post 
cord, see Ravaron, Pratique Moderne de la Chi- hine exstirpat. cum adn. circa monorch. et testi- 
rurgie, vol. ii. pl. ix. fig. 1, 2, pl. xii. fig. 1-4.— condos. Landsh., 1814.—RoseNMERKEL, Ueber 
RuprorFFeER, above cited.—Joacuim, in THAvT, die Radicalkur des in der Weichelegenden Testi- 


above cited.—GRAEFE, in BrENER and SPEIER, kels, Miinchen, 1820.—Cuetrvs; in Heidelberger 
above cited. klinisch. Annalen, vol. ii. part iii. 
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[The operation here recommended should not be performed as it is useless and cruel. 
The testicle, though seated in the groin, performs its functions equally well, and if 
there be any fear of its situation rendering it liable to injury, it may be protected with 
a cup truss. 

It is of great importance that persons who are subject of this unusual position of the 
testicle, should be acquainted with the fact of it being matter of not the slightest con- 
sequence to their condition, as very serious mental alienation has occurred from their 
notion of being unlike other people, and incapable of performing an important function. 
In some instances, indeed, the horror of their presumed condition has led to self-de- 
struction. Neither must it be omitted to mention that, although the testicle has been 
seated for many years in the groin, yet that occasionally, without any apparent cause, 
it will descend and take its natural place in the scrotum.—s. F. s. 

There is not any reason why the testicle remaining in the groin should not be 
attacked with disease, as it is after its descent into the scrotum ; but such cases, as far as 
I am aware, are exceedingly uncommon; the following three examples are therefore 
very interesting; the first two are histories attached to casts in the Museum of St. 
Bartholomew’s Hospital, for which I have to thank my friend Pacrt; and the last is 
now (November) in the Middlesex Hospital, under the care of my friend ARNortT, 
who has kindly furnished me with his notes. 

Case 1. The man was a labourer, aged forty-four years. His mother said, that at the 
time of his birth a small tumour was observed in his groin, which has remained there 
ever since. Seven years before his death it began to increase considerably in size, and 
six weeks previous to Mr. SAaRGANT seeing him, in November 1830, it had attained such 
bulk as to incapacitate him from following his usual employment. At that time 
it seemed attached to the anterior superior spine of the lium and to the upper part 
of the pubes, and hung down over the thigh; and was considerably inflamed. Treat- 
ment was adopted calculated to remove this condition: and soon after he came to 
St. Bartholomew’s Hospital; but in January 1831 he returned to Mr. SARGANT’s care. 
The tumour had then greately increased in size, and was slightly inflamed, accompanied 
with considerable fever and general disorder. Mild antiphlogistic remedies were 
adopted, and after the application of a blister, were maintained for a week; the 
tumour pointed at its most depending part, and having been punctured, a pint and a half 
of green, offensively-smelling matter was discharged. He was allowed nutritious diet, 
with wine, &c., and was soon able to leave his bed and walk in the open air, about 
eight ounces of matter, however, being discharged daily. In the following April, his 
strength having regularly increased, he was able to walk four or five miles in the day, 
and the tumour continuing to discharge, was much decreased in size. On the 11th of 
the same month, hemorrhage, to the amount of about a quart, took place, it was sup- 
posed from a branch of the epigastric artery. After this he seemed, for a time, to 
have recovered his previous improved condition; but in the beginning of June was 
attacked with fever, occasional shiverings, great and most distressing pain in the loins, 
and the tumour again rapidly and considerably enlarged. The discharge at this 
time was lessened; but on the 20th of the same month, a fresh opening was spon- 
taneously made near the former one, and from this a copious discharge ensued, accom- 
panied about every three days with a discharge of about eight ounces of blood. The 
bowels now became obstinately costive, and he had great irritability of stomach, with 
constant retching and vomiting. He continued in this state, but gradually becoming 
worse, and on the 27th of July died. On examination, the stomach, liver, and spleen 
were found healthy. The mesenteric glands were considerably enlarged and indurated, 
and on being cut into, discharged the brain-like substance observable in medullary 
sarcoma. ‘The testicle could not be found; nor could the spermatic cord be traced 
beyond the tumour, though it was carefully sought for. What remained of the tumour 
was a mass of soft encephaloid substance. 

Case 2. Was under the care of Lawrence of Brighton, and the cast was made on 
account of its similarity to the former. In this also the testicle had not descended into 
the scrotum, and it was presumed that it was an encephaloid tumour of that organ which 
had produced the enlargement. 

Case 3. Richard Long, aged 43 years, was admitted into Middlesex Hospital, 

Nov. 3, 1846. On account of a tumour in the right groin ; it is large, prominent, and 
of an oval shape, with its long diameter nearly in the direction of Pourart’s ligament, 
which, however, it covers somewhat obliquely ; the greater part of the upper and outer 
end of the mass of the tumour being above the ligament, the greater part of the lower 
and inner end being below its level. Over the surface it measured nine inches in the 
long direction, and six and a half in the short. It extended from within two and a half 
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inches of the anterior and superior spinous process of the ilium, to a little beyond the 
pubes, where it was in contact with the root of the penis. Its surface was uniform and 
smooth; it felt firm and resisting, and gave the idea of solidity, but at one part com- 
municating an indistinct sensation of some fiuid being present; it is nowhere dia- 
phanous. No impulse is communicated on coughing, although from the motion on its 
surface during this action, it is evidently covered by at least the superficial fascia of 
the abdomen. It can be grasped, and is to a certain extent movable, but it cannot be 
fairly raised from its attachments behind. The scrotum and testicle on this side are 
wanting. The patient, a farm-labourer, of hale appearance, and father of seven children, 
states, that he never had a testicle in its proper place on the right side, but that up to 
four years ago, there was a small swelling, the size of a nut, in the groin, and he points 
to a situation above Poupart’s ligament, corresponding to the internal abdominal 
ring, or upper part of the inguinal canal. That it was unattended by pain. Four years 
back, as he was one day engaged at his work, making trusses of hay, it came lower down ; 
and he tried to get it up again, but without success. It was then, he states, the size of 
a walnut, and has continued gradually to enlarge ever since, but without pain or in- 
convenience, except from its increasing bulk. 

“‘ Viewing the case,” says ARNOTT, “ as one of disease of the undescended testicle, 
but unable to determine its precise nature, whether hydrocele or hematocele with a 
thickened tunica vaginalis, cystic sarcoma or malignant disease, I this day (/Vov. 5) 
told the patient that it would be necessary to puncture the tumour, and then proceed 
according to its nature, so as even to remove it if necessary. His mind not having been 
prepared for this, and no application having hitherto been used, he wishes some trial of 
these to be made in the first instance ; and as he has but just entered the house, he will 
be indulged.” 

Nov. 13.—The operation was performed to-day, and the case found to be one of me- 
dullary sarcoma of the testicle, which had never got out of the external ring, the dis- 
eased mass being covered with the tendon of the external oblique, which I had to slit 
up over the whole length of the swelling. | 
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Port, Perctva, Chirurgical Works, vol. ii, p. 225. Edit. 1783. 

Simmons, W., Observations on Lithotomy; to which are added, Observations on 
Chimney-sweeper’s Cancer. Manchester, 1808. 8vo. 

Earxe, Henry, On Chimney-sweeper’s Cancer; in Med.-Chir. Trans. vol. xii. 

. 296. 
: TRAVERS, BENJAMIN, On same ; in same, p. 344. 

Ears, Henry; in London Medical and Surgical Journal, vol. i. p. 6. 1832. 

Cooprr, Sir AsTLey, Bart., Observations on the Structure and Diseases of the 
Testis, p. 226. 

2504. Under the name of Chimney-sweeper’s Cancer, Pott has de- 
scribed a peculiar cancerous degeneration of the serotwm, to which the 
chimney-sweepers in England are subject (1). A warty excrescence sprouts 
upon the lower part of the serotwm, which may remain unchanged for 
months and years; it forms a superficial but painful ill-conditioned ulcer, 
with hard and outturned edges. Almost invariably young persons are 
attacked with this complaint, so that not unfrequently it is taken for a 
venereal affection, but antisyphilitic treatment of all kind, renders it 
more painful and makes it worse. In a short time the ulcer spreads over 
the skin of the scrotum, penetrates deeply, and attacks the testicles, which 
swell and become hard. Hence it spreads along the spermatic cord to the 
viscera of the belly; the glands in the groin swell, and the patient sinks 
under the severity of the pain from extensive ulceration (2). 

[(1) “ Other people,” says Port, “have cancers of the same parts, and so have 
others besides leadworkers the Poictou colic, and the consequent paralysis, but it is 
nevertheless a disease to which they are peculiarly liable ; and so are chimney-sweepers 


to the cancer of the scrotum and testicles.” (p. 227.) , 
According to Dr. Parts (a) “it deserves notice that the smelters are occasionally 
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affected with a cancerous disease in the scrotum, similar to that which infests chimney- 
Sweepers, and it is singular that Srauu in describing the putrescent tendency in the 
bodies of those who die from this poison, mentions in particular the gangrenous appear- 
ance of these parts.” (p. 97.) 

Although the disease almost invariably is produced in the scrotum, yet in rare cases 
it is seen on other parts. EarLe mentions “aremarkable instance of its occurrence at 
the wrist of a gardener, who was every spring employed to distribute soot for the 
destruction of slugs, which is related by his father in the last edition of Porr’s Works” 
(p. 297.) AsTLEY Cooper saw chimney-sweeper’s cancer twice, and KEaTsE once upon 
the cheek. 

(2) Earze states that when from infection by this disease, the testicle “becomes 
greatly indurated, ulceration, and sometimes sloughing, then take place, leaving a deep 
excavated ulcer, that penetrates into the body of the testis, which does not appear dis- 
posed to the formation of fungous growth similar to what occurs when the scrotum is 
the seat of the disease. The same observation applies when the complaint has extended 
itself to the inguinal glands; its progress in glandular structures appears to be more 
rapidly destructive, without the slightest effort at reparation. The disease in every 
instance that I have seen, except one, extended itself to the parts immediately con- 
tiguous. The inguinal glands are often enlarged, but they will generally subside on 
the removal of the diseased scrotum, clearly proving that the disease is not commonly 
communicated in the course of the absorbents. This is a very important feature in 
the complaint, and one which most materially influences the prognosis and treatment. 
I know but one exception to this rule, where a bubo formed, which suppurated, and 
the sore assumed the same character as the primary affection in the scrotum.” (p. 298.) 
This statement of the subsidence of a swelled inguinal gland, is very remarkable, and 
if generally supported, would form a very important and hopeful feature in the disease ; 
but I am afraid experience does not verify it.—s. F. s. 

TRaveERs (b) says :—“ The disease resembles lupus of the cheek and eyelids in destroy- 
ing the skin and cellular texture, leaving the testicles and ligamentous covering of the 
crura penis, as that does the sclerotic, bare and wasted, but otherwise uninjured, This 
sore has no tendency to slough or penetrate deeply by ulceration. The lymphatic glands 
are rarely, and seldom, specifically affected.” (p. 345.)] 


2505. The cause of the disease must be considered to be the ingriming of 
soot into the wrinkles of the serotum (1). It rarely occurs before thirteen 
years of age (2), and appears at first to be simply a local disease, although 
there may be a general disposition thereto (c.) 

The only remedy to prevent the progress of the disease is cutting out 
the ulcerated part of the scrotum, or its destruction with arsenical oint- 
ment. If the operation be put off till the testicle be affected, extirpation 
has in general an uncertain result ; and in many cases although the wound 
have completely healed, the disease may re-appear some months after (8). 
When it has once spread so far that the removal of the testicle is no longer 
possible, palliative treatment according to the general rules, alone remains. 


[(1) It may be this disease depends on some chemical peculiarity of coal soot, as 
foreign writers take no notice of its occurrence in countries where wood is used for 
fuel.—s. F. s. 

(2) Porr says he never saw chimney-sweeper’s cancer under the age of puberty. 
And Erte states :—“ It very rarely attacks persons under the age of thirty, who form 
a very small proportion of the number engaged in the business. The greater proportion 
of cases which I have seen, have occurred between thirty and forty ; I have seen three 
instances between twenty and thirty, and only one at the age of puberty. A solitary 
instance is recorded by my father, where it occurred in an infant under eight, but I 
bave never met with any similar case.” (p. 299.) 

(3) I have lately had under my care a man, for whom my colleague, GREEN, 
removed a chimney-sweeper’s cancer nineteen years since ; the disease having recurred. 
The return of the disease seems evidently to depend on exposure to the cause which 
originally produced it, as so far as I am aware, if persons change their occupation, it 
does not recur, if removed before the glands have become tainted.—J. F. S.] 


(a) Pharmacologia, vol. ii. London, 1825. 8vo. (b) Med.-Chir. Trans., vol. xvii. 1832. 
Sixth Edition. (¢) Earue, Med,-Chir. Trans., p. 299. 
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theile; in HureLanp’s Journal, vol. ix. part i. 


WENZEL, C., Ueber die Krankheiten des Uterus. Mannheim, 1817; with plates. 
BEYERLE, F. J., Ueber den Krebs der Gebirmutter. Mannheim, 1817. 


Patrix, Traité du Cancer de la Matrice et sur les Maladies de Voies urinaires. 
Paris, 1824. 
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totius Uteri exstirpationis observationibus. Berol., 1826. 


Scumipt, W. J., Erfahrungs-Resultate iiber die Exploration bei dem Scirrhus, 
Krebs und anderen krankhaften Zustanden des Uterus; in Harvess’s Jahrbiicher der 
deutschen Medicin und Chirurgie, vol. i. p. 74. 


ScumirTt’s obstetr. Schriften, p. 100. Wien, 1820. 


BLUNDELL, James, M.D., Extirpation of the Uterus; in London Medical Gazette, 
vol. ii. p- 294, 733, 781. 1828. 


Montcomery, W. F., M.D., Observations on the Incipient Stage of Cancerous 
Affections of the Womb; in Dublin Journal of Medical Science, vol. xx. p. 433. 1842. 


CHURCHILL, FLEETWOOD, M.D., Outline of the Principal Diseases of Women. Dublin, 
1835. 12mo. 
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2506. Cancer of the womb almost invariably commences in its neck, 
and in general upon the hind lip of its mouth. At first the symptoms are 
doubtful, and not distinguishable from any other irritable state of the 
womb. Most commonly menstruation is irregular, sometimes a sanious 
sanguinolent discharge, or a copious white discharge, with an uneasy sen- 
sation of tightness and dragging in the loins, frequent disposition to void 
the urine, tenesmus and darting stabs through the neck of the womb. 

On examination, the vaginal portion is found partially or completely 
hardened, and in some parts loosened up. The mouth of the womb is also 
notched, irregular, and half open. On pressure with the finger, a sanious 
fluid mixed with blood flows out. 


(“In the great majority of instances,” observes MoNTGoMERY, “ the first discoverable 
morbid change, which is the forerunner of cancerous affections of the uterus, takes 
place in and around the muciparous glandule or vesicles, sometimes called the ova 
Nabothi, which exist in such numbers in the cerviz and margin of the os uteri ; these 
become indurated by the deposition of scirrhous matter around them, and by the thick- 
ening of their coats, in consequence of which they feel at first almost like grains of shot 
or gravel under the mucous membrane; afterwards, when they have acquired greater 
volume by further increase of the morbid action, they give to the part the unequal, 
bumpy, or knobbed condition, like the ends of one’s fingers drawn close together. 
When this second stage (usually described by writers as the first) is established, all 
means hitherto devised have failed in producing any permanent benefit.” (p. 439.)] 


2507. The disease may remain in this state many months, and even 
years. The symptoms become more severe, spread over the pubes and 
thighs , the discharge becomes very ichorous, stinking, and mixed with 
pieces of slough and clots of blood ; frequently there are very violent 
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bleedings. The general health is much affected; all the symptoms of 
cancerous consumption, with the characteristic leaden countenance, make 
their appearance, and death ensues, either quickly, or after a severe 
bleeding, or as is usual, under the horrible tortures of hectic consump- 
tion (1). 

oF oti of this advanced state of the disease, the vaginal por- 
tion is found ulcerated, more or less destroyed, beset with warty growths 
and hard knots, which ascend into the cavity of the neck of the womb. 
Sometimes the womb itself, sometimes the upper part of the vagina is 
hard and degenerated ; the ulceration may even extend to the rectum and 
bladder, in consequence of which the sufferings become more severe. 


[(1) “The popular opinion, that cancer of the womb is invariably accompanied by 
acute suffering is,” observes ASHWELL, “certainly incorrect. But it is true that, 
in some instances, scarcely any infliction can equal, and certainly none can exceed, its 
agonizing, burning, and lancinating pain. * * * By most the pain is described to be 
lancinating, as though sharp knives were constantly being plunged into the neck of the 
womb; and so constant is this characteristic, that some authors found on it the diagnosis 
between corroding ulcer and cancer. There are, however, not a few cases in which the 
hot burning character constitutes its great aggravation. In the milder forms, where 
the progress is very slow, the pain is wearing and constant, but endurable.” (p. 414.) 

“These pains,” remark BayLE and Cayo. (a), “are sometimes so acute, that persons 
have been known to die of convulsions, or delirium, occasioned by cerebral fever.” 

. 415. 

& Maetucueeay (6) mentions an instance in which “ the last five or six weeks of the 
patient’s life were grievously embittered by the most uncontrollable and incessant 
vomiting, accompanied with slight pain and tenderness on pressure over the stomach, 
but not in other parts of the abdomen.” 

And ASHWELL mentions a case, “ where the malignant ulceration, commencing in the 
indurated deposit of the urethra, extended into the vagina; the aggravated pain was 
greatly alleviated by belladonna and conium, used topically ; the appetite and health 
were so far improved, and the ravages of the disease so much checked for a considerable 
time, as to inspire the hope that a respite of at least many months might have been 
obtained. But just as these expectations were at their height, agonising pain suddenly 
and inexplicably recurred, and the patient sank in less than a week.” (p. 384.)] 


2508. Cancer of the womb, like cancer in general, exhibits many 
varieties in its progress ; in persons with dense fibre, it is rather the pro- 
gressive ulceration of scirrhous parts, but in pasty persons it is mostly 
accompanied with fungous growths and very copious bleedings. 

The diagnosis is in general easy, and the more so as the practitioner is 
usually only first consulted when the disease has made some progress. 

Those diseased conditions, which at first have some resemblance to 
cancer of the womb, but are easily distinguishable, are chronic inflammation 
and benignant hardening, steatomatous (fibrous) degeneration, eversion of 
the womb, polyp, and medullary fungus. 


[The “ Cauliflower Excrescence from the Os Uteri,” as it is called by Dr. CLARKE (ce), 
is a form of disease by some regarded as truly cancerous, and by others as a morbid 
tissue, not necessarily of a malignant or carcinomatous nature. Upon this point Srmp- 
SON observes :—“A number of circumstances appear to me to shew, that, in reference to, 
at least, the first stage of cauliflower excrescence, the opinion of these latter authors is 
probably correct. The occurrence of the disease in some cases as early as the twentieth 
year of life; its occasional shrinking, and almost total disappearance upon the appli- 
cation of a ligature, or after death; the frequent slowness of its general progress during 
life ; the apparent absence of diseased deposits in the neighbouring tissues and parts 
upon the dead body ; and above all, the alleged restriction, and even complete removal 
of the tumour in one or two instances, by the use of astringent applications and other 


. : . (a) Quoted by AsHwELL. 
(6) Dublin Hospital Reports. vol. v. p. 434. ment of Medical and Chirurgical Knowledge, vol. 
io Transactions of a Society for the Improve- fil. p. 2). 1809, 
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simple means, form so many circumstances strongly pointing to the opinion, that in the 
earlier part of its progress, the tumour cannot be regarded as of a carcinomatous 
character. Has it any analogy in its pathological nature and origin—as it certainly has 
in its physical characters—with the soft warts and condylomata that sometimes form on 
the mucous memhrane of the vulva and entrance of the vagina? ‘These warts and con- 
dylomata have the same tendency to degeneration after their imperfect removal, and 
present to us a striking exception to the general pathological law of the local reproduction 
of a morbid growth being a sign of its malignancy. But whatever view we may take 
of the primary nature of the cauliflower excrescence of the cervix uteri, we have 
sufficient evidence for believing either that this disease has been often confounded with 
carcinomatous or medullary fungus from the cervix uteri, from the want of adequate 
diagnostic marks to distinguish them; or that, though non-malignant in its commence- 
ment, the cauliflower excrescence may, like some other local benign growths, become 
the seat of carcinomatous deposit and malignant action, during its progress.” (p. 109.) 
May the degree of mobility of the cervix uteri serve in any case as a source of diag- 
nosis? “The tendency of cancer,” as observed by MULLER (a), “is to interfere with 
the natural structure of surrounding parts, while those formations which are of a 
benignant nature, leave the neighbouring healthy tissues unaltered.” (p. 176.) In car- 
cinomata of the cervix uteri, we thus generally find, even at a pretty early stage of the 
disease, that the organ has become more fixed and immovable than natural, in conse- 
quence of the morbid deposit affecting both the structure of the neck of the organ and 
the contiguous surrounding tissues. Does the reverse of this hold good with regard to 
cauliflower excrescence of the cervix uteri? (p. 110.)] 


2509. Cancer of the womb may be developed at every period after pu- 
berty ; it, however, most commonly appears between the fortieth and fiftieth 
years in women whose sexual functions have never been in proper order, 
and who have had much trouble and care. Mechanical injuries operating 
on the womb, rough treatment in delivery, constant irritation of the womb 
in its dropping down or protrusion ; irritating astringent injections for 
flooding or for the whites, very frequent connexion, especially with 
disproportion of organs, as well also as frequent venereal excitement 
without connexion, and luxurious living at the climacteric period, must be 
considered as the most common and active causes of cancer of the womb. 
Syphilis, gout, and scrofula, are also frequently in causal relation with 
cancer of the womb; and hereditary disposition is not unfrequently 
noticed. 

[“ Cancer is not often a disease of the young; although some years ago,” says AsH- 
WELL, “I attended a case with Dr. Prerce, where the patient had not reached her 
twentieth year. Borvin and Ducss, in four hundred and nine examples, found twelve 
under twenty years of age; eighty-three, between twenty and thirty ; one hundred and 
two, between thirty and forty ; one hundred and six, between forty and fifty-five; and 
ninety-five, between forty-five and fifty. Mr. CARMICHAEL saw a case at twenty-one 
years of age ; and Wicaup adduces one of scirrhous uterus at fourteen years.” (p. 375.)] 

2510. The cure of cancer of the womb has been attempted by internal 
and external remedies, and by the destruction or removal of the diseased 

art. 

2511. As to the employment of internal and external means, only in 
such cases may a favourable result be expected from them when the dis- 
ease is not actually cancerous, but is simply benignant swelling and hard- 
ening, or that state of ulceration which, under neglect or improper treat- 
ment, may run into actual cancer. Hence, the successful issues which 
have been observed by means of proper antiphlogistic treatinent, repeated 
application of leeches to the sacrwm and to the upper part of the thighs, 
and in full-blooded persons even blood-letting, and at the same time the 
use of calomel, hemlock, digitalis, belladonna, aqua lauro-cerast and the 
like, soothing baths and injections into the vagina, purgatives, and when 

(a) Neue Zeitschrift fir Geburtskunde, vol, iv. 
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the cause has been syphilitic, properly managed mercurial treatment. In 
true scirrhus or cancer, the remedies directed ( par. 2415) for cancer in 
general may indeed lessen the sufferings, but never effect a cure. This, 
as in cancer in general, so in cancer of the womb, is only possible by the 
removal, or by the destruction of the scirrhous or cancerous mass. 

2512. It is self-evident that the circumstances already mentioned (par. 
2410) as regarding operations on cancer in general, which either render 
them difficult, impossible, or contraindicate them, are still more weighty 
in reference to their application to cancer of the womb, as decision upon 
the extent of the degeneracy, and the participation of the patient’s health, 
is subject to still greater difficulty than under other circumstances. 

2513. Examination with the greatest attention can alone ascertain the 
condition of the womb, as well also as an inspection of the parts by means 
of the speculum vagine which must be passed into the vagina as high as 
possible, so that the neck of the womb may be received into its upper 
opening, which can alone be distinctly distinguished when the speculum 
is illuminated with a candle. 


The specula uteri et vagine are rather conical cylinders of tin polished on their inte- 
rior (RECAMIER, DuPpuyTREN, Dupors and others); or two-armed (LisFRANC, JOBERT, 
Duces, Ricorp); or three-armed (Buscu, Earmann, WErss); or many-armed (GriL- 
LON Beaumont, CoLomBat.) The two-armed are usually most convenient. 

The following circumstances are to be attended to in the introduction of the speculum 
utert. The patient is to be laid opposite the light upon the edge of a bed or table, with 
her buttocks a little raised, and her feet supported by assistants, or resting on a stool. 
The practitioner standing between the thighs, separates with the fingers of his left hand 
the labia, and holding in his right hand the speculum, warmed and smeared upon its 
external surface with grease, passes the part next the commissura labiorum posterior 
some lines deep into the vagina, presses it upon the commissure, and at the same time 
raises the handle, so that the part resting against the pubes descends from the urethra 
into the vagina, and is carried to its very end. The two arms of the speculum are now 
separated by gentle pressure on the handle, and then by the admission of the daylight, 
or by holding a taper, the state of the vaginal part of the womb can be observed (a). 

[Stmpson (6) has made the following valuable observations, in reference tothe mode 
of using the speculum vaging. “It is almost unnecessary, we believe, to insist at the 
present day, upon the importance of the early and accurate local examination of the 
uterus, in all cases of suspicious vaginal discharges. In some instances, examination 
by the finger may be sufficient, but in every doubtful case the speculum should likewise 
be resorted to, if there is any affection of the vagina or cervix. We have found it often 
confirming, and not unfrequently, also changing and rectifying the opinion which the 
mere tactile examination had led us to adopt. In this country great difficulties have 
been placed against the more general introduction of the speculum into practice, in con- 
sequence of the disagreeable and revolting exposure of the person of the patient, which 
is usually considered necessary in its employment. We have latterly in our own prac- 
tice endeavoured to avoid this very natural objection, by teaching ourselves to introduce 
and use the instrument when the patient was placed on her left side, in the position 
usually ussumed in making a tactile examination, and with the nates near the edge of 
the bed. We strongly recommend our professional brethren to follow this plan, as by 
it, and with attention to the management of the bed clothes, we have found that the in- 
strument can be perfectly employed with little, or indeed without any exposure of the 
body of the patient. The speculum is introduced easily without the assistance of sight, and 
the mouth of it only requires to be afterwards uncovered, in order to enable us to ex- 
amine the cerutz uteri and top of the vagina.. We have made trial of many different 
perme specula, and find, for almost all purposes that of Ricorp by far the most ma- 
nageable. 

“ In exposing the cervix uteri for the purpose of drawing blood from it by scarifica- 
tions, in cases of chronic congestion and metritis, we have occasionally employed a 
tubular speculum with advantage, but even in this case the double-bladed instrument is 


te Poin fags Toucher; in his Clinique Chirurgicale; in Gazette Médicale, vol. i. p.591. 1833. 
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equally useful, and in some instances preferable. In a case of ulcer of the os uteri, which 
we are at present attending with Dr. Joun GarrpDNER, and where the passages are much 
relaxed, and the uterus very low in the vagina, we have, on Dr. GAIRDNER’S sugges- 
tion, employed with much advantage a short tubular speculum of only an inch anda 
half in length, and with a deficiency or opening along the course of one side of it, of 
sufficient size to enable us to pass our finger, for the purpose of placing the diseased part 
in the proper centre of the instrument. We have thus been enabled to touch easily the 
ulcerated surface with different applications ; while with the usual instruments it was 
708) avery difficult task to fix in this instance the very mobile cervix utert.” (pp. 105, 

2514. Cases of successful extirpation of prolapsed and everted womb 
(par. 1289) first inclined B. Ostanper to the performance of this operation 
for cancer of the womb, or rather of its lower part thus degenerated. 
OsrANDER has described two modes of performing this operation. 

First.—The fungus is to be first removed, then the womb fixed in the 
bottom of the vagina by means of a thread drawn through its neck or by 
means of forceps, and afterwards the degenerated neck cut off by an arch- 
ing cut with a curved, narrow, round-ended bistoury. ‘The bleeding must 
be stanched by plugging, or by styptic powder. 

Second.—If the greater part of the neck of the womb be destroyed by 
cancer, if it have spread far, and its cavity be filled with knobby, carcino- 
matous fungus, and the mouth of the womb cannot be seized and drawn 
down with needles, the patient must be placed in the horizontal posture, the 
womb thrust down by pressure on its fundus, which must be fixed in the 
cavity of the sacrum with the forefinger of the left hand, the middle and 
ring-fingers introduced into the cavity of the womb, and whilst they 
perform the cut with a pair of curved-bladed scissors, or an extirpating in- 
strument, all the fungous irregular scirrhous parts are removed in small 
pieces. ‘The cavity is then filled with sponge moistened in wine and 
styptic powder, and after the bleeding is stanched a sponge dipped in lead 
wash and vinegar is to be passed up. When suppuration comes on it 
must be encouraged by a mixture of extract of green walnut-shells, honey 
and red precipitate applied upon a sponge immediately to the surface of 
the wound. As the suppuration increases the mixture is to be used in 
smaller quantity and without the precipitate. At the same time, internal 
strengthening medicine must be given (@). 

2515. DuruyTREN’s method is more simple and efficient. The patient 
having been placed in the same position as for lithotomy, he introduces 
the speculum vagine and gives it to an assistant to hold. He then grasps 
the neck of the womb with a pair of forceps, draws it slowly towards him, 
and cuts off the whole of the degenerated part of the neck of the womb, 
either with a double-edged bistoury curved towards its side, or with a pair 
of scissors curved in like manner, which are used above, below, and on 
both sides in such way that their concavity is always directed towards the 
neck of the womb. The bleeding in this operation is generally incon- 
siderable, though it may be great and even severe, in which case, if it 
proceed from any one single spot of the wound, that may be touched with 
a small actual cautery iron; but if the bleeding be from the whole surface, 
it must be stanched by tightly plugging the vagina. If inflammatory symp- 
toms occur, corresponding antiphlogistic treatment must be employed. 
After suppuration is set up, four or six injections of warm water must be 
made, and afterwards a weak solution of chlorite of lime thrown up. If 


(a) Reichsanzeiger. 1803. No. 2003 p 3926.—G jttinger zelehrter Anzeiger, 18083 p. 1300. 
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there be a luxuriant growth of granulations they must be touched with 
nitrate of silver. In two or three weeks at most the wound has scarred (a). 


CANELLA (b) has given a peculiar. speculum vagine, together with forceps and a 
curved knife, with which, when the neck of the womb is drawn into the cavity of the 
speculum, the degenerated part may be cut off. 

J. HaTIN (ce) has also proposed a speculum vagine, which may be expanded at plea- 
sure, and by it an instrument can be introduced into the cavity of the womb, for the 
purpose of fixing it, and then with a jointed uterotome the projecting part of the neck 
of the womb can be cut off. 

von WALTHER, in a case, the account of which is still to be expected, first separated 
the pubic arch, and then cut off the neck of the womb. 

When the neck of the womb, on account of its softening or destruction, will not 
permit the application of the forceps, the vagina and peritoneum must, according to 
REcAMIER, be cut into before and behind, and the womb then seized with the forceps, 
drawn down, and the degenerated part cut off. 

LisFRANC (d) employs a speculum vagina, consisting of two half cylinders of tin 
connected by a hinge, and which may be separated from each other. After its intro- 
duction, the enlarged neck of the womb can be seen, and the necessary instruments 
introduced. With Musrux’s hook-forceps, made longer and stronger than usual, 
he seizes the neck of the womb, and with an artificial lever, acting for from five 
to fifteen minutes, produces a prolapse, and cuts off the degenerated part with a bistoury 
at several small strokes. 

CoLomBaT (e) has, for the purpose of preventing the pain in drawing down the 
womb, invented a hysterotome, with which, after the introduction of the speculum 
vagine, the neck of the womb can be seized and cut off. 

BELLINI (f) has invented a spoon, with a cutting edge in front and a long curved 
handle; and CeNuLLI (g) and ARonsouN (/) other instruments for extirpating the neck 
of the womb. 


2516. When the degenerated neck of the womb is so soft that it cannot 
in any way be fixed without tearing, or when the disease recurs after it 
has been removed, its destruction by caustic is indicated. For this pur- 
pose RecaMIeER uses nitrate of silver, and DuruyTREn nitrate of mercury 
dissolved in nitric acid, and caustic potash, which is preferable. 

Mayor’s (7) practice of tying the neck of the womb with the assistance of forceps, 
must also be mentioned. 

2517. The caustic potash is to be applied in the following manner :— 
The patient having been placed in the same posture as for excision, and 
the speculum vagine introduced, the cancerous surface is to be cleansed 
with a wad of lint, pressed against it with the forceps for a sufficient 
time. If the surface of the ulcer be irregular and beset with fungous 
growths, they must be removed with scissors curved towards their surface, 
or with a proper extirpation-knife. A wad of lint must then be placed 
below the surface of the ulcer, to suck up all the fluid part of the caustic 
which escapes during the process ; the whole surface of the ulcer is now 
carefully dried with lint, and a conical piece of caustic potash, at least an 
inch broad at its base, blunt at its tip, and fixed on a holder, must be 
applied for at least a minute, unless the patient should suffer very great 
pain, which is rare. After this the vagina must be injected several times 
with water, the speculum and wad of lint removed, and the patient put 


(a) Saparrer, Médecine Operatoire, vol. iii. un nouveau procedé ; in Revue Médicale. 1828; 
p.o97. 1824. New Edition. vol. ii. p. 194.—Lisrranc, Mémoires sur l’Am- 

(b) Cenni dell’ Estirpazione della Bocca e del utation du Col de l’Uterus, par AvENEL; in 
Collo dell’ Utero et Descrizione del Metrotomo, fears Medicale. 1828; vol. iii. p. 5, p. 199. 
etc. Milano, 1821. (f) Omope1, Annali Universali, vol. xlvii. 

(c) Mémoire sur un nouveau procédé pour l’Am- p- 355. 1828. 
putation du Col dela Matrice dans les Affections (g) Archivo delle Scienze Med.-Fisiche Toscan. 
Cancereuses. Paris, 1827. 1837 ; pl. i. 
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into a lukewarm bath. In four or five days, when the irritation has 
passed off, and the slough has separated, the operation is to be repeated in 
the same way, if the state of the parts seem to require it. Should symp- 
toms of inflammation of the womb and of the peritoneum occur after the 
operation, strict antiphlogistic treatment will be requisite. This mode of 
practice, although it will not ever effect a cure, in most cases relieves the 
patient considerably (a). 

2518. It is evident that this mode of treatment is alone indicated, and 
a cure thereby effected, when the disease is in its beginning, when there 
is not any accompanying general exciting cause, nor any ensuing affection 
of the whole consitution ; when the exhaustion is not very great, when there 
is not any affection of the neighbouring parts, and when the seat of the dis- 
ease is such that the whole degenerated part can be removed. The result 
of the operation is, however, here just as doubtful, and even still more so 
than in the extirpation of any other cancerous part ; because, cancer of 
the womb is liable to escape the most careful examination of the extent of 
the disease. On the other hand, however, it must be remembered, that 
in cancer which arises in the neck of the womb, the boundary between 
the healthy and degenerated part is in general sharply defined, whereby 
the result of the operation can be the earlier determined, as cancer of the 
neck of the womb, as it is commonly developed, is a consequence of con- 
tinued local ailment (6). Experience, however, is opposed to those who 
have denied the successful result of such partial extirpation (¢c). But a 
review of these cases proves that, on the other hand, the value of the 
operation has been overrated, as it brings about temporary, but very rarely 
lasting benefit, whilst fatal results have frequently ensued; and in the 
successful cases the correctness of the diagnosis may perhaps be doubted. 

2519. Extirpation of the whole womb, if there be no accompanying 
prolapse, has by some been considered impossible; by others absolutely 
fatal ; by some holding out no hope of a favourable issue; because in the 
case indicating it, the disease has so far advanced that no assistance can 
be expected from its extirpation (@). 


Srruve (e) proposed to effect a prolapse of the womb by drawing it down with 
forceps, separating the vaginal portion with a semicircular cut, tying the vessels, and 
freeing the womb from its ligaments. 

GurserLat (f) proposed extirpating the womb, having previously made a cut 
through the walls of the belly, in the linea alba. 

C. WenzeEt (g) proposes the extirpation of the whole womb, having first produced 
an artificial prolapse, by means of a pair of strong, toothed polyp-foreeps, and then 
tying it with a ligature round its base, which is gradually tightened. 

LANGENBECK (/) undertook the extirpation of a protruded carcinomatous womb ; he 
dissected off the protruded vagina from its connexion with the womb, without cutting 
it through ; separated the peritoneum from the substance of the womb, till the upper 
edge of the base of the latter was freed from its peritoneal covering, which he then cut 
off in such way that a small healthy portion of its substance still remained attached. 
After this shelling, the peritoneum formed with the vagina an empty sac, which, when 


(a) Bulletin de la Faculte de Médecine. No. VI. ANDER 5 in Leipzig unternommenen Operationen. 
Juin, 1819.—Parrix, above cited, p. 145.—SaBa- Leipzig, 1820. f bis 
TIER, above cited. — WEDEMEIER ; in LANGEN- (d) Pauty, Maladies de l’Uterus d’aprés les 
pecx’s Neuer Bibliothek fur Chirurg.und Ophthal- Lecons Cliniques de M. Lrsrranc. Paris, 1836. 
mol., vol. ii. p.576.—AMMoNn, Parallele der fran- —Prané; in his French translation of this Hand- 
zisischen und deutschen Chirurgie, p. 257. : buch. . ; Ve 

(b) CANELLA, Giornale di Chirurgia Prattica. A oa ae s Journal, vol. xvi. part iii. p. 

-» 1825. 23. 3. : ; : 
rh soca in his Lucina, vol. i. p. 403.— (f) SrEBOLD’s Journal fiir die Geburtshilfe, 
Wenzet, C., Ueber die Krankheiten des pene - - ae ii. ee 
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the bleeding was stanched, he filled with lint. The ovaries and round ligaments should 
be removed together with the womb. 
Laup Wo Lr (a) extirpated a scirrhous prolapsed womb with a fatal result. 
Recamrer (6) successfully removed one by tying it. He also (c), in a case of cancer 
with prolapse of the womb, removed it, after ascertaining that no bowel was contained 
in the sac of peritoneum, by means of a needle carrying a double thread, and tied on 
each side. 


2520. The assertion of the impossibility of extirpating the whole 
womb, has been disproved by a case in which SAUTER (d) performed this 
operation successfully. He considers this operation, having never seen 
any cure by partial extirpation, as suitable and practicable, when there is 
in the vagina, around the neck of the womb, still sufficient space to allow 
the knife being carried around all the diseased part, and when no general 
symptoms exist which contraindicate the extirpation. 

[That a patient can recover after extirpation of the womb, even under most unfavour- 
able circumstances, is proved. by the case related by Rossr (e), in which, after the 
delivery of both child and placenta, the midwife, on passing her hand into the vagina, 
felt a swelling, which she mistook for another child. This she pulled with such force, 
that the tumour, which was the womb, was dragged from its attachments, and then cut 


it off the vagina with a knife, and removed it entire. Notwithstanding this horrible 
treatment the woman recovered. | 


2521. SauTeR lays down the following rules for this operation :—A fter 
emptying the bladder and the reetwm, the patient is laid across a bed and 
properly fixed. An assistant passes his hand over the pubes, in such way, 
that with the flat of it he can press down the womb into the pelvis, whilst 
with the back, the bowels are kept up and away from the pelvis. The 
operator introduces the fore and middle fingers of his left hand into the 
vagina, till they reach the hollow it forms around the neck of the womb ; 
then carries a curved bistoury, with a short blade and long handle, 
between the fingers, up to this part, cuts through the vagina upon the 
womb, about two or three lines deep, and carries this cut around the whole 
neck. A pair of scissors, curved towards their edge, with long handles, 
are now passed between the two fingers, and a snip made between the 
bladder and rectum upwards through the peritoneum, keeping close to 
the neck of the womb, whilst with the fingers like a hook, the tough 
cellular connexions are grasped, directed into the scissors, and with these 
carefully cut through. When the division is so far made that the two 
fingers can be passed through the opening into the cavity of the belly, the 
separation may be made in a like manner between the rectum and womb, 
with scissors curved towards their blades, and kept close upon the womb. 
If the fingers can be passed on the hinder surface of the womb through 
the peritoneum into the cavity of the belly, this hinder connexion may be 
completely divided through the whole depth of its deeper sinking, up to 
its connexions on the sides, after the finger like a hook has been passed 
over the peritoneum, and that has been drawn down, with a concave knife 
or a pair of scissors curved on their side. The height to be separated 
should be about an inch. The further the hind connexion be separated 
from below upwards on the sides, the easier and safer can the operation be 
completed, after separating the connexions on the sides. 


(a) Archives générales de Médecine, vol. x. tésen Gebarmiitter, ohne selbst entstandenen oder 
Pp. 105. 1826. Kiinstlich bewirkten Vorfall vorgenommen und 
(b) Revue Médicale. 1825; vol. iv. p. 893, gliicklich vollfiihrt ; mit niherer Anleitung, wie 
December. diese Operation gemacht werden kann; mit Abbild. 
(c) Recherches sur le Traitement du Cancer, etc. in Steindr. Constanz, 1822, 
(d) Die ganzliche Exstirpation der carcinoma- (e) Il Raccoglitore. 
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2522. Thus far, by the introduction of the two fingers of the left hand 
into the vagina can everything be effected as to the management of the 
knife and scissors, but now the whole hand, or at least four fingers, must 
be passed between the urinary bladder and the womb up into the opening 
in the peritoneum, so that its inner surface may be turned back. Then 
with the fore and middle fingers, hooked, the highest connexion on one 
side being drawn down from above, and somewhat forwards, a concave 
knife is introduced, carried above the side connexions by means of the 
fingers, and then keeping close to the womb by continued supporting and 
carrying the knife with and between the fingers, the side cut downwards 
towards the vagina, is made, and afterwards in like manner on the other 
side, before the division of the former is completed. The remaining 
side connexions are now set free, for which the two fingers are alone 
needed, keeping close on the womb and endeavouring not to cut from the 
vagina, but continuing the division into the first-made cut in the vagina. 

2523. If there be much bleeding, a wad of dry lint should be first 
passed into the vagina, then large pieces of German tinder placed round 
its wall within the pelvis, and the vagina plugged with either more Ger- 
man tinder or lint. If the bleeding require no attention, after a wad of 
liut has been passed into the vagina, dry lint, or mixed with gum-arabic, 
must be introduced, but the vagina is not to be plugged. The patient is 
then to be put to bed in the horizontal posture, and then the assistant 
removes his hand, which had prevented the descent of the bowels, from 
above the pubes. 

The after-treatment must be conducted according to the general rules, 
with special attention, that the horizontal posture, with rest, should be con- 
tinued for at least fourteen days, and if purifying injections into the vagina 
be necessary, they should be made carefully, so that nothing pass into the 
cavity of the belly. The vagina must never be stopped below with lint. 

2524. von SIEBOLD (a) has twice performed extirpation of the whole 
womb. He introduced a catheter into the bladder, so as more surely to 
avoid it, and then with Savieny’s fistula-knife, divided upon two fingers 
behind the transverse branch of the share-bone, the right side of the 
vault of the vagina, close to the vaginal portion of the womb, and after- 
wards the left side. For the purpose of passing the whole hand, the 
perineum must be cut through, so that the ala vespertilionum may be 
divided with the polyp-scissors to the very fundus of the womb. In the 
second case, after the division of the top of the vagina, a thread is passed 
by means of a flexible silver needle through the neck of the womb, for the 
purpose of preventing the recession of that organ. LANGENBECK (0) has | 
extirpated the womb once through the vagina, and once by a cut through 
the white line, as proposed by GuTBERLAT. PALLeErrTa (c) extirpated 
the womb with a sarcoma attached to its neck ; in this case he drew the 
sarcoma inwards, cut into the upper part of the vagina, with a pair of 
long curved scissors, and completed the removal partly with them and 
partly with a sickle-shaped knife. HoiscHEr (d) proceeded in a like 
manner. 

2525. BLUNDELL (e) made a cut into the hind part of the vagina, passed 
in two fingers to enlarge the opening, and then again used the bistoury to 
increase the cut on both sides to the root of the round ligaments. Ile 


(a) Beschreibung einer vollkommenen Exstir- (c) Journal von Grarre und von WALTHER, 
pation der scirrhésen nichtprolabirten Gebarmut- vol. y. part iii. 
ter. Frankfurt, 1824. (d) The same. 


(b) The same, p. 31. (e) Above cited, p. 295. 
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then introduced his whole hand into the vagina, and two fingers through 
the opening in the peritoneum ; upon these, a hook, which he fixed in the 
hind surface of the womb, and therewith drew it down, at the same time 
using the finger of the hand he had introduced as a blunt hook to act upon 
the fundus of the womb. In this way he brought the whole of the diseased 
mass near to the external opening of the vagina. He now cut off the 
ligaments and the Fallopian tubes close to the womb, and the vagina from 
the bladder with care, so as to wound neither its neck nor the ureters. ‘The 
operation occupied an hour. Five months after the patient was well, well 
nourished, and perfectly cured. BLUNDELL also undertook the extirpa- 
tion of the womb in other three cases, but all were fatal. » 

BANNER (a) seized the neck of the womb with a strong hook, drew it 
down, and fixed it with a loop carried through it. He then divided, with 
a semilunar cut, the hinder uppermost part of the vagina, where it is 
attached to the womb, and separated the womb from the bladder. ‘The 
body of the womb was then turned forwards, and the ligaments were 
divided. ‘The patient lost about six ounces of blood, and died on the 
fourth day. 

2526, Drexrecu (6) considers a partial removal of the neck of the 
womb as never sufficient in any cancerous affection of the womb ; as every 
mode of examining the extent of the diseased change is fallacious. Nothing 
but the complete removal of the womb can be of use. ‘The dangers of 
this operation are, wounding the peritoneum, tearing the parts, bleeding, 
and especially tying the broad ligaments of the womb. All these dangers 
are greater in extirpating the swelling through the vagina, but less in that 
through the white line, where isolated tying of the vessels is possible. In 
one case, DELPECH made a semilunar cut through the skin above the pubic 
symphysis, and another in its axis in the peritoneum. With one finger 
in the vagina and another in the wound, he passed a pharyngotome through 
the vagina, and thrust it through the upper wound, whilst a hollow 
cylinder kept up the vagina. He then passed an elastic sound, and a 
metallic loop, drew the broad ligaments into the tube, divided them, 
and tied the vessels singly. A loop was next carried round the womb, 
which was then cut off. The result was fatal, in consequence, as DELPECH 
supposes, of the tying. 

For the removal of the womb, whilst still in its place, DELPECH gives 
the following directions: jirst, separation of the bladder from the womb 
through the vagina, after having passed a catheter into the bladder; the 
finger to be pressed up to the peritoneum, which must be penetrated with 
the finger-nail ; second, a cut above the pubic symphysis, in which a semi- 
circular flap is first formed through the skin, and the white line which is 
at its base being divided to the extent of five inches, the peritoneum 
lifted up with the forceps, and cut into ; third, one finger being then passed 
from above downwards between the bladder and the womb, to the one or 
other side of the neck of the latter, raises the corresponding part of the 
bottom of the vagina, and with it the lateral ligament of the womb on 
that side into the wound. A cut is now made upon the finger or upon 
an elevator in its stead, from above downwards, and as each vessel is cut 
through it is tied. The other side is managed in the same way. The 
womb is then pulled forwards, and its connexion with the rectum divided, 
and a sponge passed into the vagina. 


(a) London Medical Gazette, vol. ii. p. 582. (b) Mémoire sur ]’Ablation de Uterus; in Me 
1828. morial des Hépitaux du Midi. Oct., 18303 p. 699. 
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2527. According to DuBLED (a), after the neck of the womb has been 
seized and drawn down to the entrance of the vagina, the upper and fore 
part of the latter must be cut through, the opening enlarged with the 
finger, and the peritoneum stripped off; and the same must be done on 
the hind part. A ligature is then passed over the free edges of the 
lateral ligament, and that part of the latter surrounded which encloses the 
vessels of the womb, after which the lateral ligaments are cut through. 
The womb is then easily thrust down, and its diseased part cut through 
by a transverse cut, without interfering with its fundus. 'The patient died 
twenty-two hours after this operation. : 

2528. REecAMIER (4) proposed a mode of proceeding, which like that 
of SAUTER is specially distinguished by avoidance of bleeding, and in one 
case with success, the patient being cured on the forty-third day. Clysters 
were given on the evening and morning before the operation. ‘The patient 
was placed as in the operation for the stone, and the neck of the womb 
having been seized with Musrvx’s forceps, was drawn down as low as 
possible. The vagina was then cut through with a convex button-ended 
bistoury, introduced on the left forefinger, on the fore and under part of 
the swelling. ‘The cellular tissue between the bladder and womb was 
separated with the left forefinger up to the folds of the peritoneum, and the 
convex bistoury passed along the finger, following the upper surface of the 
womb, opened the peritoneum, into the cavity of which the finger was intro- 
duced upon the body of the womb. With a straight button-ended hernial 
knife, introduced in the same way, this opening was enlarged right and left, 
till two fingers could be readily placed upon the body of the womb, so as to 
bear it more forcibly down. With the same knife the two upper thirds of 
the left broad ligament were cut into close to the left side of the womb, and 
immediately after the right broad ligament in the same way, the left fore- 
finger carrying in the bistoury. The left forefinger was now passed behind 
the remainder of the right broad ligament, and the thumb placed on its 
outer and fore part, so that with these fingers it was grasped, and a thread 
carried round it with a needle having a stem and an eye at its point. 
In this part of the ligament the uterine artery was found, taken up and tied 
moderately tight with a loop-tier. The same was afterwards done on the 
left side. The left forefinger being now placed behind and the thumb 
before the ligature, the rest of the broad ligaments were cut through 
with a button-ended bistoury, carried close to the side of the womb, whilst 
the fingers protected the ligature. The same was afterwards done on the 
left side. The womb being now thrust out of the vagina, the bistoury 
was carried between the womb and the rectum, upon the fold of the perito- 
neum, and divided it, and the edge of the knife being directed obliquely 
from above downwards, and from before backwards, cut through at last 
the upper and hinder part of the vagina. Both loop-tiers were now turned 
upwards, and with their threads laid upon the pubes. If the omentum or 
bowel protrude, they must be carefully replaced ; and the perfectly hori- 
zontal posture of the patient will prevent its recurrence. ‘The urine must 
be drawn off with a catheter, and the treatment must correspond to the 
symptoms which occur. If the suppuration be of bad kind, careful injec- 
tions of lukewarm water should be used. 


In dividing the upper third of the broad ligament, the little artery of the ovary 
cannot, according to RecaMIER, well give rise to bleeding on account of the extension 


(a) Journal Hebdomadaire, vol. vii. p. 123. (5) Above cited, vol. i. p. 519, 


é 
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of the ligament, and if it be not divided with a very sharp bistoury. This part may be 
compressed with the finger, torn, and even a thread carried round it with a much- 
curved needle. The ligaments of the womb should always be cut through gradually, 
so that the divided parts may be kept close to the external pudic aperture. Roux has 
extirpated two cases of cancerous womb in this way. Both died on the second day. 

2529. It is superfluous to speak particularly of the difficulty of this 
operation, and of the dangers which may follow it. Of all the cases men- 
tioned in the preceding paragraphs, the whole excepting SaurErR’s, BLUN- 
DELL’s and RECAMIER’S, had a quickly fatal result, and even in these 
three cases the consequences were not permanent. SauTER’s patient had 
a vesico-vaginal fistula, and died four months after of exhaustion and con- 
sumption; BLuNDELL’s died within the same year of cancer of the vagina, 
and REcAMIER’s patient can scarcely stand or walk, so doubtful is the 
permanent result. But without it, according to our present knowledge, 
those who suffer from cancer of the womb, are certainly doomed to a most 
painful death. Of the several modes of practice described, that of Reca- 
MIER seems to be the best. 


GENDRIN (a), after having collected all the known cases of extirpation of the womb, 
proposes the following mode of extirpating the womb, by which he endeavours specially 


_ to ensure stanching the blood, and lessening the painful dragging in bringing down the 


womb, as he considers that nearly in all the cases which have died in the first two days, 
death has not been caused by the inflammation, but by the depression of the powers 
from the pain in dragging down the womb during the operation. 

The patient is placed as in the operation for the stone, and a wooden gorget intro- 
duced into the vagina for the purpose of pressing aside any excrescences at the neck of 
the womb, and fixed at the highest part of the vagina on the right edge of the neck of 
the womb. Upon this gorget a bistoury wrapped in linen to within six lines of its tip, 
the extremity of which is covered with wax, or a pharyngotome is pushed to the upper 
part of the vagina six lines deep from below upwards, and from behind forwards, so as 
to pass into the broad ligament of the womb. A blunt-ended hernial knife is now car- 
ried into this little opening and enlarges it from above downwards in the wall of the 
vagina to the length of eight or ten lines according to the extent of the disease. After 
removing the bistoury and gorget, the hand is passed into the vagina, and the fore- 
finger into the wound; the uterine artery is found along this cut in the upper third of 
the vagina, six lines in front, at the bottom of the triangular space forming the boun- 
dary of the connexion between the vagina and bladder. The parts are to be separated 
either along the cut or further up, where it is distant at least ten lines from the vagina, 
so as to get at the womb in the broad ligament. A ligature can then be passed round 
the womb either with a blunt, curved, aneurysmal needle, or what is easier with a 
thickish leaden thread, to which a ligature is attached and held by its outer end. If it 
be not possible to get hold of the artery alone, it may be compressed with the wall of 
the vagina by a plate of lead. The same is to be done on the left side. A button-ended 
bistoury very concave on its cutting edge is now passed into the cut on the left side, 
with which the wall of the vagina is divided horizontally to the right; the instrument 
must be supported by the right forefinger, introduced half its length into the vagina, 
and the handle managed with the left hand. The front wall of the vagina is now di- 
vided and both the side cuts connected. If the operation be performed high up, the 
vagina and peritoneum may be divided together, before and behind, by two transverse 
cuts. If the peritoneum be not at the same time divided, a pharyngotome is carried 
deeply into one of the two side cuts at the back of one broad ligament through the peri- 
toneum, which after having been previously stripped off as far as possible with the 
finger, is to be divided with the hernial knife, first behind and afterwards before; and 
in doing this the whole left hand must be employed for using the knife in the vagina. 
A double hook or a pair of hook forceps are now fixed in the body of the womb, which 
must be drawn gently down, without bringing it into the vulva. The whole hand 
having been passed into the vagina, is pushed into the cavity of the belly, the hernial 
knife carried behind the right ligament of the womb, which is made tense, the body of 
the womb being drawn to the left by the hook, and the broad ligament divided from 


(a) Spinto et Remarques sur l’Extirpation de l’Uterus ; in Journal Général de Médecine, p. 91. 
1829. Oct. 
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behind forward, whilst the bowels are kept back with the fingers. The other side is to 
be managed in the same way drawing the womb to the right. The womb must now be 
twisted obliquely on its axis, and gradually withdrawn. 


[ Excision of the Uterus by the Abdominal Section, 


was performed by Hearn (a) of Manchester, with the long incision 
‘‘ from a little below the ensiform cartilage to within an inch and a half 
of the symphysis pubis,” under the supposition, that the disease was an 
ovarian tumour. The opening of the peritoneum, however, immediately 
showed its true character, and its removal was determined on. ‘Two 
double ligatures were passed, by means of a sharp-pointed aneurysm- 
needle, through the cervix uteri, immediately below the circumference of 
the tumour. Each ligature was then firmly tied, so as to include one half 
of the neck of the womb and broad ligaments. The parts were then 
excised and removed. No bleeding ensued from the cut surface ; indeed, 
throughout the operation not more than three ounces of blood were lost ; 
and after the division of the skin, few complaints of suffering were made 
by the patient herself.’’ Soon after the operation vomiting came on, with 
severe pain about the wmbilicus, to relieve which, two grains of opium with 
five grains of carbonate of ammonia were first given, and three hours after 
a starch clyster with two grains of acetate of morphia. She became more 
comfortable afterwards, had some sleep, and the pain in the belly subsided. 
Twelve hours after the operation, she began to complain of the heat of 
the room; two hours after she began to sink, and continued to do so till 
seventeen hours from the operation, when she died. Fourteen ounces of 
blood were found in the cavity of the belly. This operation was com- 
menced under the notion of the disease being an ovarian tumour, and the 
large cut having been made, it was thought advisable to remove the 
tumour though belonging to the womb. | 


(a) London Medical Gazette, vol. xxxiil. p. 309. 1844. 
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SIXTH DIVISION. 


LOSS OF ORGANIC PARTS. 


2530. The loss of organic parts is either the consequence of external 
injury, of operations, or of destroying ulceration; or it is a congenital 
misformation. ‘The means for the removal of such misformations, or for 
restoring the functions of lost parts (Chirurgia Anaplastica) are of two 
kinds, 

ORGANIC RESTORATION, or 

MeEcHANICAL APPARATUS. 


I—OF ORGANIC RESTORATION OF LOST PARTS. 
TAGLIAcoTiIus, De Curtorum Chirurgia per institionem. Venet., 1597. 
RosEnsTEIN, De Chirurgie Curtorum possibilitate. Upsal, 1742. 


Dusots et BoyrEr, Dissert. Quest., An curte Nares ex brachio reficiende? Paris, 
1742. 


CarpuE, J.C., An Account of Two successful Operations for restoring a lost Nose 
from the integuments of the forehead; with Remarks on the Nasal Operation. Lon- 
don, 1816. 4to. 


GraEFE, C., Rhinoplastik, oder die Kunst, den Verlust der Nase organisch zu ersetzen. 
Berlin, 1818; mit sechs Kupfertaf. 


SPRENGEL, W., Geschichte der chirurgischen Operationen, vol. ii. p. 185. Halle, 
1819. 8vo. 


GraAEFE, C., Neue Beitrage zur Kunst, Theile des Angesichtes organisch zu ersetzen ; 
in Journal fiir Chirurgie und Augenheilkunde, vol. ii. p. i. 


De trecu, Chirurgie Clinique de Montpellier, vol. ii. 


Dierrennacn, Chirurgische Erfahrungen, besonders iiber die Wiederherstellung 
zerstorter Theile des menschl. K6rpers nach neuen Methoden. Berlin, 1829-38. 


LapatT, De la Rhinoplastie, Art de restaurer ou de refaire completement le Nez. 
Paris, 1834. 


Buanpin, Autoplastie, ou Restauration des parties du Corps, qui ont été détruites, 
2 la faveur d’un Emprunt fait 4 d’autres parties plus ou moins éloignées. Paris, 1836. 


Zr1s, Handbuch der plastischen Chirurgie. Berlin, 1838. 


Serre, Traité sur l’Art de restaurer les Difformités de la Face selon la Méthode par 
déplacement ou Méthode francaise. Montpellier, 1841; avec un Atlas. 


DIEFFENBACH, Operativ Chirurgie, vol. i. p. 312. 


von Ammon und Baumcarren, Die plastische Chirurgie nach ihren bisherigen 
Leistungen. Berlin, 1842. 


Liston, Ropert, Practical Surgery. London. Fourth Edition, 1846. 8vo. 


Miurrer, Tuomas D., M. D., Cases of Deformity from Burns successfully treated by 
Plastic Operations. Philadelphia, 1843. 8vo. 


———_———-, Cases of Deformity of various kinds successfully treated 
by Plastic Operations, Philadelphia, 1844. 8vo. 


Fercusson, WILLIAM, A System of Practical Surgery. London, 1846. 8vo. Se- 
cond Edition. 


2531. History points out the methods of organically restoring the lost 
parts of the face, especially of the nose, the mutilations of which disfigure 
most horribly, under three distinct classes. Either the neighbouring 
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skin, especially that of the forehead, is made use of; or the skin of the 
arm, whilst still remaining connected with its original seat, till it has 
become organically connected with the part on to which it has been trans- 
planted ; or the transplantation of a completely detached piece of skin upon 
the part to be supplied. 

The ancient bad practice of restoring old divisions and clefts of the nose by drawing 
together their edges fresh pared and detached to some extent, or by encouraging granu- 
lation must be distinguished from restoration by transplanting. 

2532. The origin of organic restoration is lost in the earliest periods of 
Indian history, and appears to have been preserved from age to age in 
certain castes, especially the Koomas or Potters. In India, where many 
criminals are punished by cutting off the nose, ears, and lips, the frequency 
of such mutilations has manifestly led to this operation. The peculiarity 
of the Indian Method is, that the flaps of skin necessary for the restora- 
tion are formed from the skin of the forehead. 

About the middle of the fifteenth century, the art of restoring lost noses 
was found in Sicily, in possession of the family of Branca, from whom it 
passed into Calabria, to the family of Bogsani, but with the end of the 
sixteenth century it was entirely lost. About the same time it was prac- 
tised by Caspar Tacrracozzi, of Bologna; he wrote a special work 
on the subject, and brought it into great repute. It is doubtful whether 
this operation was brought from India to Italy, perhaps by the Arabs or 
by the missionaries, or whether it originated in Italy itself. The charac- 
teristic of the Tacuiacozz1an or Italian Method, is the formation of the 
restoring flaps from the skin of the arm, which, after a preparatory manage- 
ment, are attached to the seat of transplantation. Tacuracozzi had but 
few followers; his scholar Corresi described his master’s and his own 
somewhat modified operation in 1625 ; GriFrron performed it twice, 
Mouinetti once, and Tuomas Firnus gave an extract relating to it 
from TaGutacozzrs work. For a long while after, this operation sunk 
into disuse, since by most people it was held to be inapplicable or fabulous, 
and many no longer thought about it. Yet in India it was still practised, 
even by an English Surgeon named Lucas, who had learnt it from the 
Indian operators, and was successful ; and in England it was performed 
by Lynn, in 1803, and by SurcLirFE (a), though by both unsuccessfully. 
In 1814, however, it was first performed with good result by CARPUE, 
«n two cases which he has described in his Paper. In Germany, GRAEFE 
made use of the Italian method in 1816, but subsequently the Indian 
mode; he also modified the Tagliacozzian operation, as had been pre- 
viously proposed in 1721 by RENEAULME DE LA GARANNE (0), in which 
he connected the flap, formed from the skin of the arm, without waiting 
for the complete skinning over of the inner edge, to the refreshed stump 
of the nose; and this was distinguished as the German Method of Rhino- 
plasty. Although GRAEFE has introduced many niceties and compli- 
cations, he has, however, contributed much to the real improvement of 
this operation, and must be considered as the actual creator of Plastic 
Surgery in Germany. His example had quickly numerous followers. 
REINER, ['EXTOR, myself, Rust, von WALTHER, Beck, Dzonp1, FRICKE, 
and others. Rhinoplasty was not alone actually improved and simplified, 
but Plastic Surgery was extended to the restoration of eyelids, lips, and 
the like. ‘The most important services in this respect have been rendered 


(a) CaRPUE, above cited, p. 41. (b) Histoire de 1’ Académie des Sciences, 2k. 
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by DrerrENnBACH, who has devoted himself to this branch of Surgery, 
with peculiar zeal, and has contributed, by numerous clever operations for 
various mutilations, to the establishment of Plastic Surgery. In England, 
since CaRPUE’s time, Plastic Surgery has found little sympathy (1). Hur- 
CHISON only, in 1818, and Davixs in 1823 (a), have performed Rhino- 
plasty. In France, DELPEcH, in 1818, had performed plastic operations 
for the restoration of the serotum, of the lips, and of the nose, at first 
according to the Italian, and subsequently after the Indian manner. After 
him followed Movuxeav and THomaIin, but by DupuytTren, LisFRANC, 
MartTINnET, VELPEAU, JOBERT, LABAT, and BLANDIN, numerous opera- 
tions were performed for the restoration of the nose and other missing 
parts, and new methods were described. 

It is, however, remarkable, that in the greater extension of Plastic Sur- 
gery, from it being thus generally taken up, the restoration by means of a 
detached piece of skin, the Italian method has been rather avoided, and 
that by flaps from the neighbouring skin, the Indian method, generally 
preferred. 

In Germany, GRAEFE (b), Dzonp1 (c), BuNGER (d), and others, have 
performed that described as the second Indian method, in which, after 
beating a portion of the skin of the rump with a wooden shoe till it has 
swollen considerably, a triangular piece with the cellular tissue is cut out, 
placed on the stump of the nose, the edges of which have been previously 
refreshed, and there fixed (e); BuNnGeEr’s operation, however, was the 
only one which succeeded. ‘This operation is very rarely performed, as 
the completely detached skin has rarely sufficient life for organic con- 
nexion (/f). 

[(1) CHELtvs is in error on this point; Plastic Surgery has not been so much neglected 
in England as he seems to imagine, and there are few Hospital Surgeons who have not 
more or less frequently made new, or mended old noses, made new lips, and inserted 
pieces into eyelids, attempted the restoration of urethre, in which large portions of the 
canal have been exposed, either by original misformation, or from disease, and trans- 
planted pieces of skin to supply the place of scars from burns. In but few instances, 
however, have the operators thought them of sufficient importance to give to the public, 
which may account for foreigners being unaware of Plastic Surgery being much prac- 
tised in England, though probably not so many rhinoplastic operations at least, are 
performed here as abroad, perhaps for the reason that loss of nose is with us of not very 
common occurrence, since our syphilitic treatment has been improved. To which may 
be added as another reason, that our young men are not in the habit of amusing them- 
selves with slicing off each other’s noses in sword duels (g).—J. F. 8. ] 

2533. The following may be generally distinguished as the methods of 
reparation by a fold of skin from the neighbourhood, either fixed only by 
its edges, or by contact of its inner surface, which have been proposed in 
modern times (h) :— 

a Formation of a flap with a neck, upon which it is twisted round. 

( In-healing of a bridge of skin, in which the cut forming the bridge 
is carried uninterruptedly in the wound formed by its removal, and the flap 
twisted upon the whole thickness of its stem. 

y Removal of the flap, in which one of its edges is attached to the edge 
of the part to be supplied, the loosened flap being carried over the lost part. 


(e) Gazette de Sante, No. IX. 1817.—HurFes- 


(a) London Medical Repository, vol. xxi. p. 39. 
1824 LAND’s Journal, vol. xxxvii. part v. p. 106. 1817. 


(b) Rhinoplastik, p. 8.—Jahreshericht iiber 
das chirurgische und augenarzbeliche Institut zu 
Berlin. 18193 p. 411. 

(c) Rusr’s Magazin, vol.i. p. 8. 

(d) Journal von GraEFE und von WALTHER, 
vol. iv. p. 559. 


(f) For the complete history of Plastic Surgery, 
see ZreIs, above cited. 

(g) DiE¥FENBACH, above cited, part i. p. 22; 
part ii. pp. 84, 85. 1845. 

(A) Compare on these subjects DIEFFENBACH, 
BLANDIN, ZEIs, and others. 
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6 Drawing over the skin. | 

¢ Lifting up sunken parts, as of the nose. 

¢ Implanting, for the restoration of a partially destroyed part, for 
instance, the bridge of the nose, and the like. 

n Overplanting, by which a nose rendered irregular and jagged by some 
destroying disease, is covered or overlapped by a flap from the skin of the 
forehead. 

6 Underplanting, for the purpose of supporting the sunken parts, when 
the bridge of the nose has quite dropped in, by undersetting a flap of skin 
from the forehead. 

« Rolling together a flap, with the object of filling up deep and wide 
fistulous passages. 

 Unrolling rolled-up flaps for the purpose of closing openings which 
have been made by their separation. 

p. Sewing over with mucous membrane, of parts disposed to unite, to 
prevent their union. 

v Doubling the edges of the skin to prevent the crumpling of trans- 
planted flaps. 

— Fixure by holding. 

o Removal of the skin, in which a flap of skin is again fixed in its place 
by holding, especially for the better formation of noses which have been 
attached. 

«x Transplantation by gradually moving the flap onwards. 

p Transplantation by removal of the flap. 

2534. The value of plastic operations must in general be considered very 
ereat, especially as regards the numerous effectual improvements, which 
have been recently practised, and as by them not merely is a congenital 
defect provided for, but even the restoration of any important function, 
and the removal of any very serious inconvenience is effected, as for instance, 
in the restoration of eyelids, and of wanting lips, in the closure of vesico- 
vaginal fistule and the like. In those plastic operations, however, in 
which the removal of deformity is the principal object, as for example, the 
formation of a nose, the danger of the operation, the possibility of com- 
plete failure, or an imperfect result, and the probability of the restoration 
being always imperfect, and very unlike the original organ, must be well 
considered. 

Rhinoplasty is always a very painful operation ; it may cause a violent 
attack of erysipelas, nervous symptoms, and even death. The healing of 
the flaps can only be expected with good state of the general health, with 
the removal of every dyscrasy, with proper condition and vitality of the 
skin, where it is not very thin, very lax, very sensitive, and the part upon 
which it is implanted is not very tough, hard, or altered by scars, or in any 
other diseased manner. Scrofulous subjects generally afford the most un- 
favourable prognosis; but according to Buiasrus, this does not apply to 
lupus, as he has performed rhinoplasty with the best result, whilst that 
disease has still existed on other parts of the face. I have, however, seen 
a case belonging to another practitioner, in which the /upus spread to the 
restored nose, and produced horrible deformity. In defects from accident, 
and in syphilitic destruction of the nose, when the disease is completely 
extinguished, the prognosis is most favourable. Death of the flap may 
result from deficient nutrition, and also from excessive influx and conges- 
tion of blood. 
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Although the cure of the nose be completed, yet in progress of time 
very considerable changes may take place in it which will materially change 
its previous form and condition. If the nose have at first a tolerable 
shape, yet it may gradually shrivel, especially on its two sides and upper 
part, the granulations which were developed on its interior becoming 
at last connected on both sides, so that the two halves of the nose grow 
into one solid mass, by which its root shrinks, whilst its fore part thickens, 
the nostrils contract, and are almost entirely closed at the end. Such 
shrivelled noses in no respect resemble the engravings which have been 
given of them soon after the operation, and are as remarkable in their 
form, as they are disfiguring. All endeavours by subsequent attempts, to 
improve the shape of the nose, are generally fruitless, although experience 
proves that wounds in such new noses are easily cured by adhesion, but 
union with the neighbouring skin usually cannot be effected, and com- 
monly takes place only after long-continued suppuration. ‘These circum- 
stances require serious consideration in settling the value of many plastic 
operations, and specially that of rhinoplasty, in order to guard against the 
excessive enthusiasm which this operation has excited among many of late ; 
and these are the circumstances which have led some practitioners, as 
KLEIN (1), to prefer mechanical to organic restoration of the nose. 

(1) Kier (a) considers an artificial nose of lime wood preferable to one made from 
the skin of the forehead. 

2535. As regards preference of the various modes of organic restoration, 
and specially of the nose, putting aside the totally ineffectual transplanta- 
tion of a completely separated portion of skin (1), and the employment 
of the skin of another individual, that method is to be generally preferred 
in which the restorative flaps are obtained from the neighbourhood rather 
than that by which they are obtained from a distance. ‘The Indian mode 
is for the patient far less painful and its result more certain than the Italian 
method, and if the nose-bones be deficient, the vault of the nose may be 
tolerably supplied with a pad formed by turning in the flaps. The scar 
remaining on the forehead, which has been objected to in this method, 
generally disappears, so that little or no deformity is produced. Only 
when the skin of the forehead cannot be used may the restorative flaps be 
made from the skin of the temples, which, although it be more substan- 
tial, and its connecting strip be longer, and usually sufficient for nourish- 
ment, yet is a much more considerable injury, and the hairs growing 
upon the nose cannot always be completely eradicated, as is supposed, by 
repeatedly pulling them out. The skin of the cheeks and upper lip can only 
be used in partial defects of the sides of the nose. The German method 
as given by GRAEFE, is indeed less tedious than the Italian, but succeeds 
only in very healthy persons with very healthy skin. But the cure by 
fastening the arm to the head subjects the patient to the same annoyance, 
the flaps die more readily, and if suppuration ensue on its cellular surface, 
the difficulty is further increased by its spreading over the surface. 


'(1) Simply paring the edges of a destroyed nose and transferring a detached 
portion of skin from some other part of the body, is probably not very likely to suc- 
ceed, as the mere edges of the wounds can hardly be expected to afford sufficient sur- 
face for the shooting of vessels speedily enough to nourish the whole flap. But there 
is no doubt that if two tolerably large wounded surfaces, one of which belongs to a 
detached part, can be closely applied, union will take place, and ugly scars, no less than 
tedious sores, will be prevented, The following are curious examples of this fact :— 


(a) Ueber Rhinoplastik ; in Heidelb. klinisch. Annalen, vol. ii. p. 103. 
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Barour (a) has given two interesting cases, in one of which, parts all but com- 
pletely, and in the other, parts completely divided, were reunited by simple replacement ; 
and hence he thinks, “ that the practice of attempting the reunion of separated parts, 
may be carried farther than has ever yet been done.” (p. 425.) In the first case, a boy 
had “ the joints of three of his fingers completely separated, with the exception of a 
slight attachment of skin, which barely suspended the parts, in consequence of having 
had them shut into the groove of a door.” The points hung at right angles when the 
fingers were extended. The point of the index was cut off at the middle of the nail, 
the next finger a little above the nail, and the ring-finger at the root of the nail. The 
wounded surfaces were necessarily much bruised, but cut perpendicularly.” * * * 
On the sixth day after the accident, I removed the bandages, when I found adhesion 
had taken place. The skin and nails came off all the three fingers, but were afterwards 
renewed; and the cure was so complete, that a narrow inspection was necessary to dis- 
cover any difference between the fingers of the one hand and those of the other. There 
was, indeed, no difference to be perceived, but a slight scar ont he left side of the ring- 
finger at the root of the nail.” (p. 426.) The second and most remarkable case is that 
in which by one stroke of a hatchet, half the index was cut off; ‘‘ the wound began 
near the upper end of the second phalanx on the thumb side, and terminated about the 
third phalanx on the opposite side. The amputated piece, as measured by the patient 
himself, (a carpenter,) was an inch and a half long on the thumb side, and an inch on 
the other.” The amputated portion was fetched from the shop where it had been left ; 
was white and cold, and looked and felt like a bit of candle. * * * “I poureda 
stream of cold water,” says Baurour, “on both wounded surfaces, to wash away the 
blood from the one, and any dirt that might be adhering from the other. I then 
applied, with as much accuracy as possible, the wounded surfaces to each other, express- 
ing a confident expectation that reunion would take place.” (pp. 426, 27 .) This was 
done twenty-five minutes after the accident. Two days afterwards the man insisted on 
having the bandages removed, and “adhesion had taken place.” Since that time the 
finger “recovered both heat and sensation. In the progress of the cure, the skin was 
changed, and, soon after the accident, the nail fell off.” (p. 428.) 

Brarp (b) also mentions a case in which (on 13th June, 1816) “ a hatchet cut off a 
portion of the forefinger of the left hand in an oblique direction, carrying off all the 
nail, except a small portion of its root on the ulnar side, together with the soft parts 
on the anconal and radial aspect, to a little above the first joint. The bone was 
denuded, but not divided. He came from a considerable distance. Finding on inquiry, 
that he had left the detached piece, I returned with him, and found it covered with 
dust. After having washed it with warm water, I applied and retained the divided part 
in its former situation by straps of adhesive plaster, &c. * * * On the 17th adhe- 
sion had taken place completely. * * * On the 20th he had the sense of feeling 
even from a small pointed instrument applied gently to the part which had been de- 
tached.” ‘The skin and nail separated, “ and in a month from the time he met with the 
accident, he was able to follow his work asa miner, and in five weeks could use his 
finger in tying threads whilst weaving. The nail has made considerable advance in 
growth.” 

The truth of these statements I had the opportunity of verifying about the time of 
Brarp’s case. A lad came to St. Thomas’s Hospital during my dressership, with a slice 
cut off from the front of the top of his thumb, to about the middle of the last phalanx. 
As the cut was very clean, and the part detached ready to hand, as he had brought it 
with him, it was too good an opportunity to miss making the experiment. The piece 
was therefore cleansed, carefully applied, and fastened with straps of plaster. A few 
days after, how many I do not recollect, the dressing was removed, and the greater part 
of the detached piece had adhered, The cuticle separated, and a part of the thin edge 
sloughed, but at least two-thirds of the whole piece remained firmly united. 

BARTHELEMY (c) mentions instances in which portions of skin sliced off accidentally 
from the toe and finger, adhered readily. In another case, the tip of the nose cut off by 
a sabre stroke, also united. But he relates a still more remarkable instance, on the 
authority of REGNAULT, principal physician to the Military Hospital at Gros-Caillou, 
in which during a fight between two prisoners at Niort, a large piece of the nose of one 


(a) Two Cases, with Observations demonstrative Edinburgh Medical and Surgical Journal, vol. xii. 
of the Powers of Nature to reunite parts which __p. 428. 1816, 


have been, by accident, totally separated from the (c) De la Réunion des parties enti¢rement sépa- 
Animal System; in Edinburgh Medical and Sur- rees du Corps; in Journal Hebdomadaire de Me- 
gical Journal, vol. x. p. 421. 1814. decine, vol. v. p. 15. 1831. 


(») Case of Reunion of a separated Finger ; in 
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was bitten off by the other; five hours after, it was replaced by the Surgeon of the 
prison, and in about ten days it was firmly united. 

I am not quite so sanguine as BaLFour was, who thought such treatment might be 
advantageously employed in many wounds or rather slicings received in the field of 
battle ; but still I should feel disposed to make the attempt again, under similar circum- 
stances, as even if a portion only of the detached part adhered, there would be less of 
i scene process required, and therefore the cure would be more quickly effected. 


OF NOSE-MAKING FROM THE SKIN OF THE FOREHEAD. 


2586. In the Indian method of Rhinoplasty, which premises, that the 
skin of the forehead should be healthy, perfectly movable, sufficiently 
thick, and free from scars and eruptions; a model of wax or fine clay is 
required, which should fit accurately, be handsome, and correspond to the 
form of the person’s face. This is to be placed immediately on the 
stump of the nose, and held there firmly, whilst with a fine miniature 
brush, dipped in some not very soluble varnish, the base to which the 
artificial nose is to be attached is carefully marked with a line. In this 
way are mapped the longitudinal cuts en the sides of the nose, and the 
transverse one for the septum. The longitudinal cut, for refreshing 
the edge, should be begun at the upper part of the stump of the nose, 
close to where, after twisting round the flap of skin, the fixing of its 
side edge must begin; the two side cuts must not unite at top. All 
the dimensions of the model having been sketched on a piece of paper, 
so that its entire surface be obtained, the shape is to be cut out of paper 
and placed upon the forehead, the septum above and the root of the nose 
below, between the eyebrows, but less low down, and with the coloured 
varnish a line marked round it. If the forehead be low, and the figure 
would fall upon the hairy part of the head, it must be placed obliquely. 
Where at bottom the side cuts are about five lines apart, they must be 
continued straight down to the root of the nose, to mark the bridge of 
skin. The suture points are now to be marked, first around the nose- 
stump, two on the upper point of the side cuts, a line and a half out- 
wards, two on the lower end of both side cuts, and opposite each other ; 
between these the spaces for the other suture points are easily found. All 
these have heen marked upon the paper model, and from it transferred to 
the forehead. 


As in the directions above given by Grarres, the lines and points marked with 
eoloured varnish are easily obliterated during the operation, a model of the flap of 
skin should be cut out of sticking plaster, fixed on the forehead, and the flap made by 
eutting round it, but a quarter or third of an inch larger (DreFrENBACH.) As the flap 
always shrinks considerably, care must be taken that it be not made too small; the 
septum especially must be broad, because, during the scarring process, its edges draw 
back and it easily becomes too narrow. A model for comparison may be found in 
ZeIs (a), from GRaErFE, which also lets the septum run into a triangle, for the purpose 
of assisting the union of the wound in the forehead. DELPEcH’s recommendation, to 
allow the flap to run into three long points, so as to render the union of the wound on 
the forehead more easy, does not answer the purpose, and can only be sufficient for 
supplying the deficient tip of the nose. In some cases DrEFFENBACH has formed an 
oval flap of skin from the forehead, which method will be presently more particu- 
larly described. That the skin of the forehead should be rubbed in with some aro- 
matic spirits daily for six or eight days before the operation, unless tension and pain 
ensue, (GRAEFE,) is superfluous. 


2537. The operation is to be now begun by paring the edges of the 
(a) Above cited, p. 267. 
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stump of the nose; or, if there be no stump, by making grooves in the 
skin close to the opening of the nose. In the first case, the edges are to 
be cut sore, whilst held with hook forceps, and the cut is to be carried 
through the whole thickness of the nose-stump. As much as possible of 
its substance is to be preserved ; but both sides must be made as near 
alike as can be. If a part of the wing of the nose remain, but dropped 
in, it must be first separated from its adhesions and raised. If the nose be 
still whole, but curtailed and dropped in, it must not be removed, but, 
according to DisrrENBACH, covered by planting upon it a flap of skin, 
for the reception of which, as well as when the whole nose is want- 
ing, a strip of skin, a lineand a half wide, must be cut out, and thus a 
sufficiently deep groove formed. Lastly, a broad transverse groove must 
be cut out to receive the septum ; or the upper lip being drawn well from 
the upper jaw, and the scalpel thrust through where the lip is attached 
to the jaw, completely separates it to the breadth of an inch and more, 
according to the thickness of the septwm (Zxis.) ‘The bleeding must be 
stanched with cold water, and only when this is insufficient, by tying the 
vessels. The preliminary stitches may now be made at the points marked 
around the stump of the nose, and the threads held by an assistant ; or they 
may be made afterwards, when the flap is turned down and properly applied. 

2538. The separation of the frontal flap is now to be proceeded with. 
The convex scalpel being inserted rectangularly at the topmost point, 
divides, with a sharp, bold stroke, along the marked line, or at the edge of 
the sticking plaster, the skin of the forehead through its entire thickness, 
avoiding the bridge, which still remains on the root of the nose. ‘The 
upper part of the flap is now grasped with hook forceps, and carefully dis- 
sected off from the galea aponeurotiea, which is preferable to removing it 
with the galea itself, to render the flap as thick as possible, and the divi- 
sion is to be carried to the very extent of the line which marks the bridge 
of skin; or the one end of the cut, circumscribing the flap, is carried on 
till it reach that for its attachment. The bleeding from the wound in the 
forehead must be stanched with cold water or ligatures, and carefully 
covered with a piece of soft German tinder. 


The continuance of one cut intc the wound on the stump of the nose is advantageous, 
as then twisting round the flap is easier, and the swelling arising from this twist is 
much less, and more points of attachment for the transplanted flap can be obtained, 
because the suture may be continued along the bridge of skin. : 

LABar endeavours to prevent the narrowing of the nostrils, and the alteration of the 
nose dependent on the granulations developed within, by covering the inner surfaee 
with skin at the operations. For this purpose he bounds the frontal flap above with a 
curved cut, extending from the wing of the nose above the septum, and after separating, 
divides it by two vertical cuts into three pieces, of which the middle folded together 
lengthways forms the septum, and the two side pieces also folded in, and with a thread 
passed with a needle from without inwards, and from within outwards, and having its 
end knotted, are kept in this position, that the wings of the nose may be formed of a 
doubled skin. Buasius had previously operated in this way with success, and Drerren- 
BACH, also, by forming an oval flap from the forehead, the lower end of which he twice 
cut into. This mode of practice is specially advantageous if the skin of the forehead 
be very thin, as the otherwise shrivelled end of the nose gains thickness, and the 
openings of the nostrils easily narrow. 


2539. The flap of the skin from the forehead is now dropped down, and 
twisted half round on its axis, so that its epidermal side is outmost, and it is 
observed whether its edges can be applied to those of the nose-stump, or into 
the groove prepared for it, without any dragging. If the flap be tort, the 
bridge of skin must be loosened still more, and the side cuts lengthened 
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some lines lower. If the flap fit at every part, as soon as the bleeding | 
ceases, its attachment by the interrupted suture must be proceeded with, 
the threads previously introduced in the stump of the nose being passed 
through the corresponding edge of the flap, and finishing with that on the 
septum. After the wound has been cleansed of the blood that hangs about, 
the threads are tied in knots from above downwards, so as to produce the 
closest application of the edges, and when at any part these gape asunder, 
another stitch must be introduced. 

Union with the interrupted suture is the most convenient, as the twisted suture with 
thin insect-pins, according to DIEFFENBACH’s plan, is in many parts very difficult to 
apply, and in withdrawing them, the easy tearing asunder of the edges of the wound 
is to be feared. GRAEFE’S ligature-stem, which after its application may be so separated 
on the face, and each part fixed with plaster, that no tension is produced, is useless, 
and not tobe recommended. And equally so are his pieces of ivory placed beneath 
the ligatures (a). 

2540. ‘The wound in the forehead is now to be brought together, where 
the nature of the wound and the yielding of its edges permit, with insect- 
pins and the twisted suture, and the middle of the remaining open space 
covered with a piece of soft German tinder, and with lint and sticking 
plaster. 

Advantageous as it is to draw the wound in the forehead together by uniting some of 
its points, for the purpuse of shortening the time of cure and lessening the scar, yet, 
however, drawing the wounded edges forcibly together should be cautioned against. 
Also, when the frontal wound is healed merely by suppuration, as proposed by GRAEFE, 
and properly brought together with sticking plaster, with good management there will 
not be any scar, as is commonly stated. 

2541. Into the apertures of the attached nose, quills, covered with lint 
and oiled, should be introduced ; or, according to ZxEts, tubes made 
of plates of caoutchouc, which have recently come into use. Plugs 
smeared with rose ointment (GRAEFE) inconvenience the patient, because 
they prevent the passage of the air through the nostrils. The patient 
should be kept in bed in rather a sitting posture, with his head sufficiently 
bowed forwards; he must be kept quiet, and his diet should be antiphlogistic. 

When the nose first becomes discoloured and seems fallen together, it 
must not be considered a bad omen; turgor usually soon sets in, the nose 
swells, reddens, becomes shiny and moderately tense. If these symptoms 
become severe, if the nose be bluish and hot, it must be treated strictly 
antiphlogistically, cold applications are to be made to it, and general and 
local blood-letting by leeches or by scarification. If, as often happens under 
these circumstances, there be bleeding from the edges of the nasal apertures, 
it must be kept up for the due depletion of the flap. In one case I saw 
this bleeding continue twenty-four hours, and with the best result. Only 
when the bleeding is considerable, must it be stanched by the application 
of German tinder. It is more common that the nose is endangered 
by overloading than by want of blood; but if due turgor do not come 
on, if the flap remain cold and discoloured, light aromatic applications 
must be made. If gangrene ensue, it is either partial, and then in general 
attacks only a straw’s breadth of the edges of the flap, or if union come 
to a stop, pus presses out along the whole cleft of the wound, and the 
entire flap dies. 

Besides the above-mentioned causes, the occurrence of gangrene may 
depend on the tough, callous nature of the edges of the nose-stump, or 


(a) Becx; in Heidelb. klinisch. Annalen, vol. iii. und Nasenbildung an einem Subjecte ; in same, 
part ii,— Cuextus, Gelungener Fall einer Lippen _vol. vi. Tex or ; in Neue Chiron, vol. i. part iii. 
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from constitutional dyscrasi¢ symptoms, or from improper irritating treat- 
ment, whilst there is increased turgor of the flap; then the gangrene 
usually appears from the third to the fifth day after preceding symptoms 
of increased turgor. It is well worthy of notice, that the surface of the 
nose has frequently a gangrenous appearance, and after throwing off 
a superficial slough, good granulations appear, and the flap remains perfect. 
(WALTHER). 

The best sign is when the united edges of the wound are covered with 
a crust of dried lymph, from whence speedy union may be safely concluded. 

The removal of the stitches or of the pins should in general be effected 
on the third or fourth day, and the union is to be preserved by strips of 
court-plaster laid across. Other matters, as nervous symptoms, erysipelas, 
and the like, must be treated according to the ordinary rules. 

2542, When the nose has completely united at all points and the lower 
part of the wound on the forehead has scarred, if the flap have been 
twisted round, a narrow bistoury must be passed under the fold of skin 
formed by the twist of the flap, which should be cut through obliquely 
upwards so that a small flap is formed ; and this is to be applied to the raw 
made upper part of the stump of the nose, for which purpose a suture is 
only sometimes proper, but the application of sticking plaster is generally 
sufficient. If there still remain any puffiness of the frontal flap, it must 
be got rid of. 

If the bridge of skin have been formed by continuing the cut into the 
wound on the nose-stump, and the bridge heal in, a myrtleleaf-shaped 
piece must be cut out of it, and the edges united with insect-pins and the 
twisted suture. But if there be too much skin on the back of the nose, it 
must be completely removed. 

2543. For the purpose of perfecting the form of the nose after union 
is complete, various modes of after-operation may be requisite, which, 
however, dare only be first undertaken when the skin has recovered 
its natural condition. A puffy scar, when not expected gradually to 
diminish and disappear, should be cut out with two parallel cuts, and 
the edges of the wound closed with the twisted suture. Deep scars must 
also be cut out, and if the edges of the wound be also somewhat loose, a 
little more skin must be removed from the bottom than from the surface, 
and the wound brought together with the twisted suture. If the nose be 
very puffy and misshapen, an almond- or myrtle-shape piece should, accord- 
ing to DrerreNnBACcH, be cut out, and the edge of the wound united 
vertically. If the tip of the nose project too little, a flap from the new 
nose should be made, according to DrrrFENBACH, by two slightly curved 
cuts meeting in an angle above, and diverging below towards the septum. 
If now the upper angle of the wound be united with a twisted suture, and 
thus the space for the inhealing of the flap be restricted, the flap must 
be compressed from side to side, and fixed by some retaining apparatus, 
so that the tip of the nose shall project. 


For the proper formation of the nostrils GRAEFE recommends the introduction of 
tubes fastened with a peculiar apparatus, and afterwards furnished with superficial 
plates. An eductor which fits into this and draws it forwards, thereby shaping the tip 
of the nose, is fastened on a compressing instrument which can act on various parts of 
the nose and give it the proper form. This apparatus is to be worn the whole of the first 
winter, and only laid aside in the following summer, that the nose may be exposed to 


the hot rays of the sun! 
2544. With the restoration of the whole nose must also be classed those 
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cases in which there are only single defects, to wit, of the wings and sides of 


the nose, of the ridge and septum, which must be managed by transplant- 
ing the skin from the neighbouring parts. 

2545. Attempts to supply defects of the wings of the nose from the 
skin of the cheek had no satisfactory result ; hence DirEFFENBACH prefers 
the skin of the forehead. After paring the edges of the stump of the 
nose, a sufficient flap of skin is separated from the forehead, the side of 
the nose cleft, the flap twisted to that side, and fixed with twisted sutures. 
The neck of the flap is for a time healed into the cleft on the side of the 
nose ; but after the scarring is complete, it is removed. The wound on 
the forehead is brought together with the twisted suture. 

When only a narrow portion of the wing of the nose is deficient, DiEFFENBACH cuts 
off the edges, as in the operation for hare lip, and brings them together with insect-pins. 
Ifa large piece be wanting, he cuts out a corresponding portion from the healthy side 
so as to make both sides of the nose alike, and then fastens up both wounds. If the 
cleft be pretty broad and high, Dirrrenpac lengthens the cut from the point of the 
triangle through the wing to the bridge of the nose, and cuts out a piece from it and 
the septum. If the wound heal by the first union, he cuts out a corresponding piece 
from the other side of the nose. 

2546. If the side edge be wanting as well as the wing of the nose, a 
flap corresponding to its extent must be cut out of a piece of paper, and 
a like flap cut out of the skin of the forehead. Care must be taken that 
the part of the flap, which is to be put into the upper part of the defect, 
should correspond to it, but the lower part of the flap which corresponds 
to the opening of the nostril must be made rather broader, and so much 
longer, that its edge may be folded in, to prevent the contraction of its edge 
and the narrowing of the nasal aperture (a). 

2547. If the bridge of the nose have sunk in, by the destruction of the 
bones, but the tip still stand up, a scalpel should be thrust between the 
eyebrows, and the nose cleft throughout its middle to the tip. The adhe- 
sions which draw down the sides of the nose to the skin of the eheek must 
then be divided, so that the sides can be drawn up. An oval piece of 
sticking plaster must be fitted between the edges of the wound to give the 
model of a good bridge. The plaster is then fixed on the lower part of 
the forehead, and cut round in such way that one cut shall pass into the 
cleft made in the nose, but the other only to the left eyebrow, and here a 
strip is left for nutrition. The flap is now separated, twisted round, 
fitted into the cleft, and fastened with the twisted suture. As this flap, 
after healing has a misshapen form, DrEFFENBACH has proposed overplant- 
ing, or underhealing the frontal flap; in doing this, the operation is at 
first performed precisely as in inhealing, and when this is done and the scar- 
ring complete, pieces of the transplanted skin must be cut out, and the 
edges of the wound brought together by the twisted suture. The excision 
must be repeated till the whole cf the inserted piece of corion has been 
removed, and the edges of the original nose-stump united over the re- 
maining thickened cellular tissue. 


2548. The deficient columna narium may be variously replaced. If when 


the column be wanting, the nose itself be very large, so that by removal ofa 
portion it will not be disfigured, and the upper lip from being too shallow 
or beset with scars, is unfit for making the reparation, then a piece four or 
five lines broad and about an inch long, must be cut out of the thickness of 
the nose, and with its neck attached to the tip, turned round, and fastened 


(@) Zets, above cited, p. 316. 
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to the upper lip in a groove previously made there: the wound on the 
nose is to be united with the twisted suture. 

In the so-called bottle-nose, or in that form in which the nose is turned 
up and the bridge resembles a saddle, the cuts should be made, according 
to DigFFENBACH, as in the former case, only that both cuts should equally 
descend to the free edge of the wide nostril. ‘The lower edge of this flap 
should be made raw, the upper and middle part separated from the under- 
lying cellular tissue, so that its undermost part alone remains connected, and 
serves for nutrition. ‘The flap thus separated, is usually so movable that 
it may be drawn down to the upper lip, where it must be fastened with the 
interrupted suture to the part made raw, and the cleft on the middle of 
the nose must be united with the twisted suture. If the flap cannot be 
brought sufficiently down to the lip, the cartilaginous part of the tip and 
of the column of the nose must be so far cut transversely till the lowest 
part of the flap can be united to the corresponding part of the upper lip. 
The upper part of the flap must be attached also on both sides with in- 
sect-pins to the tip of the nose. When it has perfectly healed, the tip of 
the nose must be kept down towards the upper lip with pieces of sticking 
plaster put across it, so that the new septum be not very much stretched. 
If the deficient column cannot be supplied by the preceding method, a 
corresponding piece must be formed by two cuts from the whole thickness 
of the upper lip, of which the red part has been cut off, the entire piece 
turned up, fixed to the tip of the nose, and the wound in the lip brought 
together with the twisted suture. This turning up of the flap by which 
its mucous surface becomes outermost is better than twisting the flap, 
which is always violent; and the mucous membrane soon assumes the 
appearance of the external skin (Fricke, Direrrensacnu, Liston and 
others). If the condition of the upper lip do not admit the formation of 
a flap of its whole thickness, a corresponding strip of skin must be cut out 
of it in a horizontal or oblique direction, turned round and fixed into the 
nose. ‘The wound in the lip must be united with the twisted suture. 

Sometimes by the retraction of the parts, after making the column from the lip, the lip 
and nose become approximated, and the movements of the former are impeded. This 
happened to DupuyTREN, who did not choose to do anything more. GEnsouL of 
Lyons (a), however, corrected this inconvenience in the following way. He “plunged 
the point of a very sharp bistoury obliquely to the right of the base of the flap attached 
to the lip, and divided it in nearly its entire depth and height; then did the-same on 
the left, and these two oblique incisions meeting at their summit in the thickness of the 
lips, the flap was detached. It represented the figure of a wedge; he removed it, and 
having thus reduced the wound of the lip to a simple incision, by this loss of substance, 
reunited it by means of a pin and waxed thread. The nose, which had been much 


pulled down, being no longer fixed, was elevated by the elasticity of its cartilage. 
The advantage thus gained has since continued. 

Ina case in which a large portion of both jaws were exposed by gangrene of the left 
cheek, and the teeth and alveolar processes were much thrown out during the healing 
process, GeNsouL (6) cut away all the attachments of the scar and integuments, chiselled 
off the projecting part of the jaws, dissected up about two inches of the skin of the upper 
part of the neck, and one inch of that of the cheek, and brought the edges together with 
sutures and adhesive straps. The deformity was thus removed, leaving a small salivary 
fistula which was easily covered. | 


(a) Journal Clinique des Hépitaux de Lyons, No. I.—Journal Hebdomadaire de Médecine, vol. vi. 
p. 442. 1830. (6) Ibid., p. 442. 
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OF FORMING THE NOSE FROM THE SKIN OF THE ARM. 


2549. ‘The formation of the nose by a piece of detached skin, for which 
the skin on the inside of the arm immediately over the m. biceps is best 
suited, is for both patient and operator a very much more troublesome 
operation than the Indian rhinoplasty; it is more uncertain in its result, 
and better fitted for the reparation of a part than of the whole nose. The 
transplantation is performed either immediately after detaching the flap 
{(GRAEFE’s German method,) or after previous preparation of the part 
(Taguiacozzi’s Italian method.) 

2550. In the German Mode of Rhinoplasty, which can only be under- 
taken in persons who are very healthy, and whose skin is quite sound, the 
necessary bandages are to be applied nightly for some time, eight days, 
previous to the operation, so that the person may get accustomed to them ; 
and every day, the part of the skin of the arm to be used in the reparation 
is to be rubbed with spirit, when the waistcoat must be drawn together, 
but the hood thrown back. The measurements for the flap of skin, and 
the markings on the nose-stump are to be made as described in the Indian 
method, excepting that the part of the flap corresponding to the septum, 
which runs downwards, should be about two-fifths narrower than the wings 
of the nose, and should be marked of such length, that the whole flap 
should be one-fourth longer than the paper model. ‘The edges of the nose- 
stump are to be so refreshed that the side cuts meet above; the notch for 
the septum is not yet to be made. ‘The threads for the stitches are to be 
introduced at the determined points. A piece of the skin of the arm is 
now to be separated, with as much cellular tissue as possible, on both sides 
and at the upper end, and the arm having been raised close to the face, 
the parts are brought together by drawing the threads throngh the points 
marked on the skin of the arm. Lint is to be put into the nostrils, and 
upon the under surface of the flap of skin and on the wound in the arm 
a pledget, spread with rose ointment, which must be fastened with strips of 
sticking plaster. The arm is now to be kept in the proper nearness to the 
face by the connecting bandages. ‘The general and local treatment must 
be conducted according to the rules laid down for the Indian method, and 
more especially must the patient keep his head and arm perfectly still. 
As often as the lint is sopped with the pus and fluids it must be removed, 
and the nostrils cleansed by injecting lukewarm water. If union take 
place, the stitches may be removed, though not earlier than seventy-two 
hours. When the union has acquired sufficient firmness, the division of 
the skin from the arm must be made; and this is done, after removing 
the bandages, and whilst an assistant supports the arm, by making a trans- 
verse cut between the lower angles of the longitudinal cuts with a rather 
long, convex bistoury; after which the skin flap is kept in its proper 
place by the introduction of pledgets spread with zinc ointment and strips 
of plaster, and must be covered with a layer of aromatic cotton to protect 
it. After about fourteen days the formation of the nostrils and septum 
must be undertaken, for which purpose, with the aid of the model, the 
position and form of the nostrils and septum is to be marked with varnish, 
and cut out with a narrow scalpel and CoorrEr’s scissors, and the septum 
fixed into the wound made for it with two stitches. In from three to five 
days, when the septum has healed, the stitches must be taken out, and the 


. 
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further treatment, in reference to dressing and improving the form of the 
nose, managed according to the Indian method. 


BEnEpIcT (a) has specially endeavoured to further the preference of the German 
method by his successful practice, and has proposed an alteration of the binding appa- 
ratus, by which it is rendered easier to change the dressings; he puts plugs into the 
apertures of the nostrils. 

According to GALENZOwSKI, the septum should be formed immediately after the 
separation of the flap from the arm, and fixed at once. 


2551. In the Italian Method of Rhinoplasty, the piece for the flap 
is marked upon the corresponding part of the arm, which, on account of 
its shrivelling up afterwards, should always be six inches long and four 
broad. Instead of the trellis forceps used by TAcLrIAcozzt, it is better, 
according to GRAEFE, first to make the two side cuts with a scalpel, and 
then divide the skin from the underlying cellular tissue, with a very blunt 
director, a gum fleam, or even with the finger, from one side cut to the 
other. A piece of linen spread with rose ointment is then to be drawn by 
a thread fastened to its side, under the flap; the side cuts are covered 
with lint spread with rose ointment, with a compress, and the whole 
fastened with a circular bandage. ‘This dressing is to be first removed 
after three or four days, but a fresh piece of linen is to be previously 
introduced beneath the flap, if suppuration be properly established. In 
this way, with proper modifications, according to the condition of the 
suppuration, and so on, the case is to be proceeded with, and then the 
division of the flap, at the upper end of the side cuts, must be made upon a 
director introduced for the purpose. The flap should not, according to 
GRAEFE, be turned back as recommended by Tacuiacozzi, but merely 
supported by a wad of charpie and oiled pasteboard; and afterwards 
dressed with lead wash or decoction of elm bark. The flap always shrivels 
up, but gains in thickness proportionally ; and towards the sixth or eighth 
week, sometimes still later, though according to TaGLiacozzI, in a 
month, becomes completely fixed. The mode of fixing the flap, and the 
further treatment, corresponds with that of the German method. 


OF RAISING A SUNKEN NOSE. 


2552. When the bones and cartilages of the nose have been destroyed, 
and the soft parts remain, though sunken, according to DIEFFENBACH, the 
remains of the old nose must be dissected in several parts, drawn up, and 
fixed in such way that the nose is raised up. The head of the patient 
“must be steadied by an assistant, a narrow pointed scalpel passed into the 
left nostril, and the soft parts divided with a stroke in the side of the 
ridge of the nose up to the nasal process of the frontal bone. The same is 
to be done on the right side, so that there is a strip of skin from the ridge 
and tip of the old nose remaining between the two side cuts, becoming 
narrower above, and connected with the skin of the forehead, and attached 
below by the shrivelled septum to the upper lip. If this be destroyed, 
the flap can be raised ; if the septum be shortened, it may be easily length- 
ened by a cut on either side downwards through the upper lip. Some 
lines below the end of the first cut, the knife must be thrust, at the junc- 
tion of the right nostril with the cheek, down to the bone, and carried 
through the whole of the soft parts obliquely down to the line where the 
floor of the nose terminates on the skin of the cheeks. ‘The same cut is 


(a) Beitrage zu den Erfahrungen iiber die Khinoplastik nach der deutschen Methode, Breslau, 1828 ; 
with four plates. 
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continued to the left side, and thus makes two semilunar cuts at the inser- 
tion of the wings of the nose, which pass round their lower part outwards 
and upwards into the former cut. These side flaps are now carefully 
divided from the bone, so that they may be raised and turned backwards. 
The skin of the cheek next the nose is then to be separated to the extent 
of three or four lines from the bone, so that it can be slipped towards the 
middle. The edges of the middle flap are now cut with scissors, in such 
way that its inner surface will be narrower than, but not separated from 
the epidermal side, for the purpose of giving the flap the form of a key- 
stone of anarch. The edges of the wings of the nose are to be cut in the 
contrary direction, so that a strip as thick as a straw may be removed from 
the upper surface, leaving the inner surface untouched. 

After carefully cleansing the wound from blood, the parts are brought 
together with twisted sutures, of which the lowest should be by the side 
of the tip of the nose. Around that part of the upper lip from which the 
septum has been taken, a ligature must be passed, and so placed behind it 
as to draw it and the tip of the nose forwards, and prevent its reunion in 
the old groove. The junction of the side edges of the nose with the skin 
of the cheeks is effected with four interrupted sutures. Lastly, two long 
pins are carried through the edge of the separated skin of the cheeks 
behind (on each side of) the nose, through strips of stiff leather, which are 
pressed together on the one side by the heads of the pins, and on the 
other, by twisting their points spirally with the forceps, by which the 
nose is permanently projected. The after-treatment is conducted accord- 
ing to the rules laid down for the Indian Rhinoplasty. 

This exceedingly troublesome and very painful operation rarely answers 
expectation, as according to my own experience, although the nose remains 
for a time after the operation pretty well, yet subsequently, it again 
shrinks. For this reason, DierrenBaAcu thinks it preferable. in most 
cases of flattened nose, to insert a strip of skin, which may afterwards be 
partially removed (a). 

[Lisron’s treatment of this deformity is much more simple. He observes :—‘ Some- 
times the cartilaginous portions of the nose fall a prey to abscess and ulceration, while 
the integument remains intact, excepting the column, which usually shares the fate of 
the cartilages. The consequence is a sinking down into the nasal cavity. The depres- 
sion may be obviated by simply raising the parts after dividing any adhesions that may 
have formed in their new situation. By stuffing the nose carefully and neatly, the inte- 
gument is retained of a proper shape until the disposition to fall in is in part overcome, 
and firmness and stability obtained. Then a new columna is raised and fixed, and 
careful stuffing of the nostrils is continued until all has become consolidated.” (p. 264.) 

Frercusson’s (6) method differs from LisTon’s, in not making use of stuffing and in 
supporting the cheeks. He “introduced a scalpel into the opening in the nose, and dis- 
sected the sunken ale from their attachments underneath, then raised the cheeks for 
more than half an inch from the surface of each upper maxillary bone, and cut to such 
an extent as to allow, when the finger was introduced under the nose, to raise and put 
it into a shape somewhat like the original. He then passed two silver needles, armed 
with steel points, and provided with small round heads, from the left cheek to the 
right, under the nose, and through those parts which had heen dissected from the bones. 


By means of two pieces of firm leather, two inches long by one-half broad, through 
which the pins were also passed, he was enabled on twisting the extremity of each pin 


(a) Dierrensacu, above cited.—Rust, Neue p- 433 —Micuaeuis, Ueber die Herstellung der 
Methode, verstiimmelte und durcnbrochene Nasen —_ normalen Form eingefallener Nasen mittelst des 


auszubessern ; in his Magazin, vol. ii. part ili.— Vorziehens ihres tibrig gebliebenen Theiles; in 
Wartmann, Ueber verkriippelte Nasen und deren von GRAEFE und von WatrTHER’s Journal, vol. 
Formverbesserung ; in Beobachtungen und Ab- xii. p. 291. 

handlungen von dem Dir. u. Prof. des Studiums (6) Edinburgh Medical and Surgical Journal, 


der Heilkunde an der Universitat zu Wien, vol. vi. vol. xliii. p. 363. 1835. 
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spirally, after haviug cut off the steel points, to bring the cheeks near to one another, 
and in this way to cause the nose to become prominent. On the eleventh day he with- 
drew the pins, and introduced two others at different points from those first used; and 
in eight days more, on these being removed, the nose stood quite prominent.” | 

2558. If the bridge of the nose drop in, as consequence of destruction 
of a part of the septum, but the bony frame still remain perfect, according 
to DrrrFrENBACH, a wedge-shaped piece should be cut out of the pre- 
viously long and down-hanging nose. ‘The tip of the nose being stretched, 
the straight edge of a knife is placed upon the ridge of the nose below the 
nasal bone, and the nose is cut through at a stroke, with the blade turned 
a little upwards, to the skin of the cheek. <A like cut is then made ob- 
liquely upwards beneath the depression, so that both cuts meet at an angle, 
and cut out a wedge-shaped piece. When the usual smart bleeding has 
ceased, and the secretion of lymph into the wound has begun, two inter- 
rupted sutures are passed with round needles through the septum, one end 
of each thread cut off, and the other carried to the nostril. The edges 
of the wounds on the sides and ridge of the nose are to be united by six 
or eight twisted sutures. 

With a small, straight-pointed nose, which by cutting out a wedge- 
shaped piece, would be drawn too much upwards, on each side two semi- 
circular cuts must be made, so. that the one point of the oval turn to the 
ridge and the other to the base of the nose. The union of the septum 
and of the outer edges of the wound are made as in the former case. 
After the operation a little bump is formed on the ridge of the nose, 
which at a later period becomes level. In other cases the ridge of the 
nose may be preserved, and merely an oval piece cut out of both side 
walls, so that one point of the oval turn towards the cheek, and the other 
to the ridge of the nose. The union is managed as before. 

Here also must be mentioned the inhealing of metallic frames and plates of gold or 
platina, for putting to rights sunken noses, as has been attempted by Rust, KLEIN, 
GALENZOWSKI, and TyrreLt. Although the inhealing readily take place, yet the 
plate must most commonly be removed afterwards. 

[I recollect TyRrrELx’s operation with a silver frame, which consisted of a long 
narrow silver stem for the ridge, terminating below in three prongs, which were bent so 
as to support the column and wings of the nose, to which it at once gave an excellent 
form. Its subsequent removal, for what reason I do not recollect, was attended with 
much difficulty ; and, if my memory be correct, the nose which had been made with a 
flap, dropped down and was not very ornamental.—J. F. S.] 

2554. If the tip of the nose be turned too much downwards, as in 
double hare-lip and wolf's-jaw, and depend on a folding of the cartilagi- 
nous septum, the nose may, according to DiEFFENBACH, be raised by 
cutting through this fold. The skinny septum is to be taken hold of and 
drawn aside till the fold appears, which is then to be pierced with the 
point of a small scalpel, and cut through to the root of the bony septum. 
The tip of the nose immediately rises of itself, and still more if it be 
raised. Compression of the sides of the nose is to be made with leathern 
or leaden splints, through which long insect-pins are to be thrust across 
the nose, and pressed togther by rolling up their ends ; or a saddle-shaped 


plate of lead is to be worn on the nose. 
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Il.—OF THE MECHANICAL COMPENSATION FOR LOST PARTS. 


2555. The compensation for lost parts by mechanical contrivances is 
either merely with the object of removing or diminishing deformity, or for 
restoring the functions of lost parts; the former is the object of artificial 
noses and eyes, the latter of artificial legs and the like. 


A.—OF ARTIFICIAL LEGS. 


2556. The oldest and most simple contrivance for the purpose, after the 
loss of the thigh or leg, of rendering the mutilated person capable of 
walking without crutches, is the wooden leg, (die Stelzen, Germ. ; jgambe 
de bois, Fr.,) which, though it do not hide the deformity, still, especially 
with some practice by the cripple, answers its object tolerably well. For 
the purpose of not merely supplying the lost function of walking, but also 
of giving, as far as possible, the form of the lost limb, a multitude of con- 
trivances have been proposed, from Par¥ up to the present time. 

2557. Par¥ (a) gave an engraving of a machine for the amputated 
thigh which was furnished with a knee-joint, and with joints in the fore 
part of the ¢avsus, and with an elastic spring. RavarTon (6) invented 
artificial legs for those who had lost their leg immediately above the 
ankle. Wurvre (ce) describes artificial tin legs covered with thin leather, 
Appison (d) invented an instrument with motion at the knee- and ankle- 
joints. Wuxson (e) formed legs of stiff leather. In Germany Brun- 
NINGHAUSEN (f) made known an artificial foot, which was far more 
perfect than the old ones, and gave pattern to those of SraH (q), 
Berrens (2), Heine (2), GRAEFE (fk), Rtux (1), Patm (m), Dorn- 
BLUTH (7), and ScuurucHAT, for the thigh, and WaLs (0), MILEs, Serre, 
and others, for the leg. 

2558. In making choice among the different kinds of artificial legs, the 
following points are to be attended to:—Besides the correspondence of 
the artificial with the whole leg as to form, for the purpose of removing 
the deformity, it must be made as light as possible, but proportionally 
strong ; it must allow the natural movements ; and afford a convenient and 
safe rest for the stump which it surrounds, avoiding, however, all painful 
pressure on it, and specially on the amputated surface. Simplicity of con- 
struction and lowness of price are, at least for the greater number of 
maimed persons, important advantages. Of all the artificial legs proposed, 
those which best answer these requirements, according to my experience, 
are Ruuv’s for the leg and Srarx’s for the thigh. 

2559. Ruuw’s leg has the peculiarity of well-stretched Russia leather, 
two inches broad around the stump, to which two strong brass hooks are 
attached ; with this the stump received into the socket of the leg is sus- 


(a) CEuvres, p. 904. Paris, 1798. 

(b) Chirurgie d’Armée, &c. Paris, 1768. Svo. 

(c) Bet, B., System of Surgery, vol. vi. p. 512. 

(d) BromFieLp, WriLu1AM, Chirurgical Observa- 
tions and Cases. 2 vols. 8vo. London, 1773. 

(e). BELL, B., above cited. 

(f) Ricuter’s Chirurgische Bibliothek, vol. xv. 
p. 568, fig. i.-iv. 

(y) Anweisung zum verbesserten chirurg. Ver- 
bande, p. 498, pl. xxiv. fig. 227,228. Berlin, 1802. 

(A) LaneenBrcx’s Bibliothek der Chirurgie, 
WoL. iv, p. 173, ql. 7. fig.4-=1v., pl. i. Hg. 1. 11, 

(i) Beschreibung eines neuen kiinstlichen Fiisses, 
fiir den Ober- und Unterschenkel. Wiirzburg, 
1811. 


(k) Normen fir die Ablésung grisserer Glied- 
massen, p. 147. Berlin, 1811. 

(1) Ueber die Ersetzungs Chirurgie im Allge- 
meinen, nebst Abbildung und Beschreibung eines 
kiinstlichen Unterschenkels; in HureLanp’s 
Jonrnal, vol. xl. part iv. p. 1. fig. i-viii. 1818. 

(m) Dissert. (Pres. AUTENRIETH) de pedibus 
artificialibus. Tiibing., 1818. 

(n) Ueber den Mechanischen Wiederersatz der 
verlorenen unteren Gliedmaasen durch eigene 
Apparate. Rostock, 1831; with two plates. 

(0) Rust’s Magazin, vol. lxii. part iii.—Ross- 
WINKLER, A., Ueber kiinstliche Fiisse. Wien, 
1436. fol.—FRoriEp’s Chirurgische Kupfertafeln, 
pl..ceecli. 


ARTIFICIAL LEGS. S47 


pended, and so fastened that the amputated surface is not subject to any 
pressure. The leg is connected by a joint to the foot-piece, and this 
in like manner to the toe-piece. At the upper part of the leg, on both 
sides, are two wings fixed with hinges, which are applied on both sides of 
the thigh, and drawn to witha strap. The whole leg is made of lime- 
wood, properly hollowed, having been previously sawn through for that 
purpose, afterwards glued up, surrounded with a bandage dipped in glue, 
and afterwards lacquered. 

2560. STARK’s thigh consists of a thigh-piece, made of copper or tin, 
for the reception of the stump; of a knee-piece and leg, composed of 
soft but tough wood, and connected by a hinge; and lastly, of a foot- and 
toe-pieces. The fastening of this artificial limb is by means of an iron rod 
passing up from the thigh-piece to the hip-bone, by which it is attached 
with a strap around the pelvis. Over both shoulders strong straps, like 
breeches braces descend, and are fastened behind and before to knobs with 
elastic springs. ‘The weight of the whole body rests on the padded edge 
of the thigh-piece, so that the end of the stump lies in the cavity of the 
thigh-piece, softly, upon an elastic leather pad. 

2561. When, after amputation of the leg, the stump becomes perma- 
nently bent, or where it has been so bent by anchylosis of the knee-joint, 
then, only, a wuoden leg can be used. This consists of a lower portion 
turned cylindrically, upon which an upper piece hollowed in an oval or 
semicircular shape rests, from which two splints an inch and a half wide 
rise up on the thigh, the outer to the hip-joint, and the inner to the middle 
of the thigh. These splints are fastened by straps to the thigh, and from 
the upper end of the outer another strap passes round the pelvis. I have 
in many instances extended the long splint only to the middle of the 
thigh, making it, however, so elastic, that by means of straps it may be 
brought quite close to the thigh, by which the leg is rendered much 
lighter and more convenient (a). 

Rwut (6) has made a wooden leg, in which with motion at the knee-joint, the stump 
is fastened in the same way as with artificial legs, and the maimed person is capable of 
moving the knee-joint. 

2562. For the thigh, that wooden leg is best in which Srarx’s socket 
for the stump of the thigh is fixed upon the cylindrical lower piece, and 
its firm application is in this way as in an artificial leg effected. 

2563. ‘The wooden leg has always the advantage of simplicity, less price, 
firmer application, and greater lightness. In the leg, the backward bent 
stump, if not too long, rests easily, hidden with a rather wide stocking, 
For poor persons, especially of the labouring class, a wooden leg always 
answers best. I have often seen rich persons, after trying various kinds of 
artificial legs, given them up for a mere wooden leg. 

2564. After amputation between the astragalus and os calcis and navi- 
cular and cuneiform bones, the supply of the mutilation is readiest ; as in 
most artificial feet, two foot pieces, properly hollowed and padded behind, 
so that the scar of the stump cannot be pressed, are made use of. The 
whole is put into a boot or leathern stocking, which is drawn together and 
fixed to the knee (¢c). When in this case the calf has considerably shrunk 
above, it is necessary that the footpiece should be so fastened to the heel, 
that in walking the heel should be a little pulled down. 


(a2) BriinntnaHausEn’s Wooden Leg, above (b) Above cited, part v. p. 108, fig. i.-iv. 
cited, pl. iii. (e) GraeEre, above cited, p. 155. 
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B.—OF ARTIFICIAL HANDS. 


2565. In Purny (a) is found an example of the replacement of a 
lost hand by an iron one. The artificial hand of Girz von BERLICH- 
INGEN is well known, and its mechanism has been described and en- 
eraved by von Mecuexn (0). Pary (ec) has given plates of artificial 
hands made of iron and boiled leather. Wurtson (d) also manufactured 
them from leather. Baxuir (e) of Berlin devised a contrivance more 
simple than von BERLICHINGEN’S, by means of which without the assist- 
ance of the other hand, flexion and extension could be performed at will, 
so that objects could be held firmly, and even a pen taken up and written 
with. Bending the fingers is effected with elastic springs, and straighten- 
ing with cat gut, by bending and straightening the arm. For the appli- 
cation of such artificial hands, it is always necessary that there should be 
a sufficient stump of the fore-arm. 


C.—OF ARTIFICIAL UPPER-ARMS. 


2566. When sufficient stump is left after amputation, GrAEFE ( f) 
thinks that it may perhaps be supplied, as well as in lost fore-arm, by an 
artificial hand, which must also have an artificial elbow-joint. ‘T’he upper- 
arm must be surrounded with a sheath, from whence spiral springs pass to 
the fore-arm to effect the bending of the elbow-joint. Catguts fixed upon 
the opposite side, pass from the upper and hinder edge of the fore-arm to 
the armpit pieces of the chest-strap. If the arm, by bending the stump, 
be brought towards the chest, the fingers also by means of the springs, 
remain so. If the stump be carried away from the chest by means of the 
stretching of the catguts, the elbow-joint, and also the fingers, are 
straightened. 


D.—OF ARTIFICIAL NOSES AND EARS. 


9567. If the organic reparation of the nose be impossible, or be not 
effected, there remains only its replacement by one made of silver plate, 
of lime wood, papier maché, and the like, to hide the deformity. It is 
evident that such nose should be made to correspond as well as possible to 
the form of the face, and should be coloured externally to match. The 
fixing of this kind of nose, if only a small part of the original one be lost, 
is effected by smearing sticking plaster on its inner surface, or by springs 
in the nostrils, or by little bandages drawn through the nostrils into the 
mouth, and attached to the teeth, or what is best by a spring passing from 
the root of the nose over the temples to the back of the head. If the 
mutilated person wear spectacles with his artificial nose, the deception is 
very complete (9). 

9568. Artificial ears are best made of silver, and fastened by a tube 
passing into the ear-passage, and a spring passing round the head. 

(a) Historia Naturalis, lib. vii. cap. xxix. 


(b) Die eiserne Hand des tapfern Ritters Girz fig. i. ii—Ger1ssLeR, Beschreibung und Abbildung 
von BERLICHINGEN, u. s. w., beschreiben und kinstlicher Hinde und Arme, nebst einer Vorrede 


abgebildet von Cu. v. MecHELN. Berlin, 1814. von Jozrra. Leipzig, 1817. 
(c) Guvres, pp. 902, 903. (f) Above cited, p. 164. 
(d) Bet, Bens., above cited, vol. vi. p. 513. (g) Kurrn; in Heidelberg. klinisch Annalen, 


(e) GraeFE, above cited, p. 156-164, pl. vi. vol. ii. p. 103. 
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E.—OF THE SUPPLY OF LOST PORTIONS OF THE HARD PALATE. 


5269. Openings in the hard palate are either vices of the first forma- 
tion, as in wolf’s jaw, or they are consequence of destroying ulcerations, 
specially those from syphilis. A piece of sponge, corresponding to the 
opening in the palate, attached to asilver plate, fills up the space, and thus 
the loss of speech and difficulty of eating and drinking are got rid of. 
Such instruments are called obturators; and it must be remarked, that 
there should not be too great hurry in having recourse to them, as both 
congenital clefts of the hard palate, as well as those produced by ulcera- 
tion frequently contract and close of themselves, which process is pre- 
vented by the introduction of a foreign body. The obturator must be 
occasionally removed, cleansed, and replaced with another. 


F.—OF REPLACEMENT OF THE TEETH. 


2570. It has been already remarked (par. 896) that a tooth which has 
been drawn, if it be at once replaced in its socket, and the jaw kept quiet, 
most commonly becomes fixed, hence in former time arose the objectionable 
and inhuman practice of transplanting teeth. 

2571. For the supply of lost teeth, others taken from the dead body, 
and properly cleaned, are used; these are inserted into the gaps of the 
teeth which have been drawn, and are fixed with silken or golden thread, to 
the neighbouring teeth. Or artificial teeth are manufactured from hippo- 
potamus’ teeth, from ivory or bone, and from enamel. If the tooth- 
socket be already closed, or very much narrowed, the crown only of an 
artificial tooth can be fixed upon the gum, and fastened to the neighbouring 
teeth. When the crown of a tooth is bad, but its root still remains firm, 
the crown must be filed off and another attached on the remaining root by 
means of a stem; or an artificial tooth may be fastened with springs to 
the neighbouring teeth. 


WO. ii. at 
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SEVENTH DIVISION. 


SUPERFLUITY OF ORGANIC PARTS. 


2572. To this division belong few subjects, to wit, /irst, supernumerary 
fingers and toes; secondly, supernumerary teeth; and, thirdly, doubled 
teeth. 


I.--OF SUPERNUMERARY FINGERS AND TOES. 


2573. Supernumerary Fingers occur under two different forms. The 
supernumerary finger is either articulated with the metacarpal bone of the 
thumb, of the fore, or of the little finger ; it resembles the other fingers in 
form, but is not provided with proper motive organs ; and by its growth 
interferes with the motions of the neighbouring fingers. Or, it is not 
merely a supernumerary finger, but there is also a supernumerary meta- 
carpal bone, and the finger has its perfect organization and mobility. The 
same applies to supernumerary toes. 

2574. In the first case the removal of the supernumerary finger by dis- 
jointing it from its connexion with the metacarpal bone is indicated. In 
the second, disjointing the finger is of no use as regards the deformity ; the 
metacarpal bone must also be removed. Such finger may be useful by 
its free motion and perfect organization. 


IL—OF SUPERNUMERARY TEETH. 


2575. Two conditions are observed with respect to these. Either a milk- 
tooth remains firm, and that which should have its place grows in some 
other direction, and penetrates through either the outer or inner surface of 
the alveolar process; or, in consequence of disproportion between the 
extension of the alveolar process and the breadth of the teeth, single teeth 
project, either obliquely or thrust through the fore or hind surface of the 
alveolar process. In the former case the unnatural direction of the second 
tooth does not seem to depend always upon the obstruction of the milk- 
tooth, as it is often observed when the milk-teeth loosen. 

2576. Teeth standing irregularly, cause, in their further growth, con- 
siderable deformity, thrust out the lips, or irritate the tongue, and produce 
ulceration. It is usually advised to draw those milk-teeth which prevent 
the proper development of the second teeth and to bring the latter into their 
place by pressure. But that this should succeed, the partition which 
separates the milk-tooth from the other must not be very thick, the unna- 
tural direction not very great, and the breadth of the second tooth not 
excessive in proportion to that of the first. If this be the case, and the first 


tooth be quite firm, it is better to pull out the wrong standing tooth, and 
to retain the milk-tooth. 
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2577. When the teeth stand obliquely from want of space in the alve- 
olar process, it is necessary to draw the oblique teeth, in which case, if this 
be done early, the other teeth usually take a proper direction, and fill up 
the socket of the tooth that has been drawn. 7 


IIIl.—OF DOUBLE NOSE. 


2578. Cases are mentioned as examples of double nose, in which tumours 
developed from the root of the nose, have the form of a second nose; or 
where the nose has been cleft in the middle. The former is either con- 
genital or arising afterwards. Stout persons who live very well and drink 
much spirits are not very unfrequently subject to such swelling and dege- 
neration of the nose, which often acquires so great a size that the enlarged 
nose overhangs the mouth and covers it (1), The single remedy here con- 
sists in the removal of the swelling by tying, or by the knife, which is best, 
The cut must be made according to the condition of the swelling. The 
bleeding may be very considerable, and the actual cautery may be neces- 
sary to stanch it. In cleft nose, the parts should be attempted to be 
brought together with sutures and sticking plaster, after previously paring 
the edges. 


[(1) Hey (a) has given an account of a case of this kind, in which “ the tumour ex- 
tended to the lower part of the under lip; and compressed the patient's mouth and 
nostrils so much when he laid down to sleep, that he was obliged to keep a tin tube 
within one of his nostrils that he might be enabled to breathe. He also generally wore 
this tube in the day time, as the pressure which his mouth and nostrils suffered at all 
times from the bulk of his nose, rendered breathing without this instrument somewhat 
troublesome. * * * The disease appeared to Hxy, to be nothing more than an enlarge- 
ment of the common integuments of the nose. For though the latter were buried in 
the large mass of morbid integuments, yet when the tumour was supported he could 
distinctly trace with his finger the border of the cartilages.” 

DaLryMPLE (b) observes :—“ This disease cannot be called simple hypertrophy, since 
this tissue has lost its natural pliancy and natural colour; but rather approaches to a 
state of elephantiasis, in which the cellularity is partially destroyed, and a fibro-cellular 
structure substituted. The mass presents externally a nodulated surface of a purple, or 
deep-red colour, traversed by numerous minute and tortuous vessels. The larger sepa- 
rated portions are frequently divided from each other by deep fissures, occupying in 
many cases the convexities of the ale and extremity of the nose. Where the disease 
has been of long standing, the altered state of skin advances as high as the junction of 
the frontal with the nasal integuments, seldom encroaching much on the palpebral fur- 
rows laterally, but accompanied in the’ majority of instances by a wattled state of the 
skin of the cheek, corresponding in colour and general appearance with the tumour of 
the nose. The sebacious follicles are greatly enlarged, and their secretion is not only 
increased in quantity, but unless extreme cleanliness is attended to, it is offeusive in 
smell and excoriates the surrounding skin.” (p. 396.)] 

Upon this subject may be further consulted— 

BarrHouin, THomas, Historia Anatom., cent. i. hist. xxv. 

Bore, Historia et Observationes Medico-Physice, cent. iii. obs. lxiil. 

Bipau.t pr Vinirers; in Journal Complémentaire du Dictionnaire des Sciences 
Médicales, cah. xxxili. p. 183. 

Kirn, Ausrottung einer ungewodhnlich grossen Nase; in Harvess rheinischen 
Jahrbiichern der Medicin und Chirurgie, vol. v. part i. 


(a) Practical Observations on Surgery, illustrated (b) On the Removal of Morbid Enlargement 
by Cases, p. 335. London, 1810. 8vo. Second of the Integuments of the Nose; in Medical 
Edition. Quarterly Review, vol.i. p. 395. 1834. 


EIGHTH DIVISION. 


I.—OF THE ELEMENTARY PROCEEDINGS OF SURGICAL 
OPERATIONS. 


2579. There is scarcely a Surgical Operation which can be fully per- 
fected on a diseased body by one single, simple act. All rather con- 
sist of several manceuvres following, according to determined rules, and 
distinguished by the name of Steps of the Operation ( Operationsacte, 
Germ.) One of these is the special object of the operation, and the 
others must necessarily precede or follow, to effect this object, and bring 
about the restoration of the patient. The object of the operation is 
always the same, but the manner and way of attaining it may be very dif- 
ferent, and this difference may consist either in the difference of the several 
steps of the operation, or of the entire way by which the attainment of 
the object of the proposed operation may be effected. Hence arises the 
distinction between Operative proceedings and Methods of Operating. 

2580. The Method of Operating is the compass of the regulated modes 
of proceediug, by which the object of an operation in any peculiar way is 
attained. In the various methods of operating, therefore, not merely are 
different parts cut through and in very different directions, but the prac- 
tice of the methods of operating is so peculiar, that the one method does 
not exclude the other. 

2581. Upon the choice of the method of operating depends for the most 
part the successful or unsuccessful result of the operation, just as upon 
the choice of the operative proceedings rests the facility of its execution. 
The choice of the mode of proceeding is therefore of little consequence, 
and depends commonly upon the operator himself. Hence also, the va- 
riety of opinions as to the preference of the mode of proceeding in general 
is greater than upon that of the method. 

2582. In deciding upon the preference of the various methods of opera- 
tion the following circumstances must be attended to. First. The least 
important organs must be injured, consequently the loss or destruction of 
organic parts caused by the operation, the pain, and the traumatic reac- 
tion depending thereon is least. Second. The better method must always 
be most fitting for the greater number of cases. Third. This must con- 
sist in the manoeuvres, which do not make the operator dependent on 
accidental circumstances, bul which rest completely on the will of the 
operator. Hereon and upon the nature of the parts to be wounded, are 
founded safety and facility in the execution of the method of operating. 
Fourth. The quickest cure which can be effected by the operation. 

2583. Many operations are subject to certain and general rules, and 
but few cases require any variation in the way of their execution; to these 
belong, for instance, all amputations, the operation for the stone, laying 
bare arteries, and so on. Such operations may therefore be perfectly 
Jearnt by due practice upon the dead body. ‘There are, however, on the 
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contrary, other operations, and their number is the more considerable, 
which cannot be subjected to such definite rules, and of which the con- 
duct must necessarily rest on the special difference of the case, and of the 
existing circumstances. ‘These operations are the most difficult and re- 
quire the closest knowledge of pathology, in order to be at the moment 
in a condition properly to comprehend and decide on the circumstances 
which present. Here belong, for instance, the operation for strangulated 
rupture, disjointing, cutting off the ends of bones, removal of tumours 
which are of considerable size, and seated in the neighbourhood of parts 
that dare not be.wounded without the greatest danger to the patient. The 
difficulty of the operation in other respects depends on many particular 
circumstances, and isnot always connected with one and the same act of 
the operation. 

2584. Operations are specially called for, when the cure of the case 
cannot be effected by any other mode of treatment. But as whatever 
acts upon the material side of the constitution also affects the dynamic 
side and influences the reaction, and as the disease, which is hoped to be 
removed by the operation, is in many cases, merely the result of general 
persistent causes, hence must be borne in mind the various circumstances 
in reference to the successful result of the operation, which depend on 
the method of operation, the circumstances affecting the operation which 
relate to the condition of the patient, to the external circumstances under 
which the operation has been determined, and to the possibility of good 
previous and after treatment: 

2585. That the operation should have the probability of a successful 
result, the following circumstances must be attended to: 

First. The disease to be removed by the operation, must not be so 
connected with any general ailment, that may act on it as a cause to keep 
it up continually. In such case the operation would remove merely the 
product of the general disease, not the producing and sustaining cause. 
But not unfrequently a general disease terminates in a local disease, and 
the operation then has the happiest result, because it gets rid of the res7- 
duum morbi. In these cases a careful discrimination is necessary in order 
to determine which of the general symptoms are to be ascribed to the re- 
action of the local disease, or to a persistent general cause. 

Second. The patient’s weakness must not be great, nor the sensibility 
so excessive that the effect upon life resulting from the operation should 
bring it into very great danger. 

Third. The local disease, to be removed by operation, must not by its 
long continuance or other circumstances, be so related to the constitution, 
that it have acquired the rank of a secreting organ, or have removed any 
previously existing disease, or have checked it in its earlier development. 

Although the above circumstances generally contraindicate an opera- 
tion, there may be still some cases where in spite of the decided prospect 
that no cure can be effected by operation, yet it may be employed as a 
palliative, if it be possible thereby to mitigate the sufferings of the pa- 
tient, and lengthen his existence. 

2586. In regard to the patient’s condition it must be observed, that 
operations on persons who can bear pain quietly and patiently, are less 
dangerous than in those who are much excited by the least pain. Those 
patients who have suffered severely for a long while, have become accus- 
tomed to pain and are enfeebled, generally bear operations best, which 
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depends partly on the moral influence of their earnest desire for the opera- 
tion, and partly on the less degree of traumatic reaction. Persons of san- 
guineous temperament who seem to superabound with health, are unfa- 
vourable subjects for important operations. In like manner also, very 
stout persons of tall and strong make. Among nervous subjects a dis- 
tinction must be made between those who are very sensitive and excitable, 
and those who on the slightest cause drop into moral despondency aud 
nervous stupidity. The former are much affected by the pain of an 
operation, but on account of their easy excitability, they quickly again 
perk up, and are influenced by encouragement and comforting hopes, so 
that their spirit is again aroused; but such is not the case with the latter, 
who with dull despondency and nervous stupidity allow every thing to 
affect them, and without a murmur give themselves up. Young persons 
bear operations better than old ones; but even much advanced age does 
not contraindicate them; operations oftentimes do so much the better on 
account of the less degree of traumatic reaction. In gouty subjects ope- 
rations are always dangerous ; preparatory treatment, especially purging, 
is necessary in such cases. It must be noted especially in scrofulous 
subjects, whether there be not any particular organ as the lungs for ex- 
ample affected with that disease. Not unfrequently after the removal of 
a diseased part, scrofula breaks forth in the internal organs (a). 

2587. From the circumstances already referred to, it may be for the 
most part ascertained under what circumstances it is necessary to prepare 
a patient specially for an operation, as according to his different condition 
such remedies must be previously employed, as either counteract the ge- 
neral disease, raise the patient’s powers, or lower the increased sensibility, 
or by artificial evacuations, by issues and the like, render the result of 
the operation more safe. Very robust, full-blooded persons should for 
some time previously be put on spare diet ; and bloodletting had recourse 
to if the general condition should seem to require it. 

2588. The practitioner must determine, according to the patient’s cha- 
racter, whether he may venture to make him acquainted with the more 
immediate circumstances of the operation, or conceal them from him. 
With sensitive persons he must go very cautiously to work; a kind and 
sympathizing carriage and encouragement, are often exceedingly advan- 
tageous. Great sensibility must be somewhat repressed by opiates, and in 
such persons small doses of opium before and early after the operation are 
required. 

[As a general rule, the administration of opium or any other sedative, either before 
or after an operation should be carefully avoided, as it is difficult and often impossible 
to distinguish between the effects of the medicine and the symptoms springing out of con- 
stitutional excitement. Persons who have been long in the habit of taking opium to 
alleviate their pain, should not be deprived of it either before or after the operation, but 
great care should be taken to watch the period when it can be diminished, or completely 
withdrawn without disadvantage to the patient; and beyond all doubt this may fre- 
quently be done greatly to his benefit much more speedily than is in general believed. 
Many persons who have for a length of time suffered the excruciating tortures of 
ulceration of the cartilages of a joint, and not known an hour’s rest for weeks, will enjoy 
quiet tranquil sleep the first night after the removal of the limb, without any other opiate 
than relief from the horrible pain that they had previously suffered, and will need no 
sedative during the whole course of their cure. The same also happens frequently with 


hectic cases after compound fracture. I have witnessed this state of things so frequently, 
that even if opiates have been previously taken, I endeavour to do without them; and 


(a) Warprop, Lectures on Surgery; in Lancet. 1832-33; vol. ii. p. 51% 
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if towards night the patient drop off to sleep, none is given; but if he be restless and 
uneasy, opium must be given, and in such dose as shall ensure sleep, and if one be 
insufficient, a second should be given a few hours after, which is usually effective, Also 
if, on the evening after the operation, the patient should be restless or even only wakeful, 
although he have not been aceustomed to opium, it should not be spared, as it is of the 
utmost importance to his well-doing that he should get sleep for the first few nights 
after the infliction of so severe an injury as an amputation. As to the sedative to be 
employed, opium is, I am sure, the most effective ; in ordinary cases, its tincture, from 
thirty to forty drops at a dose, as may be, is sufficient; but sometimes, especially to free 
livers and sottish persons, it will be advantageous to give it in form of muriate of mor- 
phia, a third or half a grain at a dose, and such persons not unfrequently require it 
twice or three times a day during the whole course of their cure. Care, however, must 
be taken that the bowels should not be blocked up and loaded, as not unfrequently 
happens, and is best corrected by a dose of three or four grains of calomel, which in 
general answers sufficiently, without disturbing the alimentary canal, and exciting 
diarrhea, as other purgative remedies too frequently do, 

Another very important point in the treatment of operations, is the use of porter, wine, 
or spirituous liquors ; even where the patient has been prudent and temperate, it is occa- 
sionally necessary that one or other of these should be given soon after an operation. But 
for persons who have been accustomed to take large quantities of porter or spirits, or both, 
and who, in consequence of severe accidents, are subjected to the amputation of a limb, 
or who have severe lacerations, which, however, do not require operation, it is absolutely 
necessary for their safety that the stimulant should not only be not entirely withdrawn, 
but even somewhat very near the quantity they have been accustomed to, must be allowed, 
or they either sink at once, are attacked with erysipelas. or are violently affected with 
delirium tremens, in which condition they speedily die. The quantity taken may often 
seem enormous under the circumstances; three or four glasses of gin or brandy, and as 
much or more wine, and sometimes porter besides, in the course of the twenty-four 
hours, is by no means an unfrequent allowance ; and I have just the recollection of one 
of the younger Crinr’s patients, a porter at the Royal Exchange, who required a pint 
of brandy daily after having suffered amputation of his leg for an accident. This man 
was saved by this treatment, and lived many years after, doubtless following the same 
free course of living which had required treatment, at that period thought exceedingly 
bold and almost marvellous in its result, although at present every day’s practice and 
no wonder at all.—J. F. 8.] 


2589. In regard to the time of year when an operation should be under- 
taken, there is no longer any restriction, as was formerly the case with 
many operations. If spring have any preference over other seasons, it 
depends only on the steadiness of the weather. In other respects, if the cir- 
cumstances of the case allow the operation to be deferred, in those opera- 
tions, which, on account of their precision require bright light for their 
performance, and in persons who are subject to rheumatic and gouty 
affections, and are very sensible to changes of temperature, a bright day, 
and a season when steady weather may be expected, should be preferred. 
The time of very oppressive heat should be, if possible, avoided. 

2590. In order to lessen the pain in operations, besides moderate doses 
of opium previous to the operation, it has also been advised to warm the 
instruments (a2). Warprop (6) has even proposed bleeding the patient 
to faintness previous to any important operation, and during the swoon to 
perform the operation ? ! 


[It is scarcely possible to imagine any one could have made so precious a proposition 
as that last referred to, unless the operator’s object were to finish his patient. Another 
more recent foolery, with the same intent, is mesmerism, which, however, does not 
endanger the patient as Warpropr’s proposal most certainly would.—-J. F. 8.] 


2591. Among the most serious occurrences during an operation, besides 
severe bleeding, the following must be noticed :— 


(a) Faust und HErvovp, Ueber die Anwendung und den Nutzen des Oels und der Warme bei 
chirurgischen Operationen. Leipzig, 1806. (b) Lancet, just quoted, p, 597. 


856 ELEMENTARY PROCEEDINGS OF SURGICAL OPERATIONS. 


First. Faintings and convulsions, which depend either on loss of blood, 
on want of blood in the brain from irregularity of the circulation, or from 
reflected activity of the spinal marrow, consequent on the severity of the 
pain. In all these cases the operation must be suspended, the patient 
placed in the horizontal posture, and roused by sprinkling the face with 
cold water, by scents, especially liquor of caustic ammonia, or naphtha, and 
according to circumstances, reviving remedies, as HorrMAn’s spirit of 
zether, wine, brandy, and the like, or some laudanum should be given. 

Yecond. Sudden death, which may indeed be the result of very severe 
pain, or of loss of blood, and especially of the entrance of air into the veins. 
This last accident is more frequent, and more especially occurs when large 
veins, particularly those of the neck and armpit, are much pulled and 
dragged before being completely cut through. There is then heard at the 
moment the vein is cut through, a whizzing as on opening the air-tube, 
(gluck-gluck gerduseh,) and immediately after, shivering, swooning, con- 
vulsions and death. The cause of the sudden death is the entrance of the 
air into the right side of the heart, by which its movements are suddenly 
stopped. ‘lhe wounded vein must be directly pressed with the finger, and 
according to AmussAT, the chest and belly quickly and forcibly compressed 
during expiration, and at every interval of such compression, the finger 
applied to the opening of the vein, and then the vein tied or twisted. 
Others have recommended bloodletting by opening the temporal artery, 
sprinkling with cold water, applications of ammonia and camphor to the 
nostrils, and pressure on the abdominal aorta and both axillary arteries, 
as well as drawing out the air which has entered the vein through a pipe 
with the mouth, or by means of a syringe and flexible catheter (Ma- 
GENDIE.) In but few instances has the patient been recovered. It must 
not, however, be forgotten that many cases which have been ascribed to 
the entrance of air into the veins, are very problematical, and that death 
must be attributed to other causes. 


Bicuat ascribed death from the entrance of air into the veins, to its effect upon the 
brain; NisTeN and MaGeEnpiE to the extension of the heart; and PrEDAGNEL (a) to 
emphysema of the lungs. 

AmussaT (6) attempted to restore several animals destroyed by the entrance of air 
into the veins, as already described. J. WaRREN (c) relates two cases, in the first of 
which, the patient was restored by bleeding from the temporal artery. Mussry (d) 
brought the patient to himself by the application of ammonia and camphor to the 
nostrils. MERCIER (e), who attributes death from admission of air into a vein to the 
same cause which produces syncope, namely, the deficient supply of blood to the brain, 
recommends, that the small quantity of blood which—in spite of the obstacle offered by 
the admitted air to the transmission of the blood from the right to the left side of the 
heart and thence to the body—is, nevertheless, transmitted into the arterial system, 
should be directed towards the brain, and this by compression of the abdominal aorta, 
and of the two axillary arteries. 

[Branspy Cooper (f’) relates a case in which this alarming syncope occurred, after an 
amputation at the shoulder-joint, and whilst he was removing a small gland. Whilst re- 
covering, the patient “uttered a continual whining cry, and maintained a constant 
motion of alternate flexion and extension of the right leg, whilst the left remained per- 
fectly quiet.” This movement continued for about nine days and then ceased. 


(a) MacenptE, Journal de Physiologie, vol. ix. telle de l’Air dans les Veines. Paris, 1839.—Cor- 
p:- 60. 1829. MACK, F. C., Dissertation on the presence of Air 

(b) Mem. de l’Acad. Roy. de Médecine, vol. v. in the Organs of Circulation. Edinburgh, 1837 — 

6 Oe. von WarTMANN, Sicheres Heilverfahren bei dem 

(c) American Journal of Medical Science. schnell gefihrliches Lufteintritt in die Venen und 

(d) Scamipt’s Jahrbiicher. No.9; p. 382. 1839. dessen gerichtsarztliche Wichtigkeit. Wien, 1843, 

(e) Revue Médicale, vol. iii, p. 294. 1837.— (f) Med.-Chir. Transactions, vol. xxvii. p. 41. 
AmussatT, Recherches sur l'Introduction acciden- 1844. 
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2592. All kinds of operations, according to their nature, must be referred 
to the following principal acts, which, at the same time, must be considered 
as the elements of every operation, and of which every single act consists :—— 
They are, first, Division ; second, Apposition ; third, Dilatation. 


A.—OF THE DIVISION OF ORGANIZED PARTS. 


2593. The division of the connexion of organized parts, is that one of 
the elementary acts of an operation most frequently brought into use, and 
in most operations constitutes their principal circumstance. 

2594. The division of organic parts may be effected by mechanical or 
chemical means ; though the latter is less employed in reference to division 
than to other objects, on which account division by mechanical means will 
now alone be considered. 

2595. The parts of our body may be divided— 

First, By a cut or incision. Third, By tearing asunder. 

Second, By a stab or penetration. | Mourth, By tying or ligature. 

2596. All instruments employed for the division of soft parts by cut- 
ting must be placed in two classes; to the former belong those which 
have a single cutting edge, knives, bistowries, and scalpels ; to the latter, 
those consisting of two cutting edges, connected crosswise in their middle, 
and terminating in handles; such are sctssors. 

2597. Knives are distinguished from each other, to wit, by the fixing 
of the blade to its handle, and by the form of the blade itself. 

2598. The blade is either attached firmly to the handle, as a scalpel, or 
it drops into the scales of the handle and can be opened, as a bistoury. 
In bistouries the connexion of the blade is either such, that when opened, 
the blade is not fixed steady, but only cannot fall back, or the open blade 
may be fixed firmly. The mechanism for this purpose consists either of a 
metallic ring, which can be pushed up on the laid-back end of the blade, 
or in a particular form of connecting stem and catch, through which it 
passes, so that when the bistoury is opened, the blade is thrust up, 
(Prrcy’s bistoury,) or in a spring, like the common clasp-knife. The 
latter kind of bistoury is the most convenient. 

2599. The utility of the bistoury depends specially on the form of its 
blade; the length and breadth are of less importance. The following are 
their distinction according to form :—a. The straight bistoury, of -which 
the“edge runs straight to the tip, which is formed by its narrowing from 
the back. (. The pyramidal bistoury, in which the edge and back narrow 
to the point. y. The convex bistoury, of which the blade is convex. 6. The 
pyramidal bistoury, with a double-edged point. «. The bistoury curved, 
and having a button at its tip (Port’s bistoury.) The choice of these dif- 
ferent bistouries depends upon the special use to which they are applied. 

2600. In general the straight-edged bistoury is most convenient in all 
cases, and with it alone can a regular cut be made. 

A regular cut must have the same depth from its beginning to its end ; 
it must not have any bridges, the angles must not be cut more shallow than 
the middle and the edges must not be jagged. 

This cut is to be made in the following manner :—The ulnar edge of 
the left hand must be placed on the part where the cut is to be made, 
pressed firmly on it, and the skin tightened from above or below, and with 
the thumb and forefinger stretched on either side. ‘The bistoury held 
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in the right hand with the thumb, middle, and ring-finger, and the fore- 
finger laid on its back, or held as a pen, has its point thrust directly 
down to the depth the cut is to be made, then the handle is sunk, and 
the whole edge is drawn with equal pressure over the parts to be cut 
through. When the cut has been made, the bistoury is again raised per- 
pendicular, and cuts through every thing which still remains undivided in 
the angle. This is the most common kind of cut. 

2601. In many cases, where the skin is easily displaced, or an important 
part beneath may be injured, a fold of skin may be cautiously made, the 
one end of which is given to an assistant, the other held by the operator, 
and the knife drawn across its middle. Sometimes the cut is made from 
within outwards; the bistoury is then thrust in to a certain depth, and its 
edge, drawn out to or from the operator, enlarges the opening. This kind 
of cut has no necessary cause for its employment. It is most commonly 
made when the bistoury is introduced on a director. If the latter instru- 
ment be passed beneath the skin, or into a canal, it must be held with the 
left hand and in such direction that its end presses towards the skin, which 
an assistant tightens on either side, whilst the straight bistoury is run along 
the groove of the director, at an acute angle with it, up to its end, when 
the bistoury is raised upright to divide every thing up to its tip. 

2602. The convex bistoury is specially employed for making semicircular 
cuts, and for the removal of tumours, where a larger extent of blade can 
be made use of than with the straight-edged bistoury. The button-ended 
bistoury is only used when parts are cut at a depth; the bistoury may then 
be introduced on the finger of the left hand alone, or on a director to pre- 
vent the point doing mischief. 

2603. The mode of holding the knife has an important influence on its 
use; in this respect, four postures, or positions of the knife may be distin- 
guished. First. The knife is held like a pen, the handle being taken hold 
of with the thumb and middle finger near the blade, and the forefinger 
laid on its back. Herewith the knife can be used with ease, and employed 
in every direction ; it is specially suitable where small cuts are to be made 
with great care. Second. The knife is held with the thumb on one, and 
the middle and ring finger on the other side of its handle, and the fore- 
finger laid on the back of the blade, as in holding a violin-bow. Third. 
The handle is placed upon the inside of the ball of the thumb, with the 
thumb on one side, and the middle, ring- and little finger on the other, 
whilst the forefinger is extended upon the back of the blade. Fourth. 
The knife is grasped with the whole hand, the thumb on one and the 
fingers on the other side of the handle ; this is only applicable to large 
or amputating knives. 

2604. Scissors effect the the division of parts, like the bistoury, by 
drawing and pressure ; but the pressure is greater, and therefore the scissor 
edge is not generally so fine as that of the knife; neither are the edges 
set directly opposite, but lie beside each other, so that ordinarily, a cut with 
scissors, is not so clean as that with a bistoury; the parts must also be 
pressed and squeezed before they are divided. On this account the use of 
scissors is by many entirely rejected. The objections, however, to the use 
of scissors may be done away with by the proper fineness of their edge, 
and by the greater power with which they can be employed. 


It has been hitherto supposed that the due degree of fineness, like that of a bistoury, 
cannot be given to scissors without impairing their strength. I, however, possess 
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scissors made by our clever instrument-maker, Gorck, which have the perfect edge of 
a bistoury, and with proper strength. 

2605. Scissors are specially employed to a certain extent for cutting off 
disorganized parts, for instance, in torn or bruised wounds, to remove the 
loose flesh in misshapen flaps ; in gangrene, to take away the half-separated 
sloughs and the like; in very luxuriant fungous growths of flesh; but 
especially for cutting off very soft or yielding parts which have no sup- 
porting point, as in cutting the frenum lingue, cutting off excrescences 
from the mouth, refreshing the edges of harelip, for cutting out a portion 
of the thickened vaginal tissue in operating on hydrocele by incision, and 
the like. 

2606. Scissors are distinguished according to their form. a. Straight 
Scissors, of which the blades are made pyramidal and run to a point; the 
point of one blade being pretty sharp, and that of the other somewhat 
rounded. 3. Scissors curved towards the surface of their blades, (CoorEr’s 
scissors,) or the blades curved at an angle. These are used for removing 
growths with necks, luxuriant granulations and the like, or when they 
have to act inacavity. y. Scissors curved towards their edge in an arch 
or at an angle. The use of the latter (Aneed scissors, or RICHTER’S scis- 
sors) have the advantage of being used with more power, and their blades 
are not so very much drawn back, in cutting (a). 

Besides these, there are also scissors which have a double curve, that is, towards their 


blades and their edges, (Davret’s Scissors,) which are used for enlarging the cut in the 
cornea in the extraction of cataract. Levrer and Percy’s scissors for shortening the 


uvula have been already mentioned. (par. 133.) 

2607. In using scissors, the thumb and ring-finger are to be passed 
into the rings of their handles, and that handle held with the fore and 
middle finger, in the ring of which is the ring-finger. In this way more 
power is gained than if the middle instead of the ring-finger be put in one 
ring. The blades of the scissors having been opened, and passed several 
times between the fingers of the left hand, the parts to be divided are 
made tense, and then whilst the blades are brought together, the escape 
of the part from them must be prevented. 

2608. As regards the division of soft parts by stabbing, it must be ob- 
served, that all the instruments employed for that purpose, are formed to 
penetrate the parts in a peculiar way ; consequently the wounds made by 
them are to be considered and treated as clean cuts. The object of a stab 
is the discharge of an unnatural collection of diseasedly produced or natural 
fluids. The instruments for this purpose are the ¢rocar and the lancet. 

The trocar consists of a steel stem with a wooden or horn handle, and 
which runs to a point with three cutting edges, and of a silver canula 
which ensheaths the stem, behind the part where the three-cutting edge 
begins, and so ranging with it that there is not the least elevation. ‘Two- 
edged trocars are inconvenient. The lancet consists of a narrow blade, 
with a cutting edge on either side to its tip and so connected with the two 
scales of its handle that it can be moved backwards or forwards. 

2609. Tearing presupposes with the division of connexion, also a tearing 
and bruising of the part ; such wounds there do not heal like a clean cut 
or stab. This proceeding has only the advantage of the consequent bleed- 
ing being less than in dividing with a cut. Hence, it is specially used for 
polyps. 


(a) Percy, Mémoire sur les Ciseaux t incision. Paris, 1784. 
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2610. The division of parts by tying or the ligature is a slow cutting in 
by its firm tying, in which the divided parts heal, proportionally as the 
ligature cuts deeper in. This method is always tedious, painful, and 
should be only employed where the neighbourhood of important parts 
render the use of the knife dangerous, for instance, in fistulous passages 
and tumours of various kinds. 

3611. The division of a hone requires, on account of its hardness and 
firmness peculiar instruments. Such are performed. a. After the manner 
of a cut with the saw; with the circular saw, the trepan ; with the chissel 
and hammer; with the bone-knife, and with the nippers. (3. After the 
manner of a stab with the perforating trepan; and y. By scraping, either 
with the bonescraper or the exfoliation-trepan. 


B.—OF THE SEPARATION OF DIVIDED PARTS. 


2612. This operative proceeding in many cases, although not the prin- 
cipal object, yet however is one of the principal acts of the proposed ope- 
ration. The division of parts happens in most operations, and the indica- 
tion is to bring them together again. In how many ways this may, and 
in certain cases should be done, has been already mentioned in considering 
the treatment of wounds in general. 


C.—OF THE DILATATION OF PARTS. 


_ 26138. The object of enlarging is either simply to obtain a free entrance 
into natural, unnarrowed openings, as for example enlarging the mouth, the 
vagina and the like by dilators and specula ; or it applies to the unnatural 
narrowings of natural passages, and is then effected by the introduction of 
tents, or elastic bougies, which are gradually selected of larger size; or 
by such substances, as by attracting fluid, increase in bulk, like sponge 
tent, catgut, and the like. These remedies are also often employed, after 
previous cutting, to prevent reunion. 
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—— 


I.—Or BLoopDLeETTING. 
(Abstractio Sanguinis, Lat.; die Blutlassen, Germ.; la Saignée, Fr.) 
2614. Bloodletting may be performed 
First, By opening a vein, 
Second, By opening an artery, 
Third, By the application of leeches, . 
Fourth, By scarification or cupping. be MMe se sb tei 


General Bloodletting ; or, 


A.—OF OPENING VEINS. 
( Venesectio, Phlebotomia, Lat.; Eréffnung der Venen, Germ.; Ouverture de la 
Veine, Fr.) 
Gyer, N., The English Phlebotomy, or Method and Way of healing by Bloodletting. 
London, 1592. 12mo. 
But er, R., M.D., An Essay concerning Bloodletting, &c. London, 1734. 8vo. 
WaALLBAUM, Dissert. de Venesectione. Gdtting., 1749. 


BLOODLETTING FROM THE VEINS: 861 


Dickson, Tuomas, M.D., A Treatise on Bloodletting, &e. London, 1765. 4to. 


Bicxine, Anleitung zum Aderlassen. Stendal, 1781. 
Warovrop, James, M.D., On Bloodletting; an account of the curative effects of the 
abstraction of blood, &e. London, 1825. 8vo. 


Hopps, F., Die Eroffnung der Blutadern. Neisse und Leipzig, 1835. 

ABERNETHY, On the Ill Consequences sometimes succeeding to Venesection; in his 
Surgical Works, vol. ii. p. 133. Edition of 1815. 

2615. Opening a Vein (Breathing a Vein, in our old common language) 
may be performed in any of the superficial veins; but usually those of 
the arm, of the hand, of the foot, and of the neck are preferred. 

2616. At the bend of the elbow may be chosen the cephalic, basilie, 
median-basilic, median-cephalic, and the upper part of the radial and 
ulnar veins. 

In regard to the choice of one or other of these veins, it must be re- 
marked, that the cephalic vein is safest, as far as possible injury of neigh- 
bouring parts is concerned, but it is frequently of insufficient size to afford 
the quantity of blood required; the median, median-basilic, have indeed 
generally a large diameter and project more distinctly, but they lie in the 
neighbourhood of the brachial artery, sometimes immediately upon it, and 
only separated by the tendon of the m. biceps and the aponeurosis of the 
arm. It is therefore always, but especially for beginners, best to choose. 
the cephalic or median-cephalic, or the median and basilic near the inner 
condyle of the upper-armbone, and to avoid the part where the artery is 
felt pulsating beneath the vein. In very stout persons the veins, although 
swollen, cannot be seen, but only felt. 

2617. In bloodletting from the arm the patient may either sit or lie. 
The former is best when, the patient not being very weak or confined to 
his bed, fainting is not to be feared, or fainting may be produced without 
much blood being drawn. Lying-down is best when the patient is weak, 
and fainting, even when much blood is taken, is desirable to be avoided. 
The patient stretches out his arm moderately, and the operator with his 
forefinger carefully ascertains the situation of the brachial artery, and of 
the veins at the bend of the arm. A bandage about a yard and a half 
long and two inches wide, usually of red cloth, is now applied around the 
arm, a few fingers’ breadth above the bend, its middle placed on the front, 
its ends carried behind the arm, where passing over each other, they are 
again brought forwards and tied there so tightly with a knot that the 
return of the venous blood, but not the inflowing of the arterial blood, is 
prevented. If the vein do not then become sufficiently swollen, the skin 
at the bend of the arm may be rubbed with a sponge dipped in warm 
water, or the arm may be allowed to hang down for a time. 

2618. The Surgeon now places himself on the inside of the arm, and 
the patient rests his hand on his hip. He then opens the lancet, the point 
of which should be neither very narrow nor very suddenly broad, places 
its blade at a right angle with its scales, and puts it by them between his 
hips, and with its point directed to the opposite side, so that he may take 
it again with his hand. He next places his left or right hand, according 
as he has to bleed in the right or left arm of the patient, upon the elbow- 
joint, so that he can steady the vein which he has to open, with his thumb. 
This being done, and the blood stroked down a few times with the unoc- 
cupied hand, he takes the lancet with the thumb and forefinger in such 
way that only so much of the point should project as is sufficient for the 
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depth of the opening. The middle, ring- and little finger of the hand hold- 
ing the lancet, are now placed upon the arm, and the thumb and forefinger 
brought to and so dropped on it, that when they are stretched out, the 
point of the lancet may penetrate obliquely into the vein, immediately on 
which the blood shows on the lancet-blade, and the fingers being raised, 
the opening in the vein is enlarged, and the spouting blood is to be caught 
by an assistant in a proper vessel. ‘The operator now passes to the outer 
side of the arm, supports it, the one hand being applied to the fore- and 
the other to the upper-arm without altering its position 3 or he allows the 
patient to grasp the end of a stick resting on the ground. 

[This mode of bloodletting is not the best that can be employed, and the management 
of the lancet is both awkward and bad, and if, as is occasionally absolutely necessary, 
a vein running over an artery have to be opened, the pushing the point of the lancet 
obliquely into the vein is dangerous, as though the vein be wide, it may not have much 
thickness, and its coats both behind as well as before, together with whatever may be 
behind, may be pierced even by the most clever operator. The readiest and best me- 
thod is, after selecting the vem, to grasp the fore-arm just below the elbow, with one 
hand, the thumb of which is to be placed firmly upon the vein, just below where it is 
to be opened, and which is quite sufficient to steady it. The little finger of the hand 
holding the lancet is then to be rested just below the thumb of the other hand, with the 
other fingers piled upon it, in such way, however, as to leave the thumb and forefinger 
with the lancet quite at liberty, and above the skin, so that the point of the lancet may 
be capable of a swinging motion from below upwards, and then by sinking the lancet 
point and making it perform the swinging motion, the front wall only of the vein is 
wounded, and at the same time the wound in the skin being maderather larger than that 
in the vein, a free opening is afforded for the escape of the blood, and thus a thrombus, 
which is often the consequence of opening the vein, as recommended by CHELIUS, and 
very commonly practised, is prevented.—J. F. 8.] 

2619. When the proper quantity of blood has been obtained, the knot 
of the bandage is to be untied, the wound and its neighbourhood cleaned 
with a moist sponge, the wound covered with the thumb of one hand, 
whilst with the other, a little compress is slipped from the side of the arm, 
over the wound, which it presses on the removal of the thumb. The com- 
press is then steadied by putting the thumb upon it, and after bending the 
arm, fixed with a bandage, which is to be carried round the elbow in seve- 
ral figure of 8 turns. The arm is to be kept quiet. 

9620. The particular accidents which may occur during the operation 
are, a. A faulty stab, in which case the operation must be repeated, 
B. The formation of a too small opening ; the wound must then be en- 
larged, or another place chosen. y. Stoppage of the flow of blood, by 
displacement of the skin when the arm is moved into some other position ; 
the arm must then be restored to its proper place, and be a little more 
bent, the blood stroked upwards, and the hand moved; or from the 
bandage being tied too tight, which must then be slackened , or from the 
aperture being stopped up by a little lump of fat, which may be brushed 
away with the sponge or cut off; or from extravasation of blood in the 
neighbourhood of the wound, in which case the operation must be repeated 
elsewhere; or from fainting, when the patient must be revived with fresh 
air, sprinkling with cold water, and the like. 5. Severe pain from wound- 
ing a nerve. «¢. Wounding an artery, which may be known by arterial 
blood spouting out together with the venous, by arterial blood continuing 
to flow after the removal of the bandage, and by it not being checked by 
pressure below, but above the wound. The treatment in this case consists 
of pressure and binding up the arm as already mentioned. (par. 386.) 
¢. Wound of a lymphatic vessel, of a tendon, or of the aponeurotic expan- 


BLOODLETTING IN THE FOOT; IN THE NECK. 863 


sion, which is only rendered apparent by symptoms which come on after- 
wards, 

2621. The bandage must remain if it do not slip, or no particular 
symptoms ensue after the operation till the third or fourth day. The acci- 
dents which may occur after the operation, are, a. Bleeding, if the band- 
age slip; it must be replaced. 6. Inflammation and suppuration, in 
consequence of inflammation of the aponeurosis, of too tight bandaging, 
of movement of the arm, or of the state of constitution. Perfect quiet, 
loosened bandage, application of compresses soaked in lead wash, soothing 
poultices, and if collections of pus be formed, opening them become neces- 
sary. y. Inflammation of the veins or lymphatic vessels, which, accord- 
ing to its degree, requires a more or less active antiphlogistic general or 
local treatment. ABERNETHY has, in inflammation of veins, advised the 
application of pressure above the wound, in order to effect the union of the 
walls of the vein, and to prevent the spread of the inflammation. 6. Se- 
vere pain, even convulsions in consequence of partial division of twigs of 
the external subcutaneous nerve, when the median-cephalic vein has been 
opened, or of the internal subcutaneous nerve when the median-basilic has 
been opened. Insuch case, ABERNETHY advises complete division a little 
above the wound in the vein, which is, however, rarely followed, and 
proper antiphlogistic and antispasmodic treatment may be more fitting. 

I have not referred to the employment of the Snapper, because on account of its un- 
certainty and danger, the stroke may be made too deep, too shallow, or inefficient, and 


the fleam be broken off; it cannot be compared with the use of the lancet, but may also 
be very dangerous in unpractised hands. 


2622. The veins of the fore-arm are, however, to be preferred for open- 
ing, when in very stout persons, those at the bend of the arm cannot be 
opened with certainty. But on account of the numerous plexuses of 
nerves surrounding them, their opening is perilous, and it is better to 
choose the vena cephalica or salvatella upon the hand ; the former, how- 
ever, has often a branch of an artery running beneath it, and the latter is 
very small. 

2623. In Bloodletting in the foot, after putting the foot in a tub of 
warm water, a bandage is to be applied as in bleeding from the arm, a 
little above the ankle, the foot put on the edge of the tub, and the lancet 
carried as already described, into the swollen vena saphena interna or parva. 
The foot must then again be put into the tub of water; or if a certain 
quantity of blood be required, it must be caught in a vessel. The dressing 
is to be similar to that for bloodletting in the arm. 

2624. The external jugular vein is selected for bloodletéing in the neck. 
An assistant standing behind the patient, who sits up in bed or upon a 
stool, holds the head with one hand, and with the thumb of the other 
presses the external jugular vein, whilst the operator compresses it with 
his left thumb at the part where the opening is to be made. The jugular 
vein may also be compressed on the opposite side without the aid of an 
assistant ; in doing this a compress is placed upon it above the collar-bone, 
and fastened with a bandage carried around the chest and back from the 
armpit of the other side. ‘The vein is to be opened with a lancet from 
below upwards, and from within outwards, so that it may not be covered 
by the neighbouring fibres of the m. platysma myoides; and the blood 
may be allowed to flow along a gutter-shaped piece of pasteboard into a 
vessel. When the dressing is applied, the compress must be removed, 
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the edges of the wound pressed together, sticking plaster and a compress 
put over it, and fastened with a bandage. 


B.—OF OPENING ARTERIES. 
(Arteriotomia, Lat.; Schlagader-Oeffnung, Germ. ; Ouverture de l Artére, Fr.) 


2625. Opening an artery is only performed on the temporal; it is 
recommended in severe inflammation of important organs, as the brain, 
the eye, and the like, so as quickly to evacuate a large quantity of blood. 

This operation is best performed in the following way: the pulse of the 
temporal artery, or one of its branches, is sought for in the temporal 
region: the place is to be marked with a black streak, the skin raised in 
a fold and cut through. The artery is then easily found and opened in a 
rather oblique direction with a lancet. The proper quantity of blood 
having escaped, the artery is to be cut through, taken up with the forceps 
and tied, and the skin closed with sticking plaster. This method is more 
certain than opening the temporal artery at a stroke with the lancet, and 
stanching the bleeding by pressure. 


[Opening the temporal artery is oftentimes far less easy than might be expected, and 
inattention to its subsequent division frequently causes very serious and sometimes fatal 
results. The facility with which it is found depends pretty much upon the part at 
which it is opened. If this be done just before and above the tragus, it is managed 
easily on account of the size of the vessel; but if higher, after its division into temporo- 
frontal, and temporo-occipital, it is more difficult ; the temporo-frontal branch, which is 
the part of the vessel commonly chosen, as it runs along the edge of the hair, dimin- 
ishes quickly in its course, so that the higher it is operated on, the more difficult is it 
to be found. If it be expected that a single bloodletting from one or both temporal 
arteries will alone be required, then the artery may be opened in front of the auricle, 
upon, or a little above the root of the zygomatic process. But if it is likely that more 
than one bleeding from each vessel will be required, then it will be better to open the 
artery upon the forehead, which will give the opportunity of repeating the operation 
again and again, each time below the former one, till the root of the zygomatic process 
be reached. The younger Crane used to advise that in the performance of this opera- 
tion the artery should be laid bare lengthways to the extent of half an inch or an inch, 
that a tenaculum should be passed across and behind it, so that the vessel could be 
raised, more readily punctured, and what was of infinitely greater importance, more 
certainly divided after sufficient blood had been obtained. Inattention to the division 
of the temporal artery after it has been opened, is occasionally followed by a spurious 
aneurysm, which cannot always be managed by compression, or even by tying the ends, 
and patients have been destroyed by after-bleeding wearing out the powers of the 
constitution. In general, cutting the artery completely across, and the application of 
pressure, are sufficient; but when the vessel continues bleeding, both its ends must be 
tied, as the anastamosis is so free upon the head, that if only one be tied the bleeding 
continues. The same practice must also be followed when spurious aneurysm of this 
vessel occurs after arteriotomy.—J. F. S.] 


C.—OF THE APPLICATION OF LEECHES. 


2626. In applying leeches, they may be held with a piece of linen round 
their hind part, so that the head, which is always their thinnest part, may 
be directed to the spot upon which they are to be fixed. This spot must 
always be carefully cleaned. Some persons apply leeches in a piece of 
pasteboard rolled up, or in a glass cylinder. When the part permits, it is 
most convenient to put the requisite number of leeches into a cupping- 
glass, and turn it down. 


The Blood-Leech ( Hirudo medicinalis, Lin.) is distinguished from the horse leech 
and the common leech, which are never so large, by six orange-coloured stripes running 
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from the head along the back and sides to the tail. The back and sides of the horse 
leech are of a blackish-brown or blackish-gray colour, without any marking; the com- 
mon leech is light brown, spotted with black, and without other marks. The belly of the 
blood-leech is steel-blue, with regular yellow spots, but the latter are often so numerous 
that they are mistaken for the ground colour, and the steel-blue for the spots; in rare 
instances, the yellow spots are entirely wanting, and the whole belly is simply steel-blue. 
The belly of the horse-leech is yellowish-gray, and that of the common leech, grayish- 
brown. Leeches are best caught in the spring, because in winter they do not so readily 
find food. Rain water is better to preserve them than river or distilled water. The 
glass in which they are kept should not be in the sun-light, and they should especially 
be put in a cool rather than in a warm place. Frequently changing the water is hurt- 


ful (a). 

2627. If the leeches will not bite, the part on which they are to be 
applied must be smeared with spittle or sugar and water, or the skin 
cooled with cold water, or it must be slightly scratched and smeared with 
the blood. Leeches oftentimes will not take, because when previously at 
liberty, they had sucked freely ; their belly is then full, and such should 
rather be chosen in which it is sunken. They are generally allowed to 
remain on till they drop off; but if necessary to get them away before, they 
must be sprinkled with a little salt or snuff. The after-bleeding is to be 
kept up by bathing the bleeding parts with sponges dipped in warm water. 
The recommendation of cutting off the leech’s tail, if it be desirable they 
should suck long, is absurd, as they soon after drop off. I have seen one 
leech which was uninjured, remain on six-and-thirty hours, and the blood 
flowed from its tail. 

In the application of leeches in the mouth, care must be taken that they do not crawl 
down and fix in the throat, or be swallowed. In the latter case, a quantity of salt and 
water should be swallowed, and an emetic taken. If leeches be applied in the neigh- 
bourhood of the anus, that should be stopped up with a wad of lint. 

[Crampron and Osporne (b) recommend the application of leeches to mucous sur- 
faces, having first passed a thread through the animal’s tail, and then directing its mouth 
by means of a probe, or channel made with card, to the part desired. ] 

2628. After the leeches have dropped off, bleeding may generally be 
kept up for some time by sponging with warm water; but if it be wished 
to stop it, this may be done by bathing with cold water and applying 
German tinder, 

Sometimes, especially with little children, the bleeding is very severe, 
and may easily be fatal if unattended to. The means here advised for 
stanching the blood are, strewing the part with styptic powders, with 
gum tragacanth, the introduction of a small portion of lint into the little 
wound, holding the skin in a fold and pressing it together with the fingers 
or a proper instrument, cauterization of the part with a red-hot needle, 
the introduction of a common sewing-needle on one side through the skin 
to the bottom of the wound, and out at the other side some distance from 
the wound and the needle, the ends of which are covered with wax, is then 
to have twine twisted round so as to compress the wound firmly (ce). 
HeENNEMANN (d) has invented a particular kind of forceps for this pur- 
pose. LowENHARDT (e) penetrates superficially the edges of the wound 
brought together, with a fine needle and thread, and after removing the 


(a) Kunzmawn, Ueber die Function der Laug- _ sect. ii.—Orro, Der Medicinische Blutigel. Wei- 
organe des Blutigels, dessen Anwendung und mar, 1835. 
Aufbewahrung ; in von GRAEFE und von WaAL- (6) Dublin Journal of Medical Science, vol. iii. 
THER’s Journal fiir Chirurgie und Augenheilkunde, _ pp. 340. 
vol. ii. p. 262.—ScumucKER, Historischpraktische (c) WHETE; in von GRAEFE und von WaL- 
Abhandlung von medicinischen Gebrauche der THER’s Journal, vol. i. p. 185. 
Blutigel ; in his Vermischte Schrifte, vol. i. (d) Rust’s Magazin, vol. xvi. part iii. p. 375. 


(e) von GRAEFE und von WALTHER’s Journal, vol. xv. p. 119, 
VOL. II. 3K 
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needle, ties the thread in a simple knot. If no after-bleeding ensue, the 
thread in a few days drops off of itself. 


{The employment of leeches in the treatment of inflammation is so commonly un- 
attended with inconvenience, that it would seem scarcely worth while to refer to the 
subject. But frequently the bleeding from the wounds caused by them is very con- 
siderable, and very difficult to stop; sometimes threatening danger from the quantity of 
blood lost, and occasionally destroying the patient. It is, therefore, -well worthy a 
little consideration. Daugerous bleedings from leeches occur in adults as well as in 
young children. Of the former kind, are, the case of a stout country lad who died in 
La Charité, of bleeding from a single leech-bite on the belly in twenty-five hours, 
related by BricHeTau (a); that of an old woman in La Pitié, under Lisrranc (6), 
to whose belly leeches had been applied; she went on well for three days, retired 
to rest at night apparently well, but on the following morning was found dead in her 
bed in a pool of blood. My friend GREEN, some years since, had a man in St. Thomas’s 
who died of bleeding from the temporal artery, which had been bitten by a leech. Of 
the latter kind, the case of a child of nine months, who died in a night after a leech- 
bite, is recorded (c). No such fatal cases have come under my own care; but I have © 
frequently seen the bleeding continued for several days, so as to render the patient pale 
as ashes, and weakened as under severe loss of blood under any circumstances. The 
cause of the bleedings is either from an artery being wounded by the bite, as in 
GREEN’s case certainly, and probably also in BricHETAU’s, and in a case of bleeding 
from leech-bite on the temple, mentioned by OLIveER (d); or from that incapacity of 
the blood to coagulate occasionally observed in peculiar constitutions, of which I have 
seen many instances, and which, unless properly treated, as surely, though sometimes 
more slowly destroy the patient, as if an artery had been wounded and left undivided 
or untied. 

The treatment recommended for these cases is very various, and must necessarily vary 
according to their cause and situation. In the more trivial cases the application of rag 
repeatedly dipped in cold water, so as to. reduce the vascular action of the part is often 
sufficient, either with or without pressure, which is advantageous when it can be made 
efficiently, as on the head and chest, and also, though less advantageously, on the limbs; 
but upon the belly pressure is of little avail, as from the yieldingness of the parts, it 
cannot be continuous. If a vessel, as for instance, the temporal artery, be wounded, it 
is best at once treated by division between the wound and the heart, as practised 
in arteriotomy. This plan will succeed if done early ; but it will not always answer, 
if put off till the formation of spurious aneurysm, as in GREEN’s case. Or the vessel 
may be found and tied. Or it may be compressed firmly between the bone and a piece 
of cork bound tightly on, either with or without division of the artery, as in common 
cases of the wound of such vessel. If the leech-bite be on a yielding part, LOwEn- 
HARDT’S (e) method of drawing the edges of the wound together with a fine needle 
and thread may be employed. But I prefer thrusting a couple of needles at right angles 
to each other, at a little distance from the aperture below the bottom of the wound, and 
out at the opposite side; around which, including the whole bite, a strong thread is to 
be carried once or twice and tied tightly. After two or three days the thread and pins 
may be removed, and the bleeding has generally been stopped. OLIvER has recom- 
mended, from his own experience, the application of plaster of Paris (f), and particu- 
larly mentions a case which was cured by this treatment, in which a pint of arterial 
blood was lost from the temple (gy), and perhaps the temporal artery was wounded. 
Ripauro (h) of Leghorn recommends the application of a cupping glass, which done, 
he says, a coagulum forms immediately, and he advises that the glass should be left on 
for a few minutes. On the other hand, Sir J. Murray (7) advises the employment of 
condensed air in a syringe; but it is rather difficult to make out whether he has had 
practical experience on this point. The introduction of nitrate of silver, scraped to a 
very fine point, into the bottom of the leech-bite, is, so far as my experience goes, not 
so successful as related of twenty-two cases, infants and adults (7), after the plan recom- 
mended by Donovan (£). In slighter cases a saturated solution of German tinder may 
be successfully used. Howson (/) says, that a thick layer of flour dusted on flannel 


(a) Gazette des Hépitaux, vol. vil. p. 36. 1833. (h) Ripertorio di Medic. e di Chirurg. di 
(b) Revue Medicale. 1827, vo]. iv. p. 149. Torino; quoted in Lancet, 182%-9, vol. i. p. 232. 
(c) Lancet, 1829-30, vol. ii. p. 394. (7) On the local and general Influence on the 
(d) Ibid., 1834-5, vol. i. p. 304. Body of increased and diminished Atmospheric 


_, (e) Above cited ; quoted in Lancet, 1828-9, vol. Pressure; in Lancet, ]834-3, vol. i. p. 916. 
ii. p. 400. (j) Lancet, 1829-30, vol. ii. p. 927. 

(f) Lancet, 1833-4, vol. ii. p. 208. (hy Annals of Pharmacy. 

(g) Ibid., 1234-5, vol. i. p. 304. (4) Medical Gazette, vol. vi. p. 207. 1830. 
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is very rapid and efficacious in stanching bleeding leech-bites. One or other of these 
plans are almost invariably used and succeed, except when the blood cannot coagulate, 
and which is indicated by the failure of these means, and not unfrequently by the 
history of the case; under such circumstances it is necessary to use the actual cautery, 
or to express it more simply, a piece of thin iron wire heated red hot and thrust down 
to the bottom of the wound; and this treatment is almost universally successful, for it 
seems that the actual fire has some peculiar effect upon the wounded vessels more than 
other escharotics have. I cannot explain in what this consists, but from repeated 
observation, I know that a red-hot iron wire will stop bleeding, when all other means 
have entirely failed. The introduction of small bits of hard-rolled sponge I entirely 
disapprove of, on this, as well as on most other occasions.—J. F. S.] 

2629. If considerable ecchymosis, inflammation and suppuration should 
occur, the parts must be bathed with lead wash, or lead ointment should 
be applied. 

D.—OF SCARIFICATION. 
(Scartficatio, Lat.; Scarificiren, Germ. ; Scarification, Fr.) 


2630. Scarification consists of more or less deep cuts with a lancet or 
bistoury in any one part, whereby it is emptied of the fluid it contains. It 
is more frequently employed in inflammation of those parts where leeches 
cannot well be applied, as for instance, inflammation of the tongue, of the 
gums, of the tonsils and the like. In considerable inflammatory swelling 
of such parts as are surrounded with unyielding aponeuroses or very thick 
cellular tissue, scarification, besides the local bleeding, produces also a 
lessening of the tension. It is also employed after the bites of rabid 
animals, under certain circumstances in gangrene, and in callous ulcers. 
Scarifications of the dropsical swelling of a part must be made quite 
superficially, and never then if there be accompanying erysipelatous in- 
flammation, or a great degree of exhaustion, because gangrene generally 
follows. 

E.—OF CUPPING. 
(Applicatio cucurbitarum cum incisione, Lat.; Schrépfen, Germ.; Ventouses, Fr.) 


2631. Cupping differs from scarification, in that before the skin is cut 
into at any one part and in different directions, with the scarificator, or 
a bistoury, congestion of blood is promoted in it, by the application of 
a cupping glass; and afterwards a suitable quantity of blood may be 
drawn. 

2632. When the part to be cupped has been rubbed with a sponge 
dipped in warm water, a cupping glass is held over a burning lamp to 
properly expand the contained air, and then as quickly as possible, and 
cleverly applied to the spot chosen. After a few minutes, when the skin 
has been properly drawn up into the cupping glass, the glass must be re- 
moved, whilst the forefinger is slipped under its edge. Upon this part 
the scarificator is now placed, after having set the lancets and drawn up . 
the spring, and then pressing upon it, the lancets wound the skin. A 
lancet or bistoury may be used instead of the scarificator, with which more 
or less deep cuts are made upon the part chosen. For the purpose of 
discharging the blood, a cupping glass is to be again applied in the way 
already mentioned ; and when nearly full, it must be removed, the part 
cleansed and the glass put on again. The cut may be repeated in any 
direction with the scarificator. When no more blood flows, the part must 
be cleaned and covered with a firm compress, 
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Dry cupping consists simply in the application of cupping glasses without scarifica- 
tion, and is for the purpose of drawing the blood to any one part. 

[As occasionally searificators and cupping glasses are not at hand, the following sub- 
stitutes, which I recollect having heard a friend in the military service mention, may be 
employed. Some short incisions near each other are to be made through the skin, and 
over them is to be whelmed a tumbler, wineglass or teacup, the air in which is to be 
exhausted or rarified by burning within a piece of paper. 

Instead of a scarificator, Dr. OsBorRNE (a) proposes his polytome, which consists of 
several lancets with circular edges fixed parallel in aframe, with a handle. Itisdrawn 
quickly along the skin, so as to make incisions an inch in length, and one-sixteenth or 
one-eighth of an inch deep. He supposes a better flow of blood will be procured by this 
instrument than by the scarificator. 

Cupping is sometimes attended with danger and even loss of life, either from wound- 
ing an artery, or from inability of the blood to coagulate. Of the latter kind it has 
been several times noticed, when cupping has been employed during an attack of jaun- 
dice, that very tiresome and dangerous hemorrhage ensued from the want of coagula- 
bility of the blood. In one case which came under my care a few years since, all kinds 
of styptics and escharotics were used in vain, at last I employed the actual cautery, 
which stopped the bleeding, and the patient did well. In another case, in which a girl 
had been taking for some time nitrate of silver on account of epilepsy, and for some 
cause or other she was cupped on the loins, continued hemorrhage from the wounds 
ensued, which nothing could stop, not even the actual cautery, and the patient bled to 
death.—J. F.S. ] 


2633. In regard to the preference of leeches, or cupping for local blood- 
letting, it may be observed, that in general the former are more conve- 
nient as they can be applied on every part, and their effect is not attended 
with so much irritation as from cupping. But the latter circumstance 
gives an undeniable preference to cupping over leeching in many cases 
of chronic, deep-seated, especially rheumatic or arthritic inflammation, as 
not merely is the bloodletting, but also powerful derivation to, the skin 
effected, as for example in sciatica, lumbago, and many affections of the 
joints and the like (1). 


SARLANDIERE’S (b) bdellometre corresponds to cupping. 

For the purpose of effecting a powerful derivation of blood, without an actual blood- 
letting, JuNoD (c) has invented an apparatus consisting of a glass cylinder to enclose 
the whole limb, around which it closely and air-tightly fits at the upper end. At the 
lower end is a cock, connected with an elastic tube and an air-pump, by means of which 
the air is drawn out of the cylinder. As this is done, the skin expands and reddens, the 
size of the limb is increased, the temperature raised, and transpiration becomes so pro- 
fuse, that it collects on the walls of the cylinder. At the same time the head becomes 
light, the countenance pales, the pulse in the temporal artery slow, thready and faint; 
swooning ensues and sometimes nausea. By this apparatus, severe pressure with air 
can also be effected ; by which the limb is rendered pale, the superficial veins are emptied, 
the bulk of the part diminished, and the circulation interrupted. After the operation 
the limb remains considerably lighter, and moves more securely and easily. Moreover, 
especially when it has been used upon one of the lower limbs, dizziness, rushing in the 
ears, seeing sparks, disposition to apoplexy, and difficult respiration have been pro- 
duced. 

[I cannot agree with Cuextius in his preference of leeches over cupping, as causing 
less irritation, for I have witnessed the contrary again and again. The leech-bites, 
specially in persons with irritable skin, often fester, and I have occasionally seen tedious 
sores, and difficult to be healed resulting from them. They also not uncommonly are 
attacked with erysipelatous inflammation, which, though generally yielding to a bread 
poultice, sometimes assumes a serious character, The danger ensuing from their occa- 
sional disposition to bleed indefinitely has been already mentioned (par. 2028.) And 
even under the most favourable circumstances, the quantity of blood obtained by them 
is very uncertain, and the exhaustion of the patient by exposure, and mopping the parts 


(a) Observations on Local Bloodletting ; in (c) Bourcery, Traité complet de l’Anatomie 
Dublin Journal of Medical Science, vol. iii. p- 334. de l’Homme, comprenant la Médecine Operatoire, 


1833. vol. vi. pl. 83.—FRoriep’s Chi seen 
(b) Bdellométre. Paris, 1818 vo. ccsketle” be sao dae 
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with a sponge, it may be for hours together, render their employment far from desirable, 
excepting on parts where cupping cannot be performed on account of disfigurement as 
on the face, or where the parts are too yielding, so that a cupping glass would be almost 
filled by them, as on the belly, or where important vessels and nerves are in the imme- 
diate neighbourhood, as in the neck and the like, or where there is merely a small in- 
flamed lump, upon which a cupping glass cannot be conveniently applied. With these 
exceptions cupping is infinitely preferable to leeches, and more especially as a deter- 
minate quantity of blood can be obtained with little additional pain for a short time, 
the whole operation being generally completed in half an hour or less without fatigue 
to the patient. So far as [ have noticed, the after-irritation of cupping is very far less 
frequent than that from leeching, and therefore from all these circumstances I should 
always recommend cupping rather than leeches, where it can be employed.—J. F. 8.] 


— 


IIl.—OF PUTTING IN ISSUES. 
( Fonticulus, Lat.; Fontanelle, Germ. ; Fonticule, Fr.) 


2634. By the term Jsswe is meant an artificially produced, and conti- 
nually suppurating wound, which is made either with the knife, with 
blister plaster, with the actual cautery, or with caustic. The latter two 
will be specially considered afterwards. 

The place for the issue is determined by that of the disease which calls 
for it, though generally a part is chosen where much cellular tissue is 
beneath the skin, usually between two muscles, on the arm between the 
m. biceps and the m. deltoides, on the thigh between the m. vastus internus 
and m. gracilis, on the calf between the m. gastrocnemius and m. soleus, 
on the breast between two ribs and so on. Large vessels and nerves must 
be avoided. 

2635. When usinga bistoury, a small fold of skin must be nipped up and 
cut through lengthways, and the wound stuffed with a little wad of lint, 
and covered with sticking plaster. On the second or third day the dress- 
ing should be taken off, the wound cleaned, and one or more peas put into 
it (1). A square piece of sticking plaster and a compress are put on and 
fastened with a bandage. ‘The issue must be dressed daily, once or twice, 
according to the degree of suppuration, and always properly cleansed. 

[(1) The best and cleanest materials for issues are little, solid, glass beads, which soon 
embed themselves, and not swelling like peas, excite little irritation, and may be worn 
for months, merely taking them out for washing every day, and returning them to their 
bed.— J. F. S.] 

2636. If on account of the patient’s dread of the knife, a blister be em- 
ployed, a round piece about half an inch in diameter, must be applied and 
kept on till vesication take place, when it is to betaken off and the cuticle 
removed. One pea is then to be put upon the exposed part, fixed with 
sticking plaster and pressed with a bandage, so that the pea may sink into 
the skin. The after-treatment is the same as in the former case. 

2637. If the issue cause violent pain, the pea must be removed, or if 
there be several, their number must be diminished ; this must also be done 
if there be much inflammation, and lead wash applied over. If there be 
not proper suppuration, the pea must be smeared with digestive salve, the 
issue touched with lunar caustic and the like. Ifthe suppuration be too 
great, the pea must be removed. If fungous flesh grow up around the 
issue, it must be got rid of by touching with caustic or cut off with scis- 
sors. If the part waste in which the issue is, it must be moved elsewhere. 
The issue must not be allowed to heal too quickly. 

The method of proceeding employed under the name of the English Issue, is, in its 
application, very agreeable to the patient. 
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III.—OF INTRODUCING A SETON, 
(Setaceum, Lat.; Eiterband, Haarseil, Germ. ; Seéton, Fr.) 


2638. The Seton consists of a strip of linen unravelled at each edge, 
or of a strand of several cotton, silk or hempen threads, which are drawn 
into the skin or into any tumour, to keep up a continual discharge, and a 
certain degree of inflammation, for the purpose of diminishing any tumour 
by continued suppuration, and to keep up the passage through any canal. 
The introduction of a seton is managed in different ways. 

2639. If the seton be passed through the skin, a fold of skin must be 
lifted up vertically in the neck, with the finger and thumb of the left hand, 
and pierced at its base with the seton-needle, in the eye of which is the 
strand of threads or strip of linen, and as the needle is drawn out, these 
follow it. If there be not any seton-needle at hand, the raised fold of skin 
must be pierced with a double-edged bistoury, and an eyed probe armed 
with the seton-threads carried through the opening thus made. Both open- 
ings are to be covered with a wad of lint, which is fastened with sticking 
plaster, and the loose ends of the seton put into a compress, and retained 
with a proper bandage. 

[Of late an Indian rubber tape, about three-eighths of an inch wide, and a line thick, 
has been used instead of threads or linen, for a seton. It is much better than either of 
the latter, as it does not get loaded with matter and become offensive. It is easily 
passed, after thrusting a double-edged bistoury through the skin, through the opening 
thus made.—J. F. S. } 

2640. Passing a seton into a cavity containing fluid, for instance, an 
abscess, is to be managed as already directed ( par. 57); or a somewhat 
curved silver canula is used, with a stilette, of which the front end has a 
trocar point, and its hinder end an eye, through which the strand of 
threads is threaded. The swelling is to be pressed, so that it may be made 
sufficiently prominent, and the canula well oiled, with its point projecting, 
must be thrust through its lower part into the cavity of the swelling, then 
the point of the stilette drawn back, and the end of the tube carried to 
the upper part of the cavity pressed against the skin, and then the stilette 
thrust through. The tube is now drawn out at the lower, the stilette at 
the upper wound and the threads introduced into the cavity. 

2641. If the seton be passed into a swelling which does not contain fluid, 
either a seton-needle or a stillette with a trocar point and an eye must be 
used and carried in such direction, and so deeply through the mass of the 
tumour as not to run any risk of danger from wounding any considerable 
vessel or nerve. 

2642. After the seton has been introduced it may be left alone for 
some days till suppuration be set up in its track ; then, after removing the 
dressings and washing off the crusts at the wounds with lukewarm water, 
a fresh portion of the seton may be drawn through, the part already used 
cut off some distance from the wound, and the dressing renewed. In this 
way the seton is to be managed daily, once or twice a day, according to 
the degree of suppuration and the object purposed. If requisite, other 
remedies may be smeared upon the seton strand, and with it drawn into 
the canal of the wound; and when the strand has been used up, a new 
one may be attached to and drawn through with it. If the seton strand 
require thickening, more threads are to be added to it; if it need thin- 
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ning, some must be taken from it; the strand or linen band must be 
gradually thinned, and when it is drawn out, moderate pressure applied. 
If there be bleeding in passing the seton-needle, it must be stopped with 
cold water or pressure. Severe inflammation requires the seton to be 
smeared with fresh oil, or simple cerate and soothing applications. If 
the suppuration be profuse, strengthening remedies are to be employed, 
both externally and internally. 


IV.—OF THE APPLICATION OF BLISTER-PLASTER AND MEZEREON 
BARK. 


(Vesicatio, Lat.; der Setzen der Blasen-pflaster, und der Seidelbastrinde, Germ. ; 
le Vésicatotre, et le Garou, Fr.) 


2643. The effect of Blister-plaster is more or less severe irritation of 
a part kept up for a longer or shorter time. For this purpose Spanish 
Fly Plaster (Emplastrum Cantharidis) is used, spread on linen or leather, 
applied to the part required, and bound on with strips of sticking plaster, 
a compress, and bandage, but not too tightly, or severe pain will be pro- 
duced, and the formation of a blister prevented. ‘The time a blister 
should remain on varies acccording to the object of its application, the 
constitution and age of the patient. 


[The most cleanly, and as efficient a way of producing a blister, as with a plaster, is 
the use of a fold or two of lint, sopped in acetum cantharidis, and applied to the part 
for a few hours; or on irritable or thin skin, it will be merely requisite to apply it freely 
with a camel’s-hair brush to the extent required. RecamierR and TrovussEau have, for 
the same purpose, applied lint dipped in a strong solution of ammonia. 

When it is considered necessary to produce blistering as quickly as possible, other 
remedies have been resorted to, which are in fact only purposely-made burns and 
sealds, and will require at least some little caution in their use. P1GEAUx (a) applies 
a piece of lint, cloth, or paper, of the necessary size, just previously dipped in spirits 
of wine, and passing a match rapidly over it, at once sets it a light, it is extinguished, 
and then the skin may be removed, leaving the cutis perfectly dry and unharmed. 
(On the contrary, I should think the dryness were a tolerable proof that a slough had 
been produced.—3. F. 8S.) 

Boiling water has also been poured in a thin saucer upon the part to be blistered, or 
by soaking a sponge, and and applying it for a few minutes, but not long enough to 
destroy the cutis. Sir ANrHony CaRLIsLE recommended the application of a spatula 
dipped in boiling water; in other words, a gentle burn. 

Blisters are often left, as to their mode of application and the length of time they are to 
be kept on, entirely to the will and pleasure of an ignorant nurse, and the patient conse- 
quently suffers much more pain than necessary, and sometimes, also, has sloughing of 
the cutis, which, if the patient be a female, and the blistered part be the neck or any 
other visible part, will get the medical attendant into much trouble, which he deserves ; 
though occasionally, even with the greatest care, this tiresome accident will occur when 
the skin is irritable. 

In applying a blister, one of the greatest inconveniences arises from some of the 
little pieces of fly sticking to the skin, or even to the cutis, if the skin break whilst the 
blister is applying ; this much increases the pain and irritation, and can be very easily 
avoided, by merely laying a piece of tissue paper or any other thin paper between 
the plaster and the skin, and if the plaster be bound firmly on, it will operate as readily 
through the paper as if it were in immediate contact with the skin. 

A blister is often directed to be kept on twelve or twenty-four hours, which at least 
is a great absurdity, and may be very inconvenient to the patient. It is only necessary 
to keep it on till the whole of the skin beneath it has fairly separated from the cutis and 
the serum has begun to be poured out, which in most persons will take place in six or 
eight hours. But with children even this will not do; the blister should be removed as 


(a) Bulletin de Therapeutique, vol, ii. p, 176. 
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soon as it has caused bright redness of the skin, which generally happens in two 
or three hours; it should then be removed and left alone for a little while, as the blister 
very soon after rises, if it have not already. The younger the.child is, the more neces- 
sary it is to attend to this point, or sloughing will ensue, and death has been known to 
follow in consequence. 

Indeed with children, I am by no means sure that, in most cases, a mustard poultice 
is not preferable to the application of a blister. It should be made with mustard and 
warm water, (some recommend vinegar,) rather thinner than if for the table, as if made 
stiff it is much less active. It should then be spread about a quarter of an inch thick 
on fine muslin, and another layer of muslin being put upon it, applied to the part, and 
kept on ten, fifteen, or twenty minutes, according to the redness and pain. In some 
persons it will even blister. When removed. the skin should be carefully sponged 
clean with warm water, otherwise the irritation, which is very great, will continue. 

In the few persons whose skin is blistered with difficulty, it is best to apply previously 
a mustard poultice till the skin becomes reddened and painful.—J. F. S.] 


2644. When the blister has risen, the plaster must be carefully removed, 
the blister opened with scissors, the water emptied, and the part dressed 
with simple cerate, fresh butter, or any other mild ointment. If requisite 
to keep up the suppuration for a time, it must be dressed with ung. resine, 
or some digestive ointment to which cantharides has been added, or with 
ung. sabine, which is best of all. 

[I must confess I am no advocate for open blisters, the only special result of which 
appears to me that of putting the patient to unnecessary pain. All that is desirable, to 
wit, derivation, is much more effectually done by a succession of small blisters, about 
the size of a half-crown piece, around the part affected, which may be repeated ad infini- 
ya ‘Er scarcely any inconvenience to the patient. They are called flying blisters.— 

2645. When a blister is applied to a part not very sensitive, its opera- 
tion may be promoted by rubbing it with a hot flannel or with vinegar. 

If the inflammation be very violent, it must be soothed with some 
softening and cooling remedy. If the canthurides be absorbed, it will 
produce strangury, for the relief of which, mucilaginous drinks and emul- 
sions with camphor, may be given. Swellings of the neighbouring glands, 
which sometimes arise, may be relieved by the application of soothing 
ointments and poultices, and by the removal of all irritation. 

2646. For the employment of Mezereon bark (Seidelbast, Germ.) a 
piece of the bark an inch and a half long, and the same wide, should be 
soaked eight or ten hours in vinegar or water, after which, it is to be 
applied with its smooth surface next to the skin, generally upon the arm, 
at the insertion of the m. deltoides, and covered with a piece of oiled silk 
compress, and roller, to keep it close. After ten or twelve hours, when 
the bandage is removed, if the skin be sufficiently inflamed, a piece of oiled 
silk is to be applied on the inflamed part and fastened with compress and 
bandage; but if the first application have not been effective, a second 
piece of the bark must be applied. About the second or third day a new 
piece of bark is put on, the skin rises, and a serous fluid exudes. The 
part must be cleansed daily with warm water or milk ; and if the inflam- 
mation be very great, it must be rubbed with warm milk and bound up 
with some mild ointment. The pustules around the irritated part in 
general yield to cleanliness and repeated washing with warm water. 

[2646.* Another very excellent and very gentle mode of blistering is 
with croton oil, ten or a dozen drops of which should be gently rubbed 
over the surface with the finger, protected in a piece of oiled silk, for two 
or three following nights. Usually a slight stinging is felt, accompanied 
with puffiness of the part on the second or third day, and this is followed 
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by a crop of small vesicles, which speedily maturate, in a day or two after 
dry up, and fresh cuticle is formed. It is one of the best modes of blister- 
ing, if not required to be speedy.—J. F. S.] 


V.—OF VACCINATION, OR INOCULATION WITH COW-POCK. 
( Vaccinatio, Lat.; Einimpfung der Kuhpocken, Germ.; Vaccination, Fr.) 


JENNER, Epwarp, M.D., An Inquiry into the Causes and Effects of the Variole 
Vaccine, a Disease discovered in some of the Western Counties of England, particularly 
Gloucestershire, and known by the name of Cow-pox. London, 1798. 4to. 


Isrp., Further Observations on the Variole Vaccine, or Cow-pox. London, 1799. 
4to. 


Inrp., A Continuation of Facts and Observations relative to the Variole Vaccine, or 
Cow-pox. London, 1800. 4to. 


Bryce, James, Practical Observations on the Inoculation of Cow-pox, pointing out a 
new Mode of obtaining and preserving the Infection, &c. Edinburgh, 1809. 8vo. 


WoopvitLe, Witi1AM, M.D., Reports of a Series of Inoculations for the Variole 
Vaccine; with Remarks, &c. London, 1799. 8vo. 


Creaser, THomas, M.D., Evidences of the Utility of Vaccine Inoculation. Bath, 
1801. 
Grecory, GEorGE, M.D., Lectures on the Eruptive Fevers. London, 1843. 8vo, 


2647. Vaccination consists in the insertion of cow-pox matter under 
the skin, whereby a peculiar diseased process is set up, which destroys or 
diminishes the susceptibility to the contagion of small-pox. The vacci- 
nation is performed either with fresh cow-pox matter, conveyed from 
one individual to another, or with dry matter which has been previously 
moistened. Other modes of vaccination are inadmissible, and the former 
is the best, as it is also at present the most common. 


Cow-pox matter comes originally from the pustules on the teats of cows in various 
countries (1). The matter to be used, must be obtained from an uninjured pellucid 
pustule, between the sixth and ninth day, and be clear and transparent. If dry matter 
be used, it should have been taken under the just-mentioned circumstances, and should 
have been kept safe against the effect of both light and air. To effect this, various 
modes have been advised, as placing between glass plates hermetically sealed, on threads 
of lint or cotton, on golden or bone needles, in glass tubes, and so on (2). 

((1) “ The earliest notice I have ever seen,” says GREGORY, “of cow-pox, is to be 
found in a weekly paper published at Gottingen, in 1769, where we learn that such 
a complaint was not uncommon in the neighbourhood of that town, and that those who 
caught it from the cows flattered themselves they were secure from the infection of 
small-pox. A notion of the same kind had long prevailed in Gloucestershire, a great 
dairy country, and had often been forced on the attention of the provincial surgeons. 
But no one thought seriously of this rural tradition, or dreamt of applying it to the 
general benefit of mankind, until Jenner arose. (p. 184.) It was not until the year 1796 
that JENNER began to experiment with cow-pox, although he had been talking and 
inquiring about it for at least thirty years. The decisive experiment was made on the 
17th May, 1796, on a boy, eight years of age. He was tested with small-pox on the 
1st July of that year, and found to be unsusceptible.” (p 187.) InJ une, 1798, J ENNER 
published his paper, An Inquiry into the Causes and Effects of the Variole Vaccine, fe. ; 
and “it redounds to the honour of St Thomas’s Hospital,” says GreEcory, “that its 
officers were the first persons in England to put JeNNeER’s discovery to the test. Mr. 
Cine vaccinated a boy here in the last week of J uly, 17 98,with dried lymph, which had 
been kept three months in a quill. The boy had diseased hip, and Mr. CLINE proposing 
to convert the vaccine pock into a pea issue, inserted the matter on the outside of the hip. 
Dr. Lister, formerly physician of the Small-Pox Hospital, (and also of St. Thomas's, ) 
watched the progress of the case. The boy was inoculated, almost immediately after- 
wards, with small-pox in three places, but the slight inflammation that arose subsided 
on the fourth day. The experiment, therefore, was perfectly successful.” (p. 187.) 
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(2) According to Grecory, “vaccine virus may be preserved fluid and effective for 
two or three days in small bottles with projecting ground stoppers, fitted to retain the 
matter. It may be preserved for a like time in small capillary tubes, having a central 
bulb. This is the mode used in France for the transmission of vaccine lymph to the 
provinces, and which proves very effectual; but if you attempt in this manner to transmit 
lymph to the East or West Indies, you will fail utterly. Ivory points, when well armed 
and carefully dried, are very effective. They will retain their activity in this climate 
for many months, and they are found to be the most certain mode of sending lymph to 
our colonies. Some practitioners prefer glasses to points, but they are less certain. 
The employment of scabs for the propagation of cow-pox was first recommended by 
Mr. Bryce, of Edinburgh, in 1802: It is a very excellent mode of transmitting vae- 
cine matter to distant countries, but some nicety is required in operating with scabs, 
which experience alone can teach.” (pp. 198, 99.) 

As regards the period at which lymph should be taken for vaccination, GREGORY 
says :—‘ lhe younger the lymph is, the greater is its intensity. The lymph of a fifth-day 
vesicle, when it can be obtained, never fails. It is, however, equally powerful up to the 
eighth day, at which time it is also most abundant. After the formation of areola, the 
true specific matter of cow-pox becomes mixed with variable proportions of serum, the 
result of common inflammation, and diluted lymph is always less efficacious than the 
concentrated virus. After the tenth day the lymph becomes mucilaginous and scarcely 
fluid, in which state it is not at all to be depended on. * * * Infantile lymph is 
more to be depended on than the lymph obtained from adults. The matter of primary 
vaccinations is more energetic than that of secondary vaccinations.” (pp. 195, 96.) | 


2648. Vaccination is a completely dangerless operation, which may be 
performed at any time of year and in any age. It seems, however, most 
suitable, unless there be prevailing small-pox, to perform it in the second 
half of the child’s first year, in spring, summer, or autumn, when the 
child’s health is undisturbed. 

2649. If vaccination be performed from a fresh pustule, the child must 
be placed on the lap of a sitting person. ‘The point of a lancet is to be 
introduced into such pustule, as above described, of a person near at hand, 
so as to bring away some of the clear matter upon it without drawing 
blood. The child’s upper-arm is then grasped, the skin drawn tight, and 
the charged lancet thrust in obliquely, about a line beneath the epidermis, 
which must be gently lifted, the point of the lancet moved a little back- 
wards and forwards, and the left thumb being placed on its point, the 
lancet is then laid flat, and drawn out. In this way, three insertions of 
matter are to be made on each arm. Dressing is unnecessary. If the 
wound bleed, it must be left to dry, and not be wiped off. 


[For the proper performance of vaccination, GREGORY says:—“ Let the lancet be exceed- 
ingly sharp. Itshould penetrate the corion to a considerable depth. The notion that 
the subsequent effusion of blood will wash out the virus, and thus defeat our intention, 
is quite imaginary and groundless. Provided that a genuine lymph of due intensity has 
once come in contact with the absorbing surface of the cutis vera, the rest is immaterial. 
The vessels of the part have received the specific stimulus, and nothing can prevent the 
advance of the disorder, but some constitutional cause. In making the incision, the 
skin should be held perfectly tense between the forefinger and thumb of the left hand. 
The lancet should be held in a slanting position, and the incision made from above 
downwards. * * * I would recommend that, with lymph of ordinary intensity, 
five vesicles should be raised, and that these should be at such distances from each other 
as not to become confluent in their advance to maturation.” (pp. 197, 98.) ] 


9650. If vaccination be performed with dry matter, it must be moistened 
with pure water, so that a part of it may be got upon the lancet-point. 
In other respects, the proceeding is precisely the same as in the former 
mode. 

2651. The appearances which ensue after vaccination, if it be effectual, 
are the following :— 

On the first and second day only a trace of the slight stab is observed. On 
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the third day a blush appears at the place of vaccination, which becomes 
more distinct on the fourth and fifth days, and in its middle a little hard 
knob rises, which increases and is surrounded with a reddish areola. On 
the sixth day the colour of the knob becomes reddish white, it contains 
some fluid, presents a pit in its centre, surrounded with a,swollen edge; the 
hardness is felt as deep beneath the skin as it is elevated above it; the 
red areola becomes more considerable. On the seventh day the vesicle 
distinctly contains a transparent fluid, and the other appearances are more 
decided. On the eighth day the vesicle has attained the size of a lentil ; 
it is still most commonly filled with clear fluid, and surrounded with a more 
or less extensive areola. On the ninth day this areola is larger. On the 
tenth day the vesicle has become a pustule, in which the contained fluid 
becomes untransparent, thick, and converted into pus, and the pit in its 
middle disappears. On the eleventh and twelfth day the red areola dimi- 
nishes, the pustule begins to dry, is converted into a dusky-brown, blackish, 
thick and tough scab, which falls off about the four-and-twentieth day, 
leaving a flat scar (1). With these local symptoms, there occur, on the 
seventh, or more commonly on the eighth day, a slight attack of fever, in 
which, however, but few children lose their appetite and their usual live- 
liness. At this period, if the areola be very much inflamed, there is often 
pain and swelling of the axillary glands (2). 

[(1) To the above account may be added from Grecory, that, “by aid of the micro- 
scope, the efflorescence surrounding the inflamed point will be distinctly perceived, even 
on the second day. On the fifth day the cuticle is elevated into a pearl-coloured vesicle, 
containing a thin and perfectly transparent fluid in minute quantity. The shape of the 
vesicle is circular or oval according to the mode of making the incision. On the 
eighth day the vesicle is in its greatest perfection, its margin is tinged and sensibly ele- 
vated above the surrounding skin. In colour the vesicle may be yellowish or pearly. 
The quantity of fluid which it contains. will be found to vary much. When closely 
examined, the vesicle will exhibit a cellulated structure. The cells are eight or ten 
in number, by the flow of which the specific matter is secreted. The vesicle possesses 
the umbilicated form belonging to variola. * * ™* On the eleventh day the areola 
begins to fade, leaving in its decline, two or three concentric circles of a bluish tinge. 
Its contents now become opaque, the vesicle itself begins to dry up, and a scab forms, of a 
cireular shape, and a brown or mahogany colour. By degrees, this hardens, and blackens, 
and at length between the eighteenth and twenty-first day, drops off, leaving behind it a 
cicatrix of a form and size proportioned to the prior inflammation. <A perfect vaccine 
scar should be of small size, circular, and marked with radiations and indentations. 
These show the character of the primary inflammation, and attest that it had not pro- 
ceeded beyond the desirable degree of intensity. Many of the most perfect scars dis- 
appear entirely as life advances. (pp. 189, 190.) 

(2) “Until the eighth day,” continues Grecory, “ the constitution seldom sympa- 
thizes. At that period, however, it is usual to find the infant somewhat restless and 
uneasy. The bowels are disordered. The skin is hot, and the night's rest is disturbed. 
These evidences of constitutional sympathy continue for two or three days. There is, 
however, much variety observable here. Some children suffer slightly in their general 
health throughout the whole course of vaccination. Others exhibit scarce any indica- 
tion of fever, although the areola be extensive, and the formation of lymph abundant.” 


(pp. 190, 91.)] 


2652. The above named symptoms sometimes occur according to this 
order, only about two days later, but without interfering with the effect of 
the vaccination. But if the course of the vaccine vesicle be irregular, if it 
be formed on the first or second day, if it show no pit in its middle, if its 
contents be not clear and transparent, but yellow and purulent; further, if 
the inflammation spread more widely, if the hardness on the circumference 
of the pock be wanting; if the vaccination spot be from the very first 
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converted into an ulcer, or a mere slough; if instead of a dusky-brown 
or blackish scab, a yellowish-green, loose scabbe formed ; if the febrile 
symptoms be entirely absent, or do not appear at the proper time, the vac- 
cination must be considered as a failure, and the security from it of no 
value. The cause may rest on vaccinating with bad matter, if it be not 
clear, or if the lymph employed be putrid, if it be inserted too deeply, or 
if it be inserted with a blister-plaster. 

[On this point Grecory remarks :—“ Occasionally we meet with persons who, from 
some ‘peculiarity of habit, are wholly insensible to the vaccine poison, in whatever 
intensity, and by whatever mode it is applied. They receive it as they would so much 
cold water. The proportion of mankind who exhibit this idiosyncrasy is very small. 
I may have seen thirty or forty such cases in the course of my life. It would be very 
interesting to determine whether this constitutional inaptitude to cow-pox denotes a like 
inaptitude to receive and develop the variolous poison. In the few cases which I have 
seen, where inoculation was subsequently tried, the insusceptibility was proved to ex- 
tend to both poisons; but I have read of instances of an opposite kind. * * * The 
insusceptibility to the vaccine poison is, in some cases, obviously dependent on constitu- 
tional weakness, displayed in the slowness of dentition, the imperfect ossification of the 
head, and the emaciated aspect of the body. There exists here an atony of the ab- 
sorbent system.” (pp. 188, 189.)] 

2653. The after-treatment of vaccination simply requires proper regu- 
lation of the health. Care must be taken that the child do not touch or 
scratch the pock. In severe inflammation cold applications must be made ; 
and if much fever, proper diet must be directed. If there be much sup- 
puration at the vaccination spot, lead wash must be applied. Eruptions 
of the skin, which sometimes occur after vaccination, either subside of 
themselves under proper treatment, or by the use of slightly-diaphoretic 
remedies (1). If the vaccination fail, it must after some time be re- 
peated. 

If vaccination with the lancet fail repeatedly, it must be performed with a thread 
soaked in the cow-pox matter, after previously moistening it with warm water, and in- 
serted into a slight cut in the upper-arm, over which a piece of linen, spread with 
cerate, is to be placed, and fastened with a bandage, because this mode of vaccination 
is certainly successful. 

[(1) “It is not uncommon,” says Grecory, “to find the child’s body covered, gene- 
rally or partially, with a papulous eruption, of a lichenous character, from the ninth to 
the twelfth day, or even later. It is seldom seen in adult vaccination ; but is frequent 
in children full of blood, in whom numerous vesicles had been raised, which discharged 
freely. Vaccine lichen, as this eruption is properly called, often occasions great 
anxiety in the mind of the parent, from a suspicion that small-pox is coming out. 
I have seen it in such intensity as to be followed by minute vesicles ; but this latter ap- 
pearance is very rare. It is an accidental occurrence, chiefly attributable to the peculiar’ 
delicacy of the child’s skin and fulness of habit. Like the constitutional irritative 
fever, it indicates that the disease has taken effect on the system; but it is not deemed 
essential to the success of the process.” (p. 191.)] 
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2654. Infusion consists in opening a vein, through which opening the 
pipe of a syringe may be introduced upwards, some medicated fluid injected, 
and the wound of the vein afterwards treated in the same way as that made 
in bloodletting. This operation, which in the latter half of the seven- 
teenth century attracted great attention, was especially employed in those 
cases where no medicine could be taken by the mouth. It has been some- 
times used successfully when foreign bodies had stuck in the throat, ( par. 
1731,) as well also as in cases of seeming death. 


Infusion, mentioned by Macnus Pecetius and Lipavius in 1615; and practised on 
a dog by a Captain G. von WAHRENDOREF in 1642; was first subjected by Cu. WREN, 
who first performed it on a malefactor, in 1656, to philosophical examination. The 
English Physicians, CLark, Lower, and others, made experiments with it upon brutes ; 
Mavsor in 1664, and ExisHouz in 1665, first employed it on men; SCHMIDT, PURMANN, 
and P. Sarpt, especially occupied themselves with it. However, it soon sank in the 
estimation of physicians, and has only of later years been employed in a few cases in 
Germany by Kouter, HEMRAN, MECKEL, and others. After the early cases and his 
own experiments upon this subject had been collected by ScHEEL, the operation was 
performed in Germany by GRAEFE and Horn, and by Laurent’ and Percy in France, 
on men. Bricuat, NysTen, SEILER, MAGENDIE, OrFrLa, and DIEFFENBACH, instituted 
some exceedingly interesting, and for physiology, important experiments upon the injec- 
tion of different kinds of matters into brutes, and have employed this operation on man, 
as for instance in tetanus and cholera. The most complete account of infusion and trans- 
fusion is given by ScHEEL and by DIEFFENBACH. 

The effect of the injection of any matter into the veins is different according to its 
nature and the nature of the disease. The usual effects which all injections produce, 
besides those peculiar to them, are, sweating, frequent vomiting, shuddering of the whole 
body, and sometimes fever. All the remedies to be injected must be dissolved in water 
and be only as warm as the blood. In stubborn nervous diseases epilepsy, affections of 
the mind, hysteria, tetanus and trismus, in dyscrasic diseases, syphilis, gout, obstinate 
diseases of the skin, in typhus and intermittent fevers, infusion has been tried, and very 
different remedies have been injected. Narcotic remedies, as belladonna, opium, hyos- 
cyamus, digitalis, nux vomica, strychuine, stramonium have generally dared only to be 
given in two-thirds of their ordinary dose; salt is borne in large quantity ; they have 
the same effect as if taken into the stomach, though their operation is mostly very irre- 
gular. Simple warm water, which MacEnpi1£ has injected in hydrophobia to the 
amount of two pints, by which quietude though not cure has been effected, produces 
great faintness, violent sweating, and increased secretion of urine; sometimes when 
much is injected, watery stools; and if it be thrown in cold, severe shivering with dry 
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cough, pale urine, faintness, and severe sweating. In ¢etanus Percy, LAURENT and 
OnsENnoorT have found good results from injecting extr.opti and extr. dature stramonit. 
In cholera LaTTe injected a solution of salt, consisting of two to three drams of nitre 
and two scruples of carbonate of potash to six pints of distilled water, at a temperature 
of 112° Fahrenheit, to the amount of six or eight pints at once, and repeated it, so that 
from fifteen to forty-four pints were thrownin. In Germany this was tried by Zim- 
MERMANN, Casper, Buastus and others, but it produced only a passing effect. In cases 
of foreign bodies in the throat, KOHLER, BaLk, Kraus and GRraEFE have employed with 
advantage an injection of a solution of two to six grains of tartarized antimony, in half 
an ounce to an ounce and a half of distilled water, with the result already mentioned 
(par. 1731); and MEckKEL has also used it in a case of seeming death. 


2655. For injection, a very small vein should not be chosen, the vena 
cephalica is best. After the arm has been properly fixed, a fold of 
skin is to be made over the vein, and cut through lengthways from an 
inch and a half to two inches in the course of the vein; the vein is to be 
separated from the cellular tissue and two threads carried round it; after 
which it is to be lifted a little wp and opened lengthways with the lancet, 
to.an extent corresponding with the size of the pipe. After having filled 
the pipe with warm water, it must be passed in towards the heart, the 
threads tied firmly around it so that the blood shall not escape, and then 
it is to be held by an assistant. ‘The syringe heated by dipping in warm 
water to the temperature of the blood is now filled with the fluid warmed 
to the same degree, and its point being directed upwards, some of the 
fluid is squirted out, so that all air may be got rid of; it is then intro- 
duced into the pipe, and the fluid slowly and at intervals injected into 
the vein. If more fluid have to be thrown in, the syringe must be re- 
moved, the opening of the pipe covered with the finger, and the injection 
repeated as before. When the injection has been completed, the threads 
are to be removed, the pipe carefully withdrawn from the vein, and the 
wound compressed with the thumb and finger of the left hand. The 
wound in the skin is to be brought together with slips of sticking plaster, 
over which a little compress and a bandage are to be applied, as after 
bloodletting. ‘To prevent inflammation cold applications are to be made 
for some days. 

The practice of opening the vein after putting on a bandage, as in bloodletting, and 
injecting after the removal of the bandage is improper, as the injection may go into 
the cellular tissue. According to BLasrus, the vein should be laid bare by a cut upon 
the skin, compressed at the upper part of the wound, opened in its longitudinal axis 
with a lancet, and into this aperture the little tube immediately inserted. For the in- 
jection he employs a tube with a pig’s bladder ; ScHEEL uses a syringe with an elastic 
tube; others an Indian rubber bottle, HELPEr’s funnel of transparent horn; HaGER 
uses a glass blowpipe with a silver syringe; GRAEFE opened the vein with a thin 
curved trocar which he thrust into the swollen vein, drew out the stilette, allowed an 
ounce of blood to escape from the canula, and into it introduced a closely-fitting syringe, 
with which he injected the fluid. 

2656. Transfusion consists in opening a vein, into which blood is con- 
veyed from the artery or vein of another person, (immediate transfusion,) 
or by means of a syringe (mediate transfusion, infusory transfusion.) The 
history of this operation is connected with that of infusion. The notion 
of improving the juices, and of curing cachectic and dyscrasic diseases by 
the transfusion of the blood of man or brutes, which was very prevalent in 
the latter half of the seventeenth century, has not been confirmed by ex- 
perience. ‘The operation was nearly forgotten, and only in modern times 
has been brought into use successfully in cases of loss of blood, especially 
after childbirth, and also in continued and irremediable vomiting, where 


OF TRANSFUSION. 879 


death from inanition was dreaded (BLUNDELL). Only in such cases can 
its employment be advantageous, as even in cholera, its use has been with- 
out any beneficial result. 


Although M. Prcexius and Paoxa Satvi are named as the discoverers of transfusion 
Lrgavius, and afterwards CoLux, noticed it, yet it was first performed in France by 
Dents and EMMEREz in 1667, and by Kine afterwards in England on man; in Germany 
by Kaurrmann and PurmAnn. Notwithstanding the predilection of many practitioners 
for this operation, its results were not such as to keep it in sight. Rosa first repeated it 
in 1783; ScHEEL in 1802 collected the experiments already made in recent times. 
BLUNDELL has successfully performed this operation in cases of loss of blood, and pro- 
posed it in vomiting which could not be stopped, and the inanition to be feared therefrom. 
Hence are the English practitioners decided on its employment, and it has consequently 
been practised by DousLepay, Uwins, Water, Knox, and others. Prevost and 
Domas, as well as Dierrensacu, have made experiments interesting in a physiological 
view, and the latter has employed it, though without advantage, in cholera, GRAEFE 
has modified the apparatus for immediate transfusion. 


2657. Although immediate transfusion has the important advantage, 
that the blood not being changed by the influence of the air, its natural 
warmth is preserved, that it does not coagulate, and is even propelled by 
the action of the heart; yet, however, in recent times, mediate transfusion 
has been preferred, because, in immediate transfusion by tubes, the blood 
always clots in a few seconds, whereby its passage is prevented, and 
generally, it is not known what quantity of blood has passed ; because, 
further, the passage of blood from one vein to another is impossible, as 
the stream of venous blood has not sufficient power, the opening of a small 
artery is insufficient, that of a larger one not admissible in men, venous 
blood is, generally, more proper, and human blood more suitable than that 
of beasts. 


Various apparatus have been proposed for immediate transfusion. Dents used two 
small silver tubes, curved at one end, and furnished with a shoulder, and at the opposite 
end, received into each other; he introduced the shouldered end of a tube into the artery 
of a beast, and that of the other into the patient’s vein, and then connected both by in- 
serting their free ends. BorHm connected them with a small piece of intestine, as for 
instance, that of a fowl, by stroking which, the passage of the blood might be encouraged. 
Instead of intestine, REGNER De GRaaF connected the two tubes with a piece of artery 
dissected from a beast, to which there was a side branch, partly to allow the escape of the 
air, and partly to note the constant stream of the outflowing blood. von GRAEFE’s 
apparatus consists of a glass cylinder filled with warm water at a temperature of 
29° Réaum., (97° Fahr.,) and furnished with a cock for the escape and renewal of the 
water, and through which a glass tube passed for carrying the blood, which received 
at one end another tube, of which that for the artery was curved and shouldered, and 
that for the other, elastic. 

In the performance of immediate transfusion, the beast, properly bound, is placed on 
a table near the patient, one of whose veins is opened, and a tube passed into it towards 
the heart; this is given to an assistant, and below the wound a compressing bandage is 
applied. The carotid or crural artery, according to the size of the beast, is then laid 
bare, a ligature passed around, and a director pressed upon it, and beneath the pressed 
part the vessel is opened lengthways with a lancet. Into this opening the end of one 
tube is inserted, and the artery fastened around it with a ligature; the other end is in- 
serted into the tube ensheathed in the vein, after the pressure has been removed from the 
artery, and a little blood allowed to escape. When the operation is finished the appa- 
ratus is withdrawn, and the wound closed, as in bloodletting. 


2658. What has been already said (par. 2654) in reference to the pos- 
sible danger of infusion, applies also to transfusion. If too much blood 
be injected at once, and too quickly, overfilling and rending of the heart, 
palsy, and death, may ensue. MAGENDIE has also observed that not 
merely the entrance of air into the vein, but also of clotted blood, may 
cause death by stopping up the minute vessels of the lungs. According 
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to BICKERSTETH (a), transfusion should, where possible, be undertaken 
before the circulation in the patient’s arm has entirely ceased. 

2659. The following is the mode of proceeding in mediate transfusion. 
A sufficiently large superficial vein, the vena cephalica is best, must be 
laid bare, by a cut an inch and a half long, upon a fold of skin; the vein 
is to be cleared from the cellular tissue, and two threads carried round it, 
of which the one corresponds to the upper, and the other to the lower 
angle of the wound. The threads are now to be tied, and whilst with 
them the vessel is a little raised, it is opened with the lancet. The canula 
filled with warm water, is now passed into the vein, and the upper thread 
tied over it, the lower thread remaining tied. Whilst this is doing, the 
person from whom the blood is to be taken, standing close to the patient, 
has a vein opened with a large wound, the blood is received into a warm 
vessel, and the syringe, also warmed, draws up of it about two ounces. 
The point of the syringe is now quickly directed upwards, a little blood 
squirted out to get rid of the air, and it is then fixed into the canula in the 
vein, and the blood slowly injected through it. The syringe should not be 
completely emptied, because the remaining blood in it quickly clots. The 
syringe is now to be cleared with warm water, and the injection repeated, 
for which purpose the vein, which in the mean while has been compressed, 
must now be reopened, and blood drawn into a cup as already mentioned. 
After the lapse of five minutes, more blood may be thrown in according 
to circumstances. The dressing and after-treatment are to be managed 
exactly as in infusion. (par. 2635.) 


BLUNDELL’s apparatus consists of a funnel for receiving the blood, connected by a tube 
with the syringe which injects the blood into the vein through an elastic tube. It is not 
proper, because the blood easily clots in it. 

Instead of a syringe holding two ounces, Buasius thinks a smaller one holding not 
more than half an ounce, is better, as therewith the blood loses less of its vitality, and 
clots less. 

Joun Miuer proposes, after separating the fibrous parts from the blood by beating, 
to inject it warmed, as in this way it still retains its corpuscles and living powers. 
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(a) Liverpool Medical Journal. 1834. May.—London Medical Gazette, vol. xiv. p. 599. 
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BaERWINEEL, Dissert. de Igniis in Arte Medicina. Lipsie, 1824. 

Kuern, Ueber die Anwendung des gliihenden Eisens; in voN GRAEFE und yon 
Watruer’s Journal, vol. iii. part iv. p. 605. 

Wo FF; in same, vol. v. part. iii. 

von Kern, V., Ueber die Anwendung des Gliiheisens bei verschiedenen Krank- 
heiten. Wien, 1828. 

2660. Under the term Cauterization, is included the more or less se- 
vere application of escharoties or of fire on any part of our body. Escha- 
rotics, (Cauteria potentialis, Lat.; Aetzmittel, Germ. ; Caustique, Fr.,) 
of which those most in use are lunar caustic, caustic potash, Cosmr’s 
powder, corrosive sublimate and butyr of antimony, are applied either in. 
a dry form, or as powder made into a paste with a little fluid, or ina fluid 
form, the mode of using which on luxuriant granulations has been already 
noticed (par. 2352, and frequently elsewhere.) Fire (Ignis, Lat.; Feuer, 
Germ.; Few, Fr.) is applied either with the actual cautery (Cauterium 
actuale) or by combustible substances, (Moxa, Lat.; Brenncylinder,. 
Germ.,) which are allowed to burn on the surface of the body. 

2661. The object of cauterization is generally very various, and may: 
be, first, the destruction of a part; second, alteration, change, or excite= 
ment of the living activity of any one part, whereby a more speedy con- 
version of its substance, a more active absorption and the dispersion of 
tumours is effected; third, a greater degree of inflammation; fourth, re- 
moval of a deep-seated process of disease to the surface of the body ; jifth, 
destruction of hurtful matter ; sixth, stoppage of bleeding, especially that 
of the so-called parenchymatous. In consequence of these various effects 
of cauterization it is employed in a great many diseases, for instance, 
in fungous growths, in cancer, moist and secreting parts, in teleangi- 
ectasy, in cold abscesses, in deep-seated, rheumatic and gouty affections, 
in the several diseases of joints, in palsy and other nervous affections, in 
deep-seated suppuration and the like. 

2662. It must be remarked, in reference to the effect of cauterization 
by escharotics and by fire, that the former always causes destruction of 
the part on which it is applied, but little alters the vitality of the neigh- 
bouring parts, and is only specially effective from the suppuration set up 
in the cauterized part. Hence its use, if the destruction of the part be not 
the object of its application, is specially confined to those parts where a 
discharge is to be kept up for a long time. The operation of fire acts 
more deeply upon the neighbouring parts, sets up greater reaction, excite- 
ment of the living activity, quicker change of substance, violent contrac« 
tion of muscles, and independent of those cases where its object is the 
destruction of any part or the formation of a slough, may be considered 
in many other cases as a powerful remedy for the purpose, after the sepa~ 
ration of the slough formed by the burn, of keeping up long-continued 
suppuration. 

2663. The Actual Cautery may be employed at various degrees of 
heat; it may either be held at a distance of five or-six inches, and brought, 
gradually nearer and nearer to a part, or it may be moved freely upon 
the surface of a part, or it may be kept in contact with it for some time. 
According to these degrees in the application of the actual cautery do its 
effects. vary, and in the latter case is it very effectual and exciting. 

2664. Of the various forms of cautery trons the following are most 
useful, and if of different size answer all purposes, a..conical, /3.. flat. 
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round, y. prismatic or hatchet-shaped. The conical iron is specially used 
where one particular small part is to be acted.on, for instance in bleed- 
ings; the round, where the effect is to be greater and a permanent issue’ 
is to be formed; the prismatic or hatchet shaped, for quickly passing 
over any part. If the actual cautery be used in any one cavity, or without 
subjecting the neighbouring parts to the effect of the fire, either a conical 
iron with a sheath must be employed or a red-hot trocar, which is to be 
carried to the part required in its own sheath. 

2665. When the actual cautery is made use of, special care must be 
taken that the patient be held fast; and the part to which it is applied 
must be carefully dried, and if hairy the hairs must be removed. The 
iron should be white-hot. When the object is to destroy a part, to stanch 
a bleeding, or to form an issue, it must be applied efficiently and pressed 
down with requisite force. If the iron cool and the object be yet unat- 
tained, a second white-hot iron must be applied. If the cautery be applied 
in stripes, the stripes should be first marked, should not go from the same 
point, should not cross, should be an inch and a half to three inches 
asunder, and the white-hot prismatic or hatchet-shaped iron should be 
carried in the direction of these stripes with due care over the skin, be- 
cause it very easily slips from the proper direction. KK xxr1n’s double 
cautery iron much facilitates this operation. 

The parts to be avoided in applying either the actual cautery or the moxa, are the 
skull, where covered only by the pericranium and skin, at least the cautery must not be 
applied here above a couple of seconds, otherwise its effect will be propagated to the 
membranes of the brain and the brain itself, the ridge of the nose, the eyelids, the course 
of the larynx and windpipe, the breast-bone, the breast-glands, the white line of the 


belly, the superficial tendons, the generative organs, and those parts of joints where, 
on account of the superficial situation of the capsular ligament, injury to it may be 


dreaded (a), 

2666. After the actual cautery has been applied, the part must be co- 
vered with lint, dry and spread with some simple ointment. If the pain 
following be very severe, it may be relieved with anodyne applications. The 
patient must be kept quiet, and according to circumstances, take antiphlo- 
gistic or narcotic medicines. When the slough separates, the suppurating 
part must be dressed with ointment which will promote its healing, or the 
suppuration must be kept up as the case requires. If the cauterization 
have been made on account of bleeding, the early dropping off of the slough 
must be carefully avoided. 

2667. The Moxa is a cylinder of cotton held together with a linen 
bandage and a few stitches, about an inch high, and of larger or smaller 
extent, according to the condition of the part to which it is to be applied, 
and the effect it should produce. The cotton must not be too tightly 
compressed, and the part on which the moxa is placed must be quite flat. 
To fix the moxa, a moxa-holder (6) is best employed, to wit, a metallic 
ring with wooden feet and handle. The neighbouring part where the 
moxa is applied must be covered with moist compresses to protect them 
from the sparks which fly about, as when lighted it must be blown with a 
pipe so as to keep it properly burning ; but if its effect be not required 
to be violent, it may be left to burn without blowing. 


A special and very convenient kind of moxa may be made with rotten phosphor- 
escent wood, properly dried and powdered, and mixed up into a paste with alcohol, 
which being forced into a mould, may be formed into a cylinder as thick asa quill; 


(a) Larrey, above cited, p. 6, pl. xi. fig. 1, 2. (b) Larrey, above cited, pl. i. fig. 3, 4. 
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this when dry may be cut into pieces half an inch long; the end of each must be 
smeared with some digestive ointment to stick it to the skin, and its upper end must 
be lighted. It burns without any blowing, and its small size permits its application at 
any part and in any quantity (LaRrREy.) 

According to Percy, moxas are best made from the pith of the sunflower (Helianthus 
annuus) rolled up in cotton, soaked in a solution of saltpetre, or in alternate layers of 
soft tow or fine cotton, which have been some time soaked in a solution of saltpetre, two 
drams to a pint of water. Both kinds of moxa have the advantage, like the former, of 
burning without blowing (a). 

Very useful moxas are made of firm English blotting-paper, repeatedly dipped in a 
solution of chromate of potash, one part to fifteen parts of water, and dried. A piece 
of this paper is to be rolled up, and kept together by a needle thrust through it. It 
burns quickly and regularly. 

If the part burnt with a moxa be touched with caustic ammonia, the slough is not 
thrown off by suppuration, but gradually scales off (LaRREY. ) 

2668. The slough thus formed is to be covered either with folds of soft 
linen, or if its separation and the formation of an issue be required, with 
a pledget spread with digestive ointment; in the latter case, after the 
slough has been thrown off, the suppuration is kept up, either by frequently 
touching with caustic, or by inserting a pea, which is first to be fixed with 
sticking plaster and a bandage, till it form itself a pit. 

2669. The difference between the effect of a moxa and of the actual 
cautery is, that in the former, the sensation of a certain warmth is gradu- 
ally increased to a violent degree of pain; hence it extends its operation 
to the deeper tissues, and consequently is to be preferred in affections of 
deep-seated organs, to the actual cautery. Larrey (6) also supposes 
that the moxa, besides its relative quantity of heat, communicates to the 
neighbouring parts a volatile, very active principle, which is produced by 
the burning of the cotton (e). 


VIII.—OF THE DIVISION OF NERVES IN NEURALGIA, 
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a Eccrrt, Ueber das Wesen des Gesichtsschmerzes und die Operation desselben ; in 
same, vol. vii. part iv. p. 538. 

Bonnet, Traité des Sections tendineuses et musculaires, etc. ; suivi d'un Mémoire sur 
la Neurotomie souscutanée, p. 622. Paris et Lyons, 1841. ; 


Mayo, Hersert, Outlines of Human Pathology. London, 1836. 8vo. 


(a) von GRAEFE und von WALTHER’S Journal, Joints, and also in Chronic Rheumatism, Rheum- 
yol. iii. p. 491. atic Gout, Lumbago, Sciatica, Indolent Tumours, 
(b) Above cited, p 7. &c. London, 1826. Second Edition.—Wat.ace, 
c) Boyt, J., Treatise on a modified application WILLIAM, M.D., A Physiological Enquiry respect- 

of Moxa in the Treatment of Stiff and Contracted ing the action of Moxa, &c. Dublin, 1827. 


$b 2 


884 : DIVISION OF NERVES 


2670. In stubborn neuralgies, which withstand all internal and external 
treatment, specially those which are seated in the branches of the nerves 
of the face, the division of the trunk is the only remaining remedy. The 
result of this operation is generally doubtful, as, although momentary relief 
from pain follows it, the disease returns, which is explained by the nume- 
rous ramifications of the nerves spreading on the face, but is kept up by the 
union of the divided nerves, on which account it has been recommended 
to cut out a piece of the nerve, and to employ cauterization. In recent 
times, however, the subcutaneous division of nerves has been proposed. 
(BonnET, DIEFFENBACH, and others.) . 

2671. In frontal neuralgy where the supraorbitar branch of the fifth 
pair of nerves is affected, the pain begins in the supraorbitar hole, spreads 
over the forehead, the hairy part of the head, downwards into the orbit, 
to the inner corner of the eyelids, and frequently over the whole side of 
the face. The supraorbitar nerve should be cut through transversely, in 
doing which the soft parts, above the supraorbitar hole, must be divided 
down to the bone with a bistoury, and lint thrust into the wound, which 
should heal by suppuration and granulation. 


In the subcutaneous division of the inner and outer branches of the frontal nerve, the 
skin should be pierced about an inch from the middle line, and the third of an inch 
above the eyebrow, wih the tenotome thrust in downwards and outwards, and carried 
an inch or an inch and a half further beneath the skin; the instrument is then held 
steady with its cutting edge forward, and the skin pressed several times with the thumb 
of the other hand, so as to cut through the parts beneath it. To make more sure that 
the nerve do not escape, the edge of the knife must be turned back so as to divide the 
soft parts down to the bone. If the inner branch of the nerve have to be divided, the 
knife after being withdrawn, must again be introduced into the wound, turned inwards 
and downwards, and the division made in the same way. 


2672. In the case of an infraorbitar neuralgy, (FOTHERGILL’S (a) Face- 
ache,) where the pain begins at the outlet for the infraorbitar nerve, and 
spreads over the wings of the nose, the cheek and upper lip of one side, 
the infraorbitar nerve must be divided. ‘This must be done by thrusting a 
pointed bistoury half an inch below the under edge of the orbit, and half 
an inch-from the inner corner of the eye, directly down towards the cuspid 
tooth, to the bone, and carried outwards, and downwards three quarters 
ofan inch towards the: zygomatic process of the upper jawbone. The 
wound is to be treated as in the former case. 


In the subcutaneous division of the infraorbitar nerve, that part of the skin is first 
chosen which corresponds to the infraorbitar- hole; about half an inch from which out- 
wards and the same distance below the edge of the orbit, the skin is to be pierced. . The 
upper lip must be drawn downwards and forwards with the left hand, to render the 
nerve tense and separate it from the cuspid pit. The tenotome with its edge upwards, 
is introduced with the right hand, and cuts cautiously inwards and a little downwards, 
that it may sweep the bottom of the cuspid pit, till it reach the infraorbitar hole, 
and stop on the nasal eminence. The edge is now directed a little forwards and divides 
the nerve by. a-lever-like movement, the knife. being always kept close to the bone. 


2673. When the face-ache spreads from the middle of the parotid gland 
towards the wing of the nose and lower eyelid, towards the corner or 
the mouth and upper lip, or also even towards the chin, the teeth, and angle 
of the lower jaw, the middle branches of the infraorbitar and inferior 
maxillary nerves, or even the lower branches of the facial nerve and the 
mental nerve are affected. 

In the former case, for the division of the middle branches of the facial 


(a) Foruererit, J.,M.D., Of a painful Affection of the Face ; in Medical Observations and Inquiries, 
vol. v. p. 129, London, 1776. 
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nerve and the infraorbitar nerve, Kunin makes a cut from about the 
middle of the nose to the middle of the cheek. In the second case, he 
makes a cut into the cheek through the m. masseter to the under edge of 
the lower jaw, and beneath it towards its angle. The parotid duct must 
be avoided. The bleeding from the facial artery must be stanched by 
thrusting in lint and by a compressing bandage. When the pain extends 
from the hinder angle of the lower jaw to the upper lip, towards the ear, 
the nose, and eyelid, when especially the lower facial nerve and consecu- 
tively the mental and infraorbitar nerves are affected, a cut should be 
made for dividing the facial nerve, which, according to KLEIN, should 
begin below the parotid duct at the edge of the m. masseter, pass along 
the under edge of the lower jaw, and run up to the corner of the mouth. 
If the inferior maxillary nerve be the seat of the neuralgy, and the pain 
extend from the second molar tooth over the lower jaw, and the teeth 
towards the ear and eye, the inferior maxillary nerve must be cut through, 
for which purpose the membrane of the mouth and gums is to be divided, 
and the knife passed directly from the second molar tooth to the base of 
the lower jaw, down to the bone. If this be insufficient, the nerve may 
be divided at its entrance into the maxillary canal, by cutting vertically 
near the coronoid process, and then, by scarification with a gum-lancet 
between that process and the m. pterygoideus (a). 

2674. For the subcutaneous division of the nerves of the cheek, Dinr- 
FENBACH passes a tenotome in various directions beneath the skin, and 
divides the affected nerves with successive strokes. In mental neuralgy, 
for the subcutaneous division of the nerve, at its escape from the mental 
hole, the skin covering the lower jaw must, according to Bonner, be 
pierced half an inch from the symphysis, and the same distance from the 
lower edge of the horizontal branch of the lower jaw. The tenotome .is 
introduced with the right hand, whilst the lower lip is held with the. first 
three fingers of the left hand, the thumb and middle finger being placed on 
the outer surface, and the forefinger on the mucous membrane at the first 
molar tooth, the lower lip drawn forwards and upwards, and the ‘nerve 
separated a little from the bone. The tenotome, with its edge downwards, 
is passed backwards and upwards till its point which should run along the 
bone, and always touch it, reach the first molar tooth, and be felt by the 
forefinger beneath the mucous membrane. The edge of the tenotome is 
now pressed down, by raising the handle, and drawn a little back; and 
this movement is repeated several times, whilst the edge of the knife is 
carefully kept on the upper surface of the bone. If this operation be per- 
formed on the right side, the left hand must be carried round the head of 
the patient, and the lip held with three fingers, whilst‘ the thumb rests on 
the inside. 

2675. As even the repeated division of the nerves of the face, according 
‘to these rules never affords complete relief, and the pain recurs, KLEIN 
was first struck with the idea of destroying the trunk of the facial nerve 
at its exit from the stylo-mastoid hole. After various experiments which 
he performed on the dead body, for the.division of the nerve atthe part. 
he had thought of, he performed the operation in the following way. He 
made a deep penetrating cut with a slightly-curved bistoury, which he 
thrust in, below the lobe of the auricle, well up-pulled, towards. the front 


(a) Kuen, above cited, in the Chiron.—Lizars, _ by Operation ; in Edinburgh Medical and Surgical 
Neuralgia of the Inferior Maxillary Nerve cured Journal, vol. * ii p.529. 1821. 
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edge of the mastoid process, obliquely behind it, to its extremity. The 
divided occipital artery bled smartly, but was checked by an assistant 
pressing on the carotid. He then made a transverse cut below the lobe of 
the auricle, separating it from the beginning of the first cut to the tem- 
poral artery, which he avoided, and immediately some trifling auricular 
branches spouted forth. He then separated the flap in the same way deeply 
to the hinder edge of the styloid process throughout its whole length, at 
the same time thrusting the point of the knife deeply upwards and back- 
wards, and lengthening the cut also behind the mastoid process down to the 
bone. Herewith the facial nerve was cut in two. He now quickly 
pushed a hot blunt round cautery iron as thick asa common quill, obliquely 
from below upwards and inwards, pressed it firmly and for some time on the 
stylo-mastoid hole, and carried it in different directions for the purpose of 
cauterizing the occipital artery. ‘The wound, which still continued bleed- 
ing, was plugged with lint dipped in white of egg and strewed with gum 
arabic, covered with a compress, the whole fastened with a cloth around 
the head, and pressure kept up several hours, by an assistant. 

2676. No remarkable symptoms occurred after the operation, and the 
wound healed in a short time. Wryness of the mouth and tip of the 
nose, which occurred on the destruction of the nerve, subsided, and the 
face-ache completely ceased. In a second case, which KLEIN operated on, 
the result was the same, and the patient had no inconvenience beyond 
a slight mark. In both cases, however, according to positive assurances, 
the result was not permanent. 

Kern considers the operation entirely free from danger. If the 
division of the facial nerve be properly managed, the carotid artery and 
jugular vein cannot be wounded, as the former lies in its canal too far from 
the styloid process, and the latter is distant from the place of the cut, and 
if wounded, can be commanded by pressure (a). 

According to LANGENBECK, the division of this nerve can be performed with great 
safety in the following manner. The auricle being drawn upwards and forwards, a 
cut is made from the front edge of the root of the mastoid process, where it is connected 
with the styloid process, and continued below the auditory passage, on the front edge of 
the m. sterno-mastoideus, so that its tendinous fibres can be seen. The parotid gland 
now laid bare is carefully separated and turned aside; and the wounded posterior or 
occipital artery tied. The finger is now passed to the upper part of the wound, and 
feeling the junction of the bony auditory passage, and the root of the styloid process 
as a broad bony surface, is pushed on towards the upper edge of the mastoid process, 
behind it, but stopping at the hind edge of the styloid process, without reaching its 
inner side, then from the inner edge of the base of that process and the m. sterno- 
mastoideus, from above downwards, and from without inwards, towards the styloid 
process, where it tears away the cellular tissue covering the nerve, which then appear- 
ing as a white cord above the hinder belly of the m. digastricus maxille infertoris, is 
taken hold of with the forceps, lifted up a little and cut through, or a piece of it 
taken out. 

2677. On comparing the subcutaneous division of nerves with the 
ordinary mode of proceeding, it cannot be denied, that the complete 
division of the nerve in every case is more difficult, and the nerve may 
even be missed. This, however, can be avoided by careful performance 
of the operation, founded on correct anatomical knowledge. The symp- 
toms are usually slight, as in all subcutaneous operations, and the blood 
which has been thereby extravasated is soon absorbed. 

Bonner has attempted to contravert the objection, that the divided 


fa) Frizxer, Dissert. de Secundo Trunco Nervi Duri in Prosopalgia. Tibing., 1813.—KLErn, above 
cited. 
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nerve reunites, by stating, that after its division the extravasated blood 
remains between the ends of the nerve, and that, afterwards, one part of 
it is absorbed, and the other becomes organized, and forms a connecting 
‘intermediate substance between them. Whether otherwise, by the sub- 
‘cutaneous division of the nerve, the result is rendered more certain, still 
remains undecided by the experience hitherto had. It must not, however, 
be overlooked, that several cases which have been related as subcutaneous 
neuro-myotomies, have produced painful and spasmodic contractions of 
the muscles (a); or it may be doubted whether the trunk of the nerve, 
‘or only some little branches of it have been divided (6). 

The following may be mentioned as examples of the division of nerves, and at dif- 
ferent parts. Der.precu and Ear.e have cut directly through the ulnar nerve, where 
it runs behind the inner condyle. AsTLEY Cooper cut out half an inch of the radial 
nerve, after laying it bare on the radius. ABERNETHY and WILson divided, above the 
injured part, a nerve wounded in bloodletting. ABERNETHY cut out half an inch 
of the digital nerve on the middle joint of the finger. MaLAcopi cut out a semilunar 
piece, of a finger’s breadth, from the ischiatic nerve in the region of the knee-joint. 
‘Swan cut through the peroneal nerve, at the inner edge of the outer hamstring; DEL- 
PEcH divided the posterior tibial nerve, whilst on the hinder edge of the shin-bone, 
laying it and the vessels bare, and separating it from them. Manovy divided the 
same nerve behind the inner condyle, in a case of traumatic trismus. BusaLsky cut 
off both from the outer branches of both the accesory nerves of WiI1LIs, at their exit 
from the m. sterno-mastoideus, a piece three inches long, but without any satisfactory 
result. In pains in the heel, according to LENTIN, deep cuts have been made into 
the heel, and suppuration kept up in them for a long time. From the energetic applica- 
tion of the actual cautery in plantar neuralgy, I have seen the most satisfactory result. 
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2678. Amputaiion is the last and most grievous remedy to which art can 
have recourse, for the purpose of saving. the life of a patient by the loss of 
a limb. ‘Fhe cases which make it necessary have been already mentioned 
in treating of gunshot wounds, (par. 846,) compound fractures, (par. 590,) 
white swelling, (par. 254,) carious ulcers, ( par..886,) and elsewhere. 

2679. :Amputations may be distinguished into those which are per- 
formed in the continuity of the limbs, (Amputationes,) and those at joints 
( Hxarticulationes,) 

2680. The following points must be considered of amputations in ge- 
neral; first, the precaution against bleeding ; second, the formation of 
such wound that the bone may be properly covered with soft parts; third, 

the sawing off the bone; fourth, the stanching the bleeding from the 
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divided vessels; and fifth, the proper treatment of the wound formed by 
the amputation. ; 

2681. Precaution against bleeding consists in the compression of the 
principal artery of the limb to be amputated, either by the application of 
the tourniquet, (par. 283,) or by the fingers of an assistant, or with a 
proper compressor. 

The application of the tourniquet is accompanied with many inconve- 
niences, as if it be placed in the neighbourhood of the part where the 
amputation is to be performed the muscles will not retract properly ; it is 
often inconvenient to the operator, and prevents the return of the blood 
through the veins. For these reasons compression of the principal artery 
by a capable assistant, at least in amputation of the upper limbs and 
thigh, is preferable to the tourniquet. In amputation of the leg the tourni- 
quet is used, because here tying the ligatures is often difficult, and the 
assistant compressing the vessel becomes exhausted. Compression must 
always be made at a spot where the artery is superficial, and the neigh- 
bouring bone affords a point of support ( par. 284.) 


In patients who are weak and have little blood, BRUNNINGHAUSEN recommends, that 
before the operation the limb should be swathed in a flannel bandage nearly up to the 
place of the cut, in order to diminish the loss of blood. 

[The only real advantage derived from the use of a tourniquet at an amputation, ex- 
cept in cases of compound fracture or wounds, where it had been previously applied to 
check bleeding, is, that the operator has no dread of a gush of arterial blood when he 
cuts through the large vessels, if he have any doubt of the capability and firmness of 
the assistant, to whom compression of the principal artery is intrusted. But if he be 
trustworthy, the compression is more certainly made with the fingers than with the 
tourniquet, the pad of which, however well adjusted, will often slip from the vessel if 
the patient struggle, and become quite useless. One would think compression could 
scarcely be objected to, in amputations of the smaller parts of the limbs, when it is in- 
variably and necessarily employed in amputations high up through the thigh and upper 
arm and at the hip and shoulder, and no difficulty is found in practising it at either of 
those parts. 

Cue tus has justly objected to the tourniquet, that it prevents the return of the blood 
by the veins, a circumstance too little remembered in amputation. Bleeding from the 
arteries is, in general, cautiously guarded against; but bleeding from the veins is thought 
of no importance, and by some indeed actually advantageous, which is however a most 
serious mistake. It must not be supposed that when the tourniquet is applied, all flow 
of blood to the part of the limb below is stopped, for such is not the case, as is de- 
cidedly proved by the filling almost to bursting of the superficial veins, and the gene- 
rally congested state of the whole part, in consequence of which directly the knife begins 
to cut the blood streams forth in torrents, frequently with the observation that it-is only 
venous blood, forgetting that this venous blood must be so much withdrawn from the 
general circulation, of which the patient not unfrequently soon feels the effect, becomes 
pallid and covered with cold sweat and now and then swoons. All this depends on 
the tourniquet bandage which has dammed up the current from below, without any 
possible benefit. 

But admitting for argument’s sake, that a free flow of venous blood at an amputation 
is generally advantageous, which, however, I agree with many others in denying, yet 
there are occasions and those not unfrequent, where it is positively dangerous and occa- 
sionally fatal to the patient. A healthy person who, by wound of, or from severe 
tearing or compound fracture of a limb, has lost a considerable quantity of blood, and 
has been so completely pulled down by it, that it is often necessary to administer stimu- 
lants and wait for hours till his circulation have recovered, and the immediate effect of 
the bleeding have gone off, such person cannot bear to lose any blood, and the operator 
must take every precaution, and it may be even tie the principal artery before ampu- 
tating, for the purpose of guarding against loss of blood. Neither can a patient who is 
on the very verge of hectic, the result of any local disease or excited during the progress 
of a severe injury, bear any loss of blood during an amputation ; three or four ounces of 
venous blood suddenly escaping may be fatal, or endanger him very considerably. For 
these reasons bleeding from the veins is not to be thought lightly of, and therefore com- 
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pression by the thumbs is better than the tourniquet, as it checks the great flow of blood 
to the limb, and does not prevent the return, by the veins, of that blood which has made 
its way by the side channels, which cannot be closed more by the tourniquet than they 
are by the thumbs. Some Surgeons advise tying the principal artery first before am- 
putating, if the limb be removed near the trunk, and it cannot be doubted this is the 
safest method; I have done this on two or three occasions; but at other times have 
taken up the artery directly it was cut through and afterwards finished the operation, 
and upon the whole I think this is the better practice of the two, when there seems to be 
a necessity for either.—J. F. S.] 

2682. The formation of such wound that the bone can be properly 
covered with soft parts, it has, in general, been attempted to effect in two 
ways, a. by cutting circularly into the soft parts down to the bone, or 
Amputation by the circular cut (Amputation durch der Zirkelschnitt, 
Germ. ; Amputation circulaire, Fr.) ; and 3. by separating the soft parts 
Jrom the bone in shape of a flap, or Amputation with a flap (Lappen- 
amputation, Germ.; Amputation a lambeaux, Fr.) 

2683. History presents many modes of meeting the just-mentioned re- 
quirements by the circular cut. Ceisus (a) had already expressly directed 
that the skin and muscles should at one stroke be cut into down to the 
bone, that they should be well drawn up, and be again divided from the 
bone higher up, so that the bone might be covered and union of the parts, 
drawn over it, might be effected. Ata later period, however, this direction 
was so considerably departed from, that the skin and muscles being merely 
drawn up, were divided down to the bone with one circular cut, and the 
bone sawn off. 

2684, The impossibility, by this method, of drawing the divided parts 
over the bone and covering it, necessarily rendered this a violent proceed- 
ing, the suppuration was always considerable, the bone stuck out, or was 
only partially covered, and a bad scar was formed. For these reasons, 
various modes were tried to save as much skin and muscular substance as 
would be sufficient for the due and perfect covering of the stump. 

2685. Here belong the various methods of dividing the skin and muscles 
in different steps and with several cuts. Prrir (6) divided the skin with 
a circular cut down to the muscles, separated it a little more, drew it 
back, cut through the muscles at the edge of the skin so drawn back, and 
after sawing through the bone, covered the surface of the wound with the 
skin which had been saved. With this agreed the later practice of 
Mywors (ec), who considered a pad of flesh unnecessary ; he divided the 
skin with a circular cut, dissected it off to a proper distance, and cut 
through the mass of muscle vertically down to the bone. Very recently, 
BriNNINGHAUSEN (d) has followed a similar practice, except that he does 
not divide the skin by one circular, but by two semicircular cuts, and dis- 
sects them back so as to form two semilunar flaps; the muscles are then 
cut through vertically to the bone. 

2686. For the purpose of making a wound with a conical surface in the 
upper part of which is the bone, Lours (e) has directed cutting through 
the skin and superficial muscles with the first cut, to draw them back, and 
at their edge to cut through the deep muscles down to the bone. 

ALANSON (f') proposed a particular mode of forming a conical wound 
surface, to make which when the skin is divided by a circular cut, sepa- 
rated from the muscles and turned back, the knife must be so placed that 

(a) De Medicind, lib. vii. cap. xxxiii. (d) Above cited. 


(6) Traite des Maladies Chirurgicales, vol. iii. p. 150. (e) Above cited, p. 358. 
(c) Above cited, p. 19. (f) Above cited, p. 12. 
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its edge is directed obliquely upwards and inwards, and whilst carrying it 
round the whole limb in this direction, all the muscles are cut through to 
the bone, so that a hollow wound is formed, at the top of which the bone 
is sawn off. In practice, however, it is found impossible to carry the 
knife in a circle round the limb as directed, as it cannot travel except in 
a spiral line (a). This method, therefore, found but few adherents (b), 
and was set aside by other manceuvres, by which a conical wound surface 
could be formed in the muscular substance. 

2687. According to Goocu and Brut (ce), the skin and muscl eshould 
be divided with one circular cut down to the bone, then the knife thrust 
in about an inch higher between the muscle and the bone and carried 
round, and lastly, the bone sawn through still higher than the cut through 
the muscles. 

Dzsauxr (d) cut through the muscles layer by layer, always allowing 
one to retract before he cut through another, and so proceeded till he 
reached the bone. 

Ricuter (e) practised a similar method with his fourfold circular cut, 
in which, with the first circular cut he divided the skin, which he allowed 
to retract, and at its retracted edge, with three several circular cuts he 
reached the bone; in doing this, the divided layer of muscles retracted, 
and those still remaining were cut through higher up. 

Boyer (f) divides the skin with the first circular cut, and by a second 
half through the superficial muscles, and on their retraction cuts through 
the deep layer, and finishes by dividing with a bistoury the remaining 
fibres attached to the bone, together with the pertostewm. 

2688. GRAEFE (g) again takes up ALANSOn’S notion of a funnel-shaped 
cut with one stroke of the knife, and manages it with a sort of leaf- 
shaped knife, (Blattmesser,) the blade of which is bellied in front, and 
becomes narrower and narrower towards the handle. When the skin has 
been divided with one circular cut and drawn back, the bellied part of the 
knife is placed on its edge with the cutting part obliquely upwards, carried 
with a single stroke in this direction around the whole limb, and the 
muscles are thus cut through to the bone. 

2689. DuruyTreEN (jh), for the purpose of diminishing the pain in the 
division of the skin and muscles, employed Cexsus’s method (par. 2683.) 
An assistant drew the skin well back, and he then divided the skin and 
muscles at one stroke to the bone; the muscles hereupon retract, and those 
still remaining attached are cut through higher, so that in this way a 
conical wound is produced. 

WILHELM operates in like manner (¢). 

2690. In the history of the circular cut the proposals of VALENTIN and 
Porra to prevent the projection of the bone must also be mentioned ; 
according to the former, the muscles should each time be cut through in 
their greatest degree of extension, according to the latter, just the con- 


trary. 
2691. Flap-Amputations were first invented by LowpHAm (A) in the 
(a) Wanvensera, Briefe, vol. ii. parti. p 21. Operations qui leur conviennent, vol. xi. p. 156. 


(6) Loner, Programm. De nova Amputatione Paris, 1822-26. Third Edition. 
Axansoni. Jene, 1784. (g) Above cited, pl. vii. fig. 6, 7. 


c) Above cited, p. 340. (A) SABATIER, Médecine Operatoire, vol. iv. 
ey Above cited, p. 276. p: 471. 1824. New Edition.—DuruyTREN, above 
(e) Medicinisch und chirurgische Bemerkungen, cited, vol. iii. p. 233. ; 

vol. i. p. 284. (2) Klinische Chirurgie, vol. i. ~Miinchen, 1830. 
(f) Traite des Maladies Chirurgicales et les (k) Yonae’s Currus triumphalis e terebinthina, 


London, 1679. 
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seventeenth century ; in amputating the leg, he made, from the calf, a pil- 
low in shape of a flap, for the purpose of covering the stump. VERDUIN (a) 
and SABourIn (6) afterwards arrogated this discovery. Flap amputations, 
restricted by their inventor to the leg, were applied to the thigh also by 
RavaTon (ce) and VerMALE (d), and with them commenced Amputation 
with two flaps. They always made use of flaps, in doing which, the knife 
was thrust through the whole mass of limb to the bone, carried some dis- 
tance beyond it, and then the parts divided outwards. LANGENBECK (e) 
forms flaps, either one or two, by a deep cut from without, inwards 
towards the bone. 
Upon flap-amputations may further be consulted 


SALZMANN, De novo Amputationis Methodo. Argent., 1722. 

La Faye, Histoire de l’Amputation suivant la Méthode de VERDUIN et SABOURIN; in 
Mémoires de l’Acad. de Chirurg,, vol. ii. p. 243. 

GARENGEOT; in same, p. 261. 

O’Hatoran, A Complete Treatise on Gangrene and Sphacelus; with a new Method 
of Amputation. London, 1765. 8vo. 


SIEBOLD, Dissert. de Amputatione Femoris cum relictis duobus carnis segmentis. 
Wirceb., 1782. 


2692. Porr’s (f}) method must be considered as a compound of the 
circular and flap operations, he cut into the muscle first on the one, and 
then on the other side obliquely from below upwards, and thus formed a 
wedge-like wound. SreBoxp’s (g) proposal corresponds to it, and con- 
sists, after cutting through and drawing back the skin, in making the cut 
through the muscles obliquely upwards, first on the outer, and then on the 
inner side, by which a wound is formed as in Porr’s method. Here also 
belongs ScHREINER’s (h) plan of dividing the skin and muscles with one 
circular cut down to the bone, and then by cutting upwards on each side 
with a bistoury to the bone, forming two flaps, which he separated from 
the bone, and sawed the latter off in the angle. 

Herewith must also be placed the modes of proceeding which, by Lan- 
GENBECK and SCOUTETTEN, are confined to disarticulations, the oval cut also 
used in amputating the continuity of the limb, the oblique cut of Sep1LLoT, 
BaupeEns, and Mauaaiens, the sloping cut of Buastus (7); in making 
which, the soft parts are divided in an oblique surface, or in form of the 
mouth-piece of a clarionet, or in the form of AA, so that the point of the 
cut is on the front of the limb, a little above the part where the bone is 
sawn through, and the rather rounded base is behind and below. Sep1LLo7T, 
Baupens, and MAtGaranr, divide in this way, the skin alone, separate it, 
and divide the muscles higher with the circular cut. Buasrus, with a 
peculiar knife makes two cuts through the soft parts, which both pass 
obliquely to the long and thick diameter of the limb, and unite at their 
end, by which a wound is made, presenting an obliquely cut out funnel or 
cornet, and has close below the place of division of the bone, a re-entering, 


@) Epistola de nova Artuum decurtandorum ratione. Amstel., 1696. 


( 
(b) Mancerri, Bibliotheca Chirurgica, vol. ii. (f) Above cited, p.  . 
255 (g) Salzburg. Med.-Chirurg. Zeitung, vol. ii. 
p. 44. 1812, 

(A) Above cited, p. 162. 

(t) Der Schragschnitt, Eine neue Amputations 
Methode, u.s.w. Berlin, 1838.—Handbuch der 
Chirurgie, vol. iii. p. 377. Second Edition.— 
OrreNHEIM’s Zeitschrift fiir die gesammteMedecin. 
Jan., 1843; p. 10. 


p. 295. 
(¢) Le Dran, Traite des Opérations de Chi- 
rurgie, p. 564. Paris, 1742. 
_(@) Observations de Chirurgie pratique, pre- 
cedees d’une Nouvelle Méthode d’Amputation. 
Mannheim, 1767. 
(e) Bibliothek fiir die Chirurgie, vol. iii. part ii. 
vol. iv. part iii, 
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A shaped angle to the wound, and two-thirds or the whole of the diameter 
of the limb lower, a projecting Y shaped lip to the wound, which in closing 
the wound, drops into each corner, but can never be brought directly 
opposite. 

2693. When the muscles have been thus divided down to the bone, they 
are held back by an assistant with a cleft cloth (1), at the edge of which 
the muscular fibres connected with and also projecting from the bone, and 
the periosteum, are divided with a circular cut. The left thumb-nail is 
now placed close to the face of the stump, for the purpose of guiding the 
saw, which at first and towards the last, when the bone is nearly sawn 
through, must be moved more slowly, and with shorter strokes (2). Whilst 
the sawing is in progress, the assistant who holds the limb must not move 
it either up or down, because in the former case he fixes the saw, and in 
the latter, breaks the bone. If any bony points remain, they must be cut 
off with the bone-nippers, or removed with a file or a fine saw. 


The cleft cloth to keep the muscles back, is better than the retractors of Brut and 
Krein. Scraping off the periosteum is superfluous. WaLTHer and BruNNINGHAUSEN 
divide the periosteum by a circular cut about half an inch below where the bone is to be 
sawn through, and turn it up, so that after the sawing, the end of the bone may be 
covered by it. They imagine that it promotes union! 

The saw commonly in use is the bone-saw, or Port's plate-saw. 

[(1) I do not think there is any great advantage gained by using the cleft cloth, and 
very rarely employ it; as, by passing the thumb and forefinger on either side of the 
bone or bones, and pressing the palm of the hand and ball of the thumb against the 
surface of the stump, the soft parts can be pressed well back, and out of the way of the 
saw, which should be applied as closely as possible, to the cut ends of the muscles. 

(2) It will not be superfluous to say a few words about the use of the saw, which is 
probably one of the worst-used surgical instruments. A good saw should have its teeth 
well set off, as the carpenter’s expression is, that it may neither clog nor hang in its track; 
and it should have, proportionally to its size, a heavy back, which renders its steadying 
more easy, and affords all the weight the saw requires to be loaded with. The too 
frequent mode of using the saw, is to drop its end, whilst the handle is raised, so that 
when moved it works obliquely ; the operator, at the same time, throwing as much of 
his own weight as he can conveniently spare upon the handle, as if with the inten- 
tion of forcing the blade of the saw at one or two strokes through the bone, and then 
driving it downwards and upwards, as violently and quickly as he can, and often using 
about as much of the toothed edge as a young violinist does of his fiddle-bow. The 
consequence is, that the saw works badly, is continually jumping out of its track, makes 
another, and finishes by splintering the bone, and often cutting through it below where 
it was purposed. To use a saw properly, it should always, where possible, be held and 
worked horizontally, moving it forwards and backwards without any pressure of the 
hand, but allowing merely its own weight to keep it on the appointed place; and as it 
is moved forwards, even its own weight should be lessened, by slightly supporting, 
instead of pressing down the saw. After drawing the toothed edge first backwards, and 
then moving it forwards lightly on the bone, till a shallow track is made, it may be 
moved freely, so that at least two-thirds, or even more of the saw shall act. The 
strokes should not be quick, but long; and if so made, four or six of them will cut 
through the thigh- or shin-bone, more quickly and more cleanly than twice as many 
short, hurried strokes, and without any risk of splintering the bone, or slipping from 
the part chosen to saw through.—J. F. s. 

Liston (a) thinks that working the saw vertically is preferable to horizontally ; “ for 
thus, when the section is nearly completed, the uncut part of bone is deep, and less 
likely to snap on the weight of the limb being allowed to operate, or when undue pres- 
sure is made downwards.” He thinks, also, that “ the regulating of the position of the 
limb during sawing, should not be intrusted to the assistant alone. He may, from 
anxiety to facilitate the action of the saw, snap the bone and splinter it, when it has 
been little more than half divided ; or from dread of this, he may lock the instrument, 
and so delay the completion of the operation. The management of the lower part of 
the limb should always be by the person using the saw.” (p. 764.) 


(a) Elements of Surgery, 


894 TYING OF ARTERIES. 


I do not think there is more danger in giving the lower part of the limb to an assis- 
tant than the upper; for if the operator hold the lower end, the last portion of the 
bone is just as likely to be snapped through by the muscles above, when they begin to 
lose the counterpoise of the limb below, if not specially guarded against. This I have 
seen, again and again, in amputation through the thigh, that when the bone has been 
sawn through steadily, and without a splinter, the moment the saw has passed through, 
up jumps the stump. 

One point, however, should never be forgotten, to wit, that immediately the soft parts 
are completely divided, the assistant should grasp the limb below, as near as possible to 
the place of sawing; and if he have from circumstances, grasped the bone or bones 
below that which will be sawn through, he should change his grasp, and fix it on 
the end of the bone just about to be cut through. This specially applies where 
amputation is performed for diseases of joints, as then the joint is too tender to permit 
being taken hold of, till its nerves have been divided by the cuts of the operation.— 
J.F.S.] 


2694. After the bone has been sawn through, the divided vessels must 
be tied, according to the rules already given (par. 291.) ‘The principal 
artery is to be first tied, and afterwards the smaller ones. For this pur- 
pose, it is not necessary to relieve the pressure on the arteries, so that the 
mouths of the vessels should be seen by the spouting of the blood ; anato- 
mical knowledge must here guide the operator. All the spouting vessels 
having been tied, warm water must be allowed to flow over the wound 
to ascertain whether there be any little vessel still bleeding. The more 
carefully the vessels are tied, the less need is there for the application of 
cold water, which is generally only necessary when there is trickling of 
blood from vessels which cannot be distinguished, so as to ensure the 
patient against after-bleeding. 

The best material for ligatures is round, not very thick, but sufficiently 
strong silk threads; either both ends of which may be cut off close to the 
knot, or only one is cut off at the knot, and the remaining one led the 
nearest way out to the surface of the wound, where it must be fixed to the 
skin with sticking plaster (par. 293.) What has been already said 
(par. 297) in reference to torsion, applies here. 


In the history of amputation, the mode of stanching the blood is of the greatest im- 
portance, as its well-doing and less danger are in the closest relation with the manner in 
which the stanching of the blood is effected. Before AmBrosE Pars, in 1582, re- 
employed the separate tying of vessels, already known, from GaLen and Agrrtus, Sur- 
geons endeavoured to stanch the bleeding with boiling oil and pitch, into which the 
stump was plunged, or with the actual cautery ; or the amputation was performed with 
a red-hot knife. Tying the arteries at first met with violent opposition, and but few 
supporters (GuILLEMEAU, De La Morte, and others.) From the absence of precau- 
tion against bleeding, together with the unfitting form of the ligature instruments, the 
practice of tying the arteries was very difficult, and the bleeding rendered amputation. 
dangerous, on which account, in many cases, it was not undertaken. Only on the inven- 
tion of the tourniquet, by Mor«x, in 1674, and its improvement by Perit, in 1718, did 
amputation become more general. For the stanching of bleeding, however, the vitriol 
button, actual cautery, the stick, and tourniquet, were still used in preference. The 
dread of cutting through the artery in tying it when isolated, led to tying the artery and 
passing the ligature through it, till this, as well as all the earlier modes of stanching 
the blood, yielded completely to tying the vessel alone. It is incomprehensible that in 
the present time there should still be some, who, instead of the simple and safe practice 
of tying, employ the constant application of cold water; or in flap-amputations, the 
compression of the principal arteries in the flap against the bony stump, and even 
recommend it (a.) 

(The bleeding after an amputation is not always from the arteries, but sometimes 
though the arteries have been tied, and the tourniquet taken off, and sometimes when 
the tourniquet has not been used, the larger veins pour out, and will not be stopped, 


(a) Kocu, De prestantissima Amputationis me- pare von GRAEFE; in his Journal fir Chirurgie 
thodo. Landsch., 1826. On the contrary, com- und Augenheilkunde, vol. xii. p. 18. 
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as they usually can be by pressure for a few minutes with the finger. Under such 
circumstances, they must be tied without hesitation, and generally no evil results 
follow. One of my late colleagues, TyRRELL, always tied the veins at once, if they 
seemed disposed to bleed. I have tied the femoral vein many times, and in but 
a single case with ill consequence; the patient had inflammation and pus in the iliac 
vein ; but as this occasionally happens, without a ligature having been applied, it 
Py $] questionable, whether the ligature was the cause of the mischief or not.— 


2695. When the vessels are all properly tied, after the wound is cleansed 
from blood, and the surrounding parts are dried, the dressing must be pro- 
ceeded with, which eftects the cure of the wound, either by quick union, or 
by suppuration and granulation. 


Many Surgeons leave the wound open from six to ten hours, and during this time 
cover it with sponge or compresses, dipped in cold water, for the purpose of thus guard- 
ing’against after-bleeding. DupuyTreEn (a) specially advised this mode of treatment, 
and followed it in all cases. The advautage of this proceeding is, that if an after- 
bleeding ensue, the vessel can be at once tied. Small retracted vessels, generally, do not 
bleed, even if some time be occupied with the operation ; they are retracted among the 
spasmodically contracted parts, but some hours after when this condition subsides, or 
there is a greater flow of blood to the wound, they begin to bleed. Ifthe dressing have 
been applied, the bleeding is first noticed, when it becomes completely penetrated by 
the blood. The wound is filled with clotted blood, which renders the discovery of the 
vessels very difficult. I have treated in this way those cases only where peculiar cir- 
cumstances afforded the probability of an after-bleeding; as a general practice, how- 
ever, I do not think it advantageous. 

[CHELIvs’s opinion on this subject is most certainly correct, the exposure of the sur- 
face of the stump should be the exception and not the rule; and if practised, should 
not be continued more than three or four hours, within which time, with due attention 
the patient’s warmth and circulation will generally have recovered the immediate shock 
of the operation, and the clots in the little vessels will either have been forced out or 
become so completely fixed as to prevent bleeding. The practice sometimes adopted of 
covering the whole face of the stump with a thick wad of lint dipped in water kneading 
it in, and leaving it on for twelve or fourteen, or even twenty-four hours is bad; as 
during this time the adhesive matter is poured out, and instead of sticking the surface 
of the wound together, sticks the lint tightly on, so that it can only be removed with 
difficulty, and with great pain to the patient, and indeed, imperfectly, as the fluffy part 
of the lint remains tangled in the surface of the stump, the whole of which must there- 
fore be cleared off by suppuration before union can take place. If the Surgeon will 
leave the face of the stump open, and will apply cold water to it, linen which has little 
or no fluff should be laid lightly over it and not kneaded in, and frequently replaced 
before it can stick firmly; but a light sponge is still better. Some practitioners leave 
the stump exposed, not merely to guard against after-bleeding, but because they fancy 
the union will be better if the surface of the wound have first glazed with the adhesive 
matter poured out. I have not found much advantage gained by employing this mode 
of proceeding.—J. F. 8.] : 


2696. ‘To promote quick union, after the circular cut, an expulsive 
bandage is put on, from the upper part of the stump nearly to the end of 
the sawn off bone; the edges of the wound are brought together in such 
close apposition as to form a vertical cleft (1), and in this position are 
fixed with strips of sticking plaster, passed from one side of the stump to 
the other, so that the wound is completely covered. Upon the plaster is 
laid, in the direction of the wound a pledget, and over it a wad of lint, 
which is fastened with a compress laid crossways over the stump, with some 
descending turns of a roller, also made to pass over the face of the stump. 
The tourniquet is applied loosely, so as to compress the artery in case of 
bleeding. ‘The patient is put to bed, the stump so placed upon a pillow, that 
the cut surface is a little higher than the nearest joint, and protected (by 
a cradle) so that it be not pressed by the bedclothes. On account of the 


(a) Above cited, p. 411. 
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disposition to cold shivering, the patient should be covered up warmly, 
and take a cup of warm tea, or broth. 


The application of the sticking plaster over the expulsive bandage, is preferable to 
that of putting on the plaster first and the bandage after, because the plaster keeps more 
firm, does not so easily shift, and does not so readily excite erysipelatous inflammation 
of the skin (2). I have never noticed, from completely covering up the wound with plaster, 
any inconvenience from collection of the secretions of the wound; whilst indeed the 
edges of the wound as they swell, protrude irregularly, and often are completely stran- 
gulated if a space be left uncovered between two pieces of sticking plaster (3). 

[(1) With regard to the direction in which the edges of the wound should be brought 
together, it is questionable whether the vertical one is the best, or whether the hori- 
zontal one be not preferable; I have tried both again and again, and I am rather more 
inclined to bring the edges together in a horizontal line, especially in amputations on the 
lower limb, because without effort and simply by the position on its hind surface, on 
which the stump rests, the soft parts are kept closer together, whilst if the edges be 
brought together vertically, the resting part of the stump necessarily tends to keep the 
cut surfaces asunder. It may be objected, that the horizontal fitting together does not 
encourage the escape of the fluid from the stump so much as when the edges are brought 
together vertically, and renders the bagging of matter and sinuses more likely, but this 
is not the case, and when it happens, depends more commonly on the carelessness with 
which the after-dressings are made. I have, however, seen many very good stumps 
made in both ways. 

(2) CuHEL1us’s recommendation of, and reason for, applying a bandage first, and the 
plaster after are very good, but it must not be supposed a long bandage should be applied ; 
a covering to the stump a single turn thick, is all that is proper or necessary to bring 
the soft parts well down to the end of the sawn bone, but more than this heats the 
stump. I do not agree with him in covering the whole face of the stump with plaster, 
the less of this the better, provided the object of keeping the skin close upon the face of 
the stump be effected; but I have not generally noticed the protrusion of the swelling 
edges between the gaps of the plaster, unless the plaster have been too tightly applied, 
which however is often done, and the lips of the wound dragged together as tightly as 
possible, a proceeding bad, painful and useless, and generally consequent on too little 
skin having been saved so that the edges will not, if the wound be properly dressed, 
come together at all. It should be remembered, that the plaster is not to pull the 
wounded surfaces together, but merely to support them when they are fitted together. I 
think it therefore better not to fix one end of the strip of plaster on one side, carry it 
across the face of the stump, drag the edges of the wound together, and fix the other end 
on the other side, but whilst an assistant gently brings the edges of the wound together 
with the finger and thumb of each hand above and below, to place the middle of the 
plaster strap across it, and then run the ends up along the sides of the stump; this 
brings the cut surfaces into better contact, and gives all the support necessary without 
giving the patient pain. The first strap should be put on the middle of the stump, and 
one or two above and below it, a quarter of an inch apart, that whatever fluid oozes out 
may readily escape, for otherwise, in nine cases out of ten, most certainly quick union 
of the cut surfaces will be interfered with, if not prevented, and the wound will have 
to unite by granulation, and not be cured within eight or ten weeks, instead of three or 
four as commonly, and sometimes in a fortnight as I have not unfrequently seen. As 
to the protrusion of the swollen edges of the wound, when this happens it is easily con- 
trolled either by merely snipping the tight strap a little, near the wound, or by cutting 
it across just at the edge of the circular bandage, the plaster with which it is spread 
being softened by the warmth of the stump readily, in the course of a few minutes allows 
the strap to move down and the swelling disappears. 

As to the plaster for dressing stumps, provided it be not stimulating, it is not of much 
consequence whichever is chosen, That commonly used in our Hospital practice 
is soap plaster with a little resin, to make it more sticky; but I prefer the soap plaster 
alone. TyRRELL thought equal parts of soap plaster and compound frankincense 
plaster made the best dressing. Liston prefers a solution of isinglass in spirits of wine, 
spread on oiled silk ; and Torsocn, of Sunderland, recommends caoutchouc web, straps 
of which are said to be capable, from their elasticity, of yielding to the swelling around 
the wound. The fact is, however, that it is matter of little consequence what is used, 
if it do not irritate, and the Surgeon may follow his own fancy. 

(3) Covering up a stump with pledgets and compress and roller, after the plaster 
strips are applied, is better left alone, as they heat the stump and encourage suppuration. » 
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The stump should be kept as cool as possible, and when the patient is in bed, it isa 
very good practice to lay a thin, cold, wet linen rag lightly over the stump, and 
repeatedly renew it. The cradle (4) also, should be merely covered with a sheet, though 
the patient’s trunk and other limbs should be sulficiently covered to keep him warm, 
without making him hot. 

(4) Cradles are generally made of half circles of stiff iron wire, the ends of which are 
fixed firmly in two pieces of wood, about eighteen inches or two feet long, as a base, 
above which the wires rise about twelve or eighteen inches, and support the bed-clothes 
away from the limb. As the comfort to the patient from the use of this apparatus 
is great, and it cannot always be obtained in country practice, directly when wanted, 
it is well to know how to make a substitute or makeshift. A common-sized, flat wash- 
tub hoop, sawn across, and each half sawn down the middle, furnishes the arches, two, 
three, or more, as may be needed, and these, having their ends nailed to a lathe on each 
side, make a very good cradle.—J. F. S.] 


2697. The dressing after flap-amputation is to be put on in the same. 
way, excepting that if but one flap be made, it must be laid over the 
surface of the wound, and its edge fitted closely to the corresponding 
edge of the skin with sticking plaster and compresses, applied in the 
direction of the flap, and kept in place by a bandage, of which several 
turns should pass over the front of the flap. If the amputation be with 
two flaps, both their surfaces must be brought together, and their edges 
made to fit completely, and so kept with the dressings already directea. 
Union of an amputation wound with sutures I consider injurious. 

[I do not think it of much consequence whether sutures be used or not, in bringing 
the edges of the wound together; sometimes I use them, sometimes not, as I feel 
disposed at the time; but I have never seen any inconvenience arise from their em- 


ployment, and therefore the Surgeon, I think, may use his own discretion, in regard to 
them.— J. F. S.] 


2698. If the amputation wound be to be cured by suppuration and 
granulation, then, after having put on the expulsive bandage, a pledget 
spread with mild ointment must be inserted between the edges, straps 
of plaster laid transversely across, to bring its edges together, and after- 
wards a compress and bandage, as already mentioned. 

[I can scarcely imagine a case in which this treatment of a stump can be called for. 
Occasionally, indeed, it happens that the surface of a stump will become sloughy, 
and then must unite by granulation ; but to make a positive determination to promote 
union by granulation from the first, can hardly be warranted under any circumstances, 
—J.F.S 

2699. The further treatment of the patient and of the wound must be 
conducted according to the rules laid down for wounds in general. 

The accidents which may ensue after amputation are, after-bleeding, 
violent inflammation, erythism, torpor, gangrene, very copious secretion 
and bagging of matter, nervous symptoms, protrusion of the bone, suppu- 
ration, and exfoliation of its edge, and ulceration of the soft parts. 

2700. The patient should observe the strictest bodily and mental quiet, 
On the first day he should take merely a little broth and almond milk. An 
assistant conversant with the use of the tourniquet should be near him ; 
and dressings and every necessary for tying vessels should be in the bed- 
chamber. 

If nothing untoward occur, if the general reaction keep up, and if in 
the stump inflammation ensue within the bounds necessary for the union 
of the wound, the dressing may he left till fouled by the discharge from 
the wound, or its renewal on account of ill smell be required. If the dis- 
charge be very slight, it often dries up quickly, and the ee may 
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be left off in the third week, when, after removing the first dressing, I 
have found the wound completely healed. 

In taking off the dressings, all its clinging portions should be well 
softened with lukewarm water, and in doing this, as well as in re-applying 
the dressing, dragging the ligature-threads should be carefully avoided. 
Every day, or every other day, or still less frequently, according to the 
quantity of discharge, should the dressing in this way be replaced. If any 
parts remain ununited, the clotted blood or the pus must be emptied by 
gentle pressure. On the seventh or eighth day, it may be attempted to 
remove the ligatures on the small vessels with a gentle pull, and those of 
the larger ones towards the twelfth and sixteenth. ‘They, however, often 
remain for a longer time, being held fast by the granulations; the ligature 
must then be twisted between the fingers, and pulled at the same time ee 
I have never seen inconvenience from the ligatures being long retained. 
The same plan is to be continued till the scarring of the wound be com- 
pleted ; and for some weeks after, the stump must be covered up, and the 
scar protected from the dragging of the muscles with a bandage. An 
artificial leg can only be fitted when the scar has become guite tough and 
the edge of the bone is rounded. 

The general treatment must depend on the different periods of the cure, 
and according to the condition of the general health. Proper regulation 
of the diet, if no particular symptoms occur, renders the use of medicine 
in most cases superfluous. 

Benepicr’s (a) mode of treatment in which the stump is wetted with spirits of wine 
and bark, and valerian and volatile stimulants given internally at the same time, imme- 
diately after the operation, is generally objectionable. 

[(1) Iam not disposed, even when a ligature is retained three or four weeks, to do 
more than make a gentle pull upon it; for l have known awkward consequences from 
greater energy. If the ligature, therefore, cannot be got away easily, it is better to 
fasten its end to a thin piece of whalebone, fixed with sticking plaster on the side 
and bent over the face of the stump, so as to forma spring; the gentle and constant 


pull which this makes, generally brings the ligature away in two or three days.— 
J. F.5S.J 


2701. Should after-bleeding occur, it must be managed as already 
directed in the treatment of wounds in general (par. 302.) If it be not 
considerable, but from small vessels immediately after the amputation, the 
tourniquet must be screwed tight, and cold water poured over the stump 
for some time. But if the bleeding be greater, if it come from the branches 
of an artery, or from the trunk itself, then after the tourniquet has been 
properly tightened, the dressing must be removed, the wound cleared of 
the clotted blood, and the bleeding vessel tied. If this cannot be done, a 
sponge dipped in ice-cold water must be applied immediately upon the 
wound, and pressure also made uponit. Plugs strewed with styptic powders, 
and bound on with a compressive bandage, may also be here useful (1). If 
the after-bleeding come on with smart fever, with violent beating of the 
arteries, and great heat in the stump, it may often be stayed by a free blood- 
letting, and by continued cold applications to the stump. 

If the bleeding happen later, and cannot be stanched by either of the 
above-mentioned means, which is usually the case, because the edges of the 
wound are for the most part united, or the walls of the arteries, on account 
of their inflammatory condition, baffle the operation of any ligature, the 


(a) Dresdner Zeitschrift fiir Natur und Heilkunde, vol. iv. part iii. 
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trunk of the vessel must be cut down upon and tied at some distance from 
the seat of amputation (2). This practice is simple and safe, as the expe- 
rience of Duruyrren, Detprcn, ZANG, and myself have proved. 

The so-called parenchymatous bleeding, where the blood trickles from 
the whole surface of the wound as from a sponge, depends either on irri- 
tation of the wound being kept up by improper or too tight dressing, or 
on the loss of tone of the capillary vessels, or on copious suppuration, in 
weakly cachectic persons. In the first case, the dressing must be properly 
adjusted, and every thing which can irritate the wound removed; in the 
second, those means must be employed which will raise the tone of the 
capillary system, as the mineral acids and quinine; cold applications and 
other styptics must be made to the stump with moderate pressure ; and even 
the actual cautery (3) or tying the trunk of the artery above the bleeding 
part, resorted to (a). 


When in ossification or cartilaginous thickenin g of the arteries, their tying with a broad 
tape does not secure against after-bleeding, nothing remains, if this happen, but smart ap- 
plication of the actual cautery, or tying the principal trunk above the amputation (b). 

[(1) I do not think the application of a tourniquet to arrest bleeding is advantageous, 
as the blood will find its way into the veins and they will bleed. But I think it best, 
if the bleeding occur within a few hours after the operation, to open the stump com- 
pletely, and clear away every particle of clotted blood, and especially, to get it out of all 
the chinks between the muscles. If this be done, and the stump exposed to the air for 
an hour or two, it frequently ceases to bleed. If any vessels be found bleeding, they 
must be at once taken up. I do not like plugs, either simply such, or with the addition 
of styptics, as they always irritate, and usually are inefficient. 

(2) It is only in very rare cases that the principal artery should be tied at a distance 
from the stump, and in general I do not believe it called for. It does not often happen 
that the bleeding is at first so alarming as to warrant even disturbing the stump; for I 
have several times seen bleeding occur two or three times during the course of cure, 
and yet, merely by keeping the patient as low as his condition will permit, and the 
stump cool, no further mischief ensues. But when the bleeding recurs again and 
again, and increases in quantity, there is always reason to suspect that there is a cavity 
within the walls of the stump, into which the bleeding vessel opens, and that the irrita- 
tion of the clot therein keeps up the bleeding. If this seem probable, the finger must be 
gently insinuated between the edges of the wound, till the whole cavity be laid open, and 
then the entire clot must be cleared away, and if possible, the vessel which has bled must 
be found. Ifit do not then bleed, it had better be left exposed to the air, and often this 
simple proceeding puts an end to the business. But should it bleed again, I think, 
from my own experience, and from the practice of others which I have observed, that 
it is better to follow a bleeding vessel up the wound, and more especially, if it be near 
the edge, as then, a probe having been passed into it, the skin may be cut through, and 
the vessel easily and properly secured. ‘This seems preferable to tying the main trunk, 
‘by which the supply of blood necessary for the union of the wound is, in general, either 
completely cut off, or withheld for some days, and a sloughing condition is the result. 
And sometimes, even the collateral circulation is so free that tying the principal artery 
will not stop the bleeding. 

(3) The use of the actual cautery in after-bleeding especially, if it come on some days 
subsequent to the operation is excellent practice. Some examples of it I have already 
mentioned (par. 302, note.)—J. F. S.] 


2702. If violent inflammation of the stump occur, it must be reduced 
to proper bounds, by less tight application of the dressing, by continual 
cold applications, and by keeping the patient cool. If the inflammation 
be so great, that it is accompanied with much fever, it will require, accord- 
ing to the patient's constitution, a strictly antiphlogistic treatment. 

If there be an erythetic condition, as frequently happens with very 
sensitive persons, in which the stump is very tender, painfully tense, and 


(a) Cuexivs, Ueber Nachblutung nach Ampu- (+) Curutus, Bericht ueber die Errichtung der 
tationen ; in Heidelb. klinisch. Annalen, vol. iii. chirurgischen Klinik, p. 16. 
part iii. p. 337, 
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burning, the heat much raised, the redness of the edges of the skin and 
wound very slight, the patient exceedingly restless, the pulse contracted 
and quick, and the countenance anxious, ice-cold water must be applied to 
the stump, till the heat be diminished, and internally aqua lauro-cerast, 
opium with nitre, almond milk, oily mixtures and purgative clysters, 
must be given, and the patient should take light nourishing food. If the 
inflammation be accompanied with erythism, leeches and emulsions with 
camphor and nitre must be employed. 

The cause of death after amputation, is not unfrequently inflammation of the vessels ; 
in some cases the veins, in others the arteries are inilamed, often even to the heart, and 
sometimes filled with pus. In such instances, the stump is excessively tender, accom- 


panied with severe shiverings, and very depressing sweats. Local bloodletting and cold 
applications, with calomel internally, must be here used. 


2703. An insufficient degree of inflammation, or a torptd state, in which 
the stump is little or not at all painful, the warmth little, even less than 
natural, the wound flabby and pallid, with a frequent secretion of serous 
or clammy ichor, the patient very much depressed, and the pulse very 
small, weak, and quick, requires both a general and local strengthening 
and exciting mode of treatment. The stump must be bathed with spi- 
rituous aromatic remedies, covered with aromatic poultices, mixed with 
camphor, the dressings moistened with spirit of camphor, or of turpentine, 
the edges of the wound washed with them, and some even injected into it. 

2704. Sloughing requires various treatment according to its cause. 
( par. 71.) 

2705. In copious suppuration, strengthening remedies must be used 
both internally and externally. If collections of pus form, its free escape 
should to the utmost be provided for. With this view a part of the wound 
not being drawn together with sticking plaster, the pus should be emptied 
by moderate pressure and injections, and a proper bandage applied. It is 
rarely necessary to make use of the knife. 

2706. Protrusion of the bone is either the result of an improperly per- 
formed operation, in which too little soft parts are preserved, and these 
with difficulty drawn over the bone; or copious suppuration and a torpid 
state come on, in which the muscles and cellular tissue visibly waste and 
retract. In the former case, if the muscular surface itself do not pro- 
ject in a rounded form, nothing can be done but waiting for the exfolia- 
tion of the bone, to promote which, the marrow must be destroyed, and 
a bougie dipped in spirits of wine, thrust into its cavity, or the projecting 
bone must be sawn off. But if the muscular mass do protrude, the super- 
ficial muscles must be pressed back, a portion of those attached to the 
bone removed, and the bone itself sawn off at the necessary height. In 
the latter case, I have almost invariably observed a fatal result from 
wasting suppuration. Proper general and local treatment of this torpid 
state, and when it is removed, and the soft parts have not applied them- 
selves oyer the bone, which, however, I have frequently noticed, then the 
above-mentioned destruction of the marrow in the projecting piece of 
bone, for the purpose of encouraging its exfoliation, or sawing off the 
bone, is the only thing which can be done. Pushing forwards the 
muscles and skin, by bandaging, will not in this case prevent the pro- 
trusion of the bone; on the contrary, every bandage which makes much 
pressure, and draws the parts together, renders this state worse, as it 

increases the consuming suppuration and the wasting absorption. 
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[Protrusion of the bone is one of the most tiresome and vexatious consequences of 
amputation, as, although it more frequently arises from the circumstances mentioned by 
CHELIUs, yet it occasionally happens, when, although at the time of the operation an 
ample covering of soft parts had been preserved, after-bleeding comes on some days 
afterwards, and the wound requiring to be opened completely once or twice, or even 
more, the soft parts retract, cannot be restored to their first situation, and the bone 
protrudes. Or sometimes, though there be plenty of soft parts, the dressings may have 
been too tightly applied, and the soft parts being pressed by it over the bone, slough, 
even although the mischief be quickly discovered and the pressure removed. Exfo- 
liation, however, is not always the necessary consequence, for I have seen instances in 
which a bone protruding half an inch has not lost its vitality, but itself granulates, 
and is also covered by the granulations of the soft parts, and the stump, by careful 
dressing, heals as well as can be desired, though slowly, and becomes well shaped. When 
exfoliation does take place, it is often confined to a small portion of, or a mere ring of the 
end of the bone, and then scarring soon follows, But occasionally, though rarely, the 
' bone dies, to some distance, from the face of the stump, and a long portion is thrown off, 
I hardly, however, recollect an instance in which any material inconvenience even, 
excepting retarding the cure, much less serious symptoms, have arisen in consequence, 
The wound generally heals, except a small ring of granulations around the bone, and 
there is little trouble with it. 

For these reasons, I cannot agree with the violent proceeding of exciting exfoliation 
by destroying the cancellous structure, nor even with the less severe operation of sawing 
oif the end of the protruded bone, as it is impossible to know to what distance the mis- 
chief has extended. The case simply requires to be treated as if no bone protruded, by 
bringing the soft parts forward with gentle rolling ; and when the bone is certainly dead 
and protruded, then to make occasional and gentle attempts to remove it by pulling it 
with dressing or other forceps.—J. F. S.] 

2707. In necrosis of the bone, either only a thin piece of the surface, or 
a complete ring of it may be dead; in the former case, the necrosed piece 
is usually removed by absorption ; in the latter, it exfoliates, up to which 
time the opening leading to the bone, must be kept duly open, mild injec- 
tions made, and when the separation is completed, it may be pulled out. 


[Sometimes very enormous pieces of protruding bone exfoliate, being thrown off 
from a considerable distance beyond the face of the stump. There is in St. Thomas’s 
Museum a piece nine inches long, which came away from the stump of a thigh-bone. 
I recollect seeing this removed, by merely drawing it away, after several months, with 
dressing-forceps. The patient had not been further inconvenieuced by it, than by his 
cure being retarded. Such cases are best left to nature; at least some half dozen cases 
I have seen, were left alone, gave the patient no pain, did not irritate his constitution, 
and came away in due time. The practice of causing exfoliation, by destroying 
the medulla, as recommended in the preceding paragraph, cannot be for a moment 
entertained.—J. F. 8.] 


2708. Ulceration of the bone or of the soft parts is almost invariably 
the consequence of some dyscrasic disease, which must be met by proper 
treatment. Continued superficial ulceration of the soft parts is fre- 
quently the consequence of improper dressing, or of its too early removal. 
A fungous growth from the medullary hole may, according to my experi- 
ence, in most cases be got rid of by proper compression, and by touching 
it with lunar caustic ; but when any dyscrasy is in causal relation to it, 
corresponding treatment must be employed. 

[According to my experience, a fungous growth from the medullary cavity is of no 
consequence; and generally, the granulations inosculate with those of the soft parts, and 
there the matter ends, sooner or later, without further notice.—J. F. S.] 

2709. As regards the preference of the several modes of proceeding ina 
amputation of the limbs in their continuity, | must, according to my own 
experience, prefer amputation by the circular cut, and that method indeed, 
in which the skin is divided and drawn back, and at its edge the cut 
carried vertically through the muscles down to the bone, and then the 
muscles still remaining attached to the bone cut through still higher, and 
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thus a conical surface of wound formed. The superior advantages ascribed 
to the flap-operation, to wit, a better covering of the stump with muscle, 
more speedy union, and therewith a shortening of the cure, over thie 
circular operation just recommended, are groundless. In reference to 
the first point, BkinNINGHAUSEN (a) makes a remark which I have also 
observed, that the covering of the stump with muscle may indeed be 
effected at the moment of union and for some time, but that after a longer 
period the bone is merely covered with skin (1). On the other hand, after 
amputating the thigh with merely saving skin, I have never seen protrusion 
of the bone. But it must be held as an objection to flap-operations, that 
tying the vessels which are obliquely cut through, and often wounded in 
several places, is more difficult, and the number of vessels to be tied is 
always greater than with the circular cut, that the wound is larger, and 
therefore, if union do not take place, wasting suppuration is to be earlier 
feared. In other respects, I do not consider the dispute as to the preference 
of the circular or the flap-operation of so much consequence as many do, 
as I am convinced that the successful result depends not merely on the 
mode of operation, but on the manner of its performance, and specially, on 
the proper conduct of the after-treatment. The flap-operation, however, 
must always be considered more suitable when the amputation is per- 
formed at the upper third of the thigh ; when the limb cannot be brought 
into a proper posture for performing the circular cut, and when the 
destruction of the soft parts is such, that by the flap considerable saving 
may be effected. I also admit, that in flap-operations, the knife suffers 
less than in circular operations, a circumstance of importance in Military 
Surgery, and that, with artificial joints, or fractures of bone requiring 
amputation, there may be advantage in the flap-operation (0). 


(1) This observation, as regards both flap and circular amputations, will be found 
confirmed by every one who examines a stump a sufficient length of time after its com- 
plete healing. Although LanGENBECK (c) believes the contrary, and that it does not 
happen in his mode of operating, “in which the stump becomes corpulent, and the bone 
being completely rounded by absorption, cannot press against the muscles ;” I must, 
however, dispute that this thickening of the stump does occur after every well performed 
amputation, but depends only on the skin and underlying cellular tissue, and it is a 
great mistake to refer it to the muscular mass. LLaNGENBECK may probably bear this 
in mind in his further observations, especially if he have the opportunity of dissecting 
a body which has died long after amputation ; and I am convinced he will find it neces- 
sary to retract this statement. That the cure of the wound by agglutination or by sup- 
puration makes a difference, as BLastus supposes, and can only be observed after the 
cure by quick union of the muscular bolster, I cannot, from my own experience, assent to. 

TrxTor (d) has only under certain conditions given preference to the old mode of 
treatment with the circular, or does he usually prefer the latter ? 

[Liston is so great an advocate for flap-operations, to the entire exclusion of the cir- 
cular, that in his ELEMENTS or SurGERY, he does not even describe the latter operation, 
giving as reasons for its omission, that “its inferiority to the method by flaps, is so obvious, 
and so generally acknowledged, that detail of the different steps of the operation is alto- 
gether unnecessary. It is more tedious in performance, more painful to the patient, does 
not afford so good a covering for the end of the bone, and consequently, not so convenient 
and useful a support for an artificial limb, and the cure of the wound is protracted. The 
stump is almost always conical, the end of the bone, is ultimately at least, covered only 
by integument, and from even very slight pressure, this is apt to ulcerate ; exfoliation of 
the bone follows to a greater or less extent, or unhealthy ulcer of the soft parts continues 


(a) Above cited, p. 58. 

_(b) Cueurus, Bemerkungen iiber die Amputa- 
tionen ; in Heidelb. klin. Annal., vol. i. p. 190.— 
Becr, Ueber der Vorziige der Lappenbildung bei 
der Amputationen die continuitat der Gliedmassen 
und die ihr zukommenden Operations, ete. Frei- 
‘burgh, 1819.—K.E1n, above cited, in von GRAEFZ 


und von WALTHER’s Journal, vol. vii. p. 173.-— 
LanastarF, Practical Observations on the healthy 
and morbid changes of Stumps; in Med.-Chir. 
Trans., vol.xvi. p. 128. 1830. 

(c) Nosologie und Therapie der chirurgischen 
Krankheiten, vol. iv, p. 313. 

(d) Neue Chiron, vol. i. p. 483. 
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along with caries of the bones, and partial death of its surface; and at length it becomes 
necessary either to perform a second amputation, or to curtail the length of the bone. It 
may sometimes succeed tolerably well when there is but one bone: when there are two, 
it is altogether inadmissible. In very muscular limbs, when amputation is demanded on 
account of destruction of the bones and joints, with laceration of the soft parts, as when 
the patient is not required to have pressure made on the stump, it suits well to make the 
flaps of integument only, and to cut the muscles short. The advocates for the circular 
amputation wish it to be believed, (and this is their main argument,) that the exposed 
surface of the flaps is much greater than that in their favourite method, * * * and 
have measured, it is said, the area of the one and the other, and given their verdict in 
favour of the roundabout incision. The accompanying drawings (pp. 770, 71) from 
nature, and the corresponding diagrams, speak pretty plainly in favour of the other (the 
flap) method. In the first there is a cone formed by the cut skin and muscles, with a 
corresponding hollow and ragged cavity ; and the second set shows two smooth nearly 
triangular surfaces.” (pp. 769, 70.) 

As regards these serious objections to circular operations, I must observe, that in the 
large hospital with which I am connected, for many years, I scarcely ever witnessed the 
performance of any other than circular amputations, except on the fore-arm, and that the 
ugly consequences which Liston has detailed, were of great rarity, and uot, I believe, 
attributable to the mode of operation. Of late years, however, more flap-operations have 
been performed among us than previously, and probably, their relative number is now 
about the same. I have performed about an equal number of each, and the result has 
been so nearly the same, that in most cases, I hardly think one is to be preferred to the 
other. The flap-operations are more smart and showy in their performance, but in their 
result may be as untoward and unsatisfactory as circular operations have been stated to 
be. ‘The true cause of the well or ill doing of the case is to be found in the proper or 
improper dressing of the stump, not merely immediately after the operation, but up to 
the complete union of the wound. A stump may be plentifully and superfluously covered 
with soft parts at the first dressing, yet if not properly managed, or if under peculiar 
circumstances, the patient have been very restless, and continually moving the limb, the 
soft parts get displaced, unite awry, and the bone protrudes more or less, or presses so 
against the soft parts as to cause them to slough, I have seen this occur in flap as well 
as in circular amputations, and I am convinced that in most cases the fault is in the 
dressing, and not in the operation, whichever it may be. 

I believe, with FerGusson (a), that “ if rapidity is to be taken as the test of supe- | 
riority, the flap-operation must be allowed the preference; but in the hands of a good 
Surgeon, the difference of time required for the efficient performance of either, seems 
of so little consequence, that such a calculation should not be taken into account. * * * 
I cannot but think, that the same hand which rapidly and safely completes the flap 
incision, would with almost equal facility, if equally well trained, accomplish the cir- 
cular.” (pp. 151, 52.) And I also agree with him, that “ the comparative extent of 
cut surfaces in the respective operations seems of trifling import; a few inches more or 
less, provided always that a good stump is left, will never determine the issue of an 
operation.” (p. 152.) 

FrRGusson also remarks, in reference to amputation through the calf of the leg and 
at the shoulder-joint, that “ in either of these cases, and whether the operation has been 
by flap or by circular wound, the stumps are at last so much alike in certain parts of 
the body, that it is occasionally difficult, after the lapse of years, to say whether an am- 
putation has been by one mode or the other; at all events when such distinction can be 
drawn from the shape of the cicatrices, it is evident that the end of the bone is covered 
‘by much the same thickness of soft parts in one instance as in the other. If there has 
been a full fleshy stump shortly after the operation, all muscular fibre has at last disap- 
peared, and the skin with a substance resembling condensed cellular texture, alone 
covers the bone.” (pp. 153, 54.) The correctness of these observation must be fully 
admitted, as must also that “this substance, undoubtedly, gives great protection to the 
end of the bone, and its presence is absolutely necessary,” (p. 154,) not, however, as “a 
useful support for an artificial limb,’ as Liston states, for inno case, if an artificial 
limb be properly adjusted, does it bear on the end of the stump; but if it be made to do 
so, it may be pretty certainly expected that the part exposed to pressure will ulcerate, 
and this perhaps be followed by exfoliation of bone. 

So far as my own experience proves, flap-operations in the continuity of the bone may 
be performed as successfully as circular operations on every limb but the leg, in which 


(a) Above cited, 
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the calf muscles are so bulky, that it is often difficult to get the skin well over them, if 
they be left, and I do not think the cure is so quick as with the circular. But if a skin 
flap be made and the muscles cut through directly, I do not think more time is gained 
than by the circular operation. There is, however, a more serious objection to flap- 
amputation through the calf, in the greater frequency of after-bleeding; this has oc- 
curred to me two or three times, and the number of vessels I have had to take up and 
the sloughy condition of the whole one, and its tedious union by granulation have al- 
most induced me to determine never to operate on the leg but with the circular. 

On any other part, I believe it is of little consequence which of the two operations is 
performed. Some Surgeons have been accustomed to practise one and some the other 
mode, and thus having acquired experience, preferred their own method. I have em- 
ployed both, and shall probably continue to do so, believing, with the exception I have 
made, that either will answer equally well, provided due attention be paid to the dressing 
throughout the whole course of the cure, without which all the objections that have 
been made to either will most certainly be verified.—J. F. 8.] 


2710. Opinions are divided as to the preference of uniting the ampu- 
tation wound by quick union, and its cure by suppuration and granulation ; 
the former method has, however, the most supporters, and is, generally, 
the most proper. As for the rest, many practitioners have exaggerated 
the evils accompanying the cure by suppuration and granulation. When 
in this treatment the rules already laid down be observed, the wound 
not stuffed with lint, and its union not prevented at bottom, but merely 
at the edges of the skin, according to my experience, the cure proceeds 
as quickly as with quick union, for the wound after amputation of large 
limbs never takes place by complete agglutination, in the strict sense of 
the word. The cure of the wound by suppuration and granulation is 


specially proper for those cases where the patient has long been subject to 


ulcers and considerable suppuration, where the quick suppression of the 
discharge has ill consequences, and translations to the cavities of the body 
may take place, where issues and other drains are not always able to pre- 
vent these evil results (a). Kuerrn, Texror, and others, have denied 
these statements. 


This is also Dupuyrren’s (6) opinion. He considers that dressing of the amputation 
wound, by which it is at every point closely united, as injurious, as a complete glutina- 
tion does not follow, and by the collection of the discharge in the bottom of the wound, 
injurious consequences ensue. He collects all the ligatures into a bundle, which he 
carries out at one corner of the wound, and if this bundle be not sufficiently thick, he 
increases its size in rare cases, by adding charpie to it. The results of this practice are 
more favourable than those in which the edges of the wound are completely brought 
together. Only in amputations required for injuries, and which are at once performed, 
does he close the wound; in all cases where long continued disease with irritation and 
suppuration have rendered amputation necessary, the above treatment should be had 
recourse to, as with complete bringing together, inflammation of internal parts, specially 
of the belly, may occur. 

[Among English Surgeons there is no difference of opinion, as to the mode in which 
union of an amputation wound is to be attempted. In all cases it is endeavoured and 
hoped to produce quick union, whether by sticking plaster or by sutures and linen 
dipped in cold water. The object is to promote adhesive not suppurative inflamma- 
tion, as the patient’s constitution suffers less from the former than the latter, and the 
cure is infinitely quicker. The fear of metastasis in consequence of the sudden checking 
ofa drain upon the constitution, by the removal of a limb having a large ulcer upon it, 
or in a case of compound fracture or other injury where the discharge is profuse, is 
amongst English Surgeons little thought of, as their experience proves it to be, except 
in very rare cases, without foundation. And the usual rallying of the patient’s powers 
after the amputation of such limb, which at once puts a stop to the drain on the consti- 
tution, and relieves the irritation of the nervous system affords no inducement to follow 
DupuytTREn’s practice of establishing another after getting rid of one suppurating 


(a) Rust, Ueber die Amputation grosseren Gliedmassen ; in his Magazin, vol. vi. p- 337. 
(b) Above cited, p. 417, , 
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wound, Experience as to success is the only way by which the correctness of practice 
can be proved, and the results of English practice in regard to amputation will prove its 
superiority, if fully carried out, and the necessary and only necessary, dressings for 
keeping the edges of the wound together, be employed, without swathing in rellers and 
cross bandages, and even in woollen nightcaps, which in my earlier days I have seen, 
employed, the only effect of which is that they encourage the suppurative and dis- 
courage the adhesive process.—J. F. 8. 


OF THE RESULTS OF AMPUTATION. 


This is a subject of the highest consideration to the Surgeon as regards his decision 
on the performance of this operation, and his expectation of the success resulting there- 
from. BENJAMIN PHILLIPS (a) has given a highly interesting paper on this very 
serious topic, and the result of his inquiry is, that the mortality after amputation in 
France, Germany, America, and England together, is 237, per cent. 

Dr. Lawrte (6) has also occupied himself with the same important matter, and draws 
his conclusions from a series of 276 cases of amputations of all kinds, performed in the 
Glasgow Infirmary ; from which it appears there were 176 recoveries, and ]00 deaths, 
or a proportion of deaths to recoveries as 1 to 1°76. 

Porrer (c) about the same time gave tu the Medico-Chirurgical Society an account 
of the amputations performed in University College Hospital, from June 1835 to Janu- 
ary 1841, amounting to 66, with their results, among which there were only 10 deaths, 
and three of these were among 10 cases of primary amputation for accident. 

I now give a brief account of 54 amputations which I performed between the years 
1835 and 1840 inclusive, at St. Thomas’s Hospital ; some particulars, of which I shall 
give more at length, after the description of the several amputations :— 


Lived. Died. | Total. 
Through the Thigh . . . 28 
For Accidents, Primary. . . . “1 re 5 5 
—_—- Secondary . ... a 1 1 2 
Scrofulous Diseases of Knee. . ns 13 A le 
Meer tiemsee 4 ¢ 4 
| 28 
Through the Leg. . . 14 ne ae se 
Ror Accidents, Primary. . ~~. . a: 6 3 9 
ReIeR Lipesets we Se ry 5 5 
14 
Through Upper-Arm. . 6 ee ae rr. 
Por Accidents, Primary. =. . ; |. .-: 5 as 5 
Secondary . . . 1 1 
6 
Through Fore-Arm . . 5 ae ms ¥ : 
For Accident, Primary . . . . sa 1 si 1 
Other Diseases. ss ew tl |e t He 4 
| 5 
Through Shoulder-Joint . . 1 1 ei 1 I 
54 41 13 es 54 


The result of these cases is pretty much the same in general at St. Thomas’s Hospital, 
and putting these together with the cases at University College Hospital, it must be evi- 
dent, that the mortality is a long way below the 50 to 75 per cent. which has been 
stated, by some surgical writers, as the ordinary average of fatal amputations. It will 
be observed also that the largest mortality is among the cases operated on for accidents, 
and on the lower extremities. In 7 amputations through the thigh, I lost 6; and of 9 
through the leg, 3 died. Whilst of 6 primary and 1 secondary amputations in the upper 


(a) Observations arising out of the Results of (c) Results of Amputations at University Col- 
Amputations in different Countries ; in London lege Hospital, London, statistically arranged ; in 
Medical Gazette, vol. xxii. p. 407. 1838. Medico-Chirurgical Transactions, vol. xxiv. p: 15v. 


(b) On the Results of Amputation ; in London 1841. 
Medical Gazette, vol. xxvii. p. 394. 1341, 
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extremity, not a single case was lost. This excess of mortality in operating after acci- 
dents, is to be ascribed, when the patients die early, to the conjoined shock of the acci- 
dent and operation. Besides which the persons admitted into hospitals for such injuries 
are commonly free livers with broken down constitutions, the like of whom are not 
unfrequently destroyed by the results of trivial accidents, which run either into ery- 
Sipelas, or diffuse cellular inflammation and gangrene.—J. F. S.] 


Tuirp Sectrionx.—OF AMPUTATION IN CONTINUITY OF THE SEVERAL 
LIMBS. 


I—OF AMPUTATION THROUGH THE THIGH. 


Amputatio Femoris, Lat.; Amputation oder Ablésung der Oberschenkels, Germ. ; 
Ip pure ; g 
Amputation de la Cuisse, Fr.) 


2711. In amputating through the thigh, the circular, or flap cut may 
be practised, the patient being so placed on a table covered with a mat- 
tress, that the limbs extend freely beyond its edge, and the trunk be in a 
posture between sitting and lying. ‘Lhe sound limb should be supported 
on a stool and held by one assistant. Another holds the diseased limb at 
the knee-joint in such way that the leg be bent at an obtuse angle towards 
the thigh, which itself is a little bent on the groin (1). A third assistant 
compresses with his fingers or with a compressor, the femoral artery on 
the horizontal branch of the pubes (2). A fourth standing on the outside 
of the thigh, encircles it with both hands, and draws the skin well up so 
that there shall be no folds (8); and a fifth gives the instruments to the 
operator (4). 

Compression of the artery by an assistant is preferable to the application of the tour- 
niquet, which can generally be only employed when the amputation is performed at 
the lower third of the thigh ; and the place at which it must then be put on is the upper 
third of the thigh. 

[(1) Except when the injury or disease is in the leg, this directiou cannot be fol- 
lowed out; therefore, as, at least with us, the greater number of amputations through 
the thigh are performed for disease in the knee-joint, and that part is commonly 
fixed, or its slightest movement so agonizing when there is ulceration of its cartilages, 
that any change of its usual posture is not warrantable, the Surgeon must be con- 
tent with his assistant merely keeping the limb steady in any position it can be con- 
veniently held. Occasionally, indeed, the leg can only be held on a pillow, and not till 
the soft parts have been cut through can the knee be grasped to steady the limb, whilst 
the bone is sawn. 

(2) In pressing on the artery at the groin, a very common mistake is to press the vessel 
down into the thigh, by which it is thrust upon the muscles, and can only be compressed 
by great exertion on the part of the assistant, and with much unnecessary pain to 
the patient. The pressure should always be a little inclined upwards towards the 
belly, and then the artery can be thrust against the bone and with little effort. It is 
of great importance, that the assistant who is intrusted with this serious charge, should 
be well up to his business; he should be well satisfied of the position of the vessel, and 
his capability of commanding it with ease and certainty, and not have to be fumbling 
about for it during the course of the operation. Having determined this, it is not right 
that the patient should be subjected to the pressure longer than absolutely needed ; 
therefore having adjusted his hands, which is best done by placing one thumb on the 
vessel and the other above it, and grasping the sides of the thigh with both hands, he 
waits till the operation actually commences, and directly the knife touches the skin 
firmly presses upon the vessel. 

(3) This assistant is superfluous, as the operator can himself better retract the skin 
to the extent he desires, by grasping the thigh with the whole of his left hand. 

(4) These preliminary directions may by some be considered superfluous ; but they 
are very far from so, as upon the thorough knowledge of the duty of each assistant, and 
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his strict attention to that and none other, depends the easy course of the operation. Of 
this I apprehend no one will doubt, who has had experience in the instruction of stu- 
dents.—J. F.S.] 

2712. In performing the circular operation, the operator standing on 
the outside of the thigh proceeds in the following manner. Carrying his 
right hand, in which he holds a straight bistoury, under the thigh over to 
its outer side, he places its edge vertically about a finger’s breadth above the 
kneecap, but always according to the thickness of the thigh, about three 
or four inches below the part where the bone is to be sawn through, and 
carrying it in a circular line around the whole thigh, at once divides the 
skin and underlying cellular tissue down to the fascia lata. The assistant 
now again draws back the skin throughout its whole circumference, and the 
operator makes at the edge thus drawn back some slight cuts, by which 
the cellular tissue connecting the skin is divided, and the latter can be 
drawn back two fingers’ breadth. 

If the skin be not divided at one continuous circular cut, the cut upon the under 
part of the thigh must be first made, and then from the inner end of this the second is 
carried over the front of the thigh into the outer end of the first. The mere drawing 
back the skin just mentioned, is better than separating and making flaps of it. If the 
larger amputating knife be used for this purpose, the cut will be less regular. 

| Notwithstanding Cue.tus prefers the circular cut and simple retraction, I think the 
skin fits better on the face of the stump, if, after that is done, it be divided about an 
inch vertically on either side, so as to make a sort of flap. The largeness of the knife 
is not of much consequence ; but the best for the performance of the operation is a heavy- 
backed knife, which cuts more certainly and correctly. I do not see any necessity for 
changing the knife, as CHELIUs recommends; one knife ought to be sufficient for the 
performance of the whole operation.—J. F. 8.] 

2713. The operator now, sinking on his right knee, carries the large 
straight amputating knife, which he grasps with his whole right hand, the 
upper part of the handle resting between the thumb and forefinger, and 
the rest of it enclosed by the other fingers, beneath the thigh, over to its 
outside, places its edge vertically at the edge of the retracted skin, and 
puts the thumb and forefinger of the left hand upon the fore part of the 
back of the knife (1). He then cuts through first the muscles on the outer 
side down to the bone, whilst he bears the knife towards himself and 
downwards, carrying it round in a circle with a firm stroke, and cuts 
through the muscles down to the bone. At the moment when the knife 
reaches the back of the thigh the operator rises and finishes the cut, stand- 
ing. The assistant who had drawn back the skin, now grasps, with both 
hands in the muscular cut, in such way that the thumb above and the 
finger below cross, and draw back the superficial muscles, after which 
those still remaining attached to the bone are divided higher by a circular 
cut. A third cut is now made in like manner, by which the periosteum 
is also divided. By means of a cleft cloth, the uncleft part of which is 
placed on the hind part of the thigh, and its ends carried on both sides of 
the bone to the front, the assistant holds back the muscles, and the bone 
is sawn through where the pertostewm has been divided (2). 

Cutting through the muscles on the outside of the thigh, whilst the knife is drawn 
towards the operator and downwards has the advantage that the whole edge is made to 
act, and that it is not necessary to carry the knife round upon the outside of the thigh, 
to throw it, that is so to change the true position of the hand on the handle of the knife, 
that the thumb is on the back, and the other fingers on the opposite side of the handle. 

((1) I do not see any particular advantage in placing the fingers of the left hand 
upon the end of the knife blade; at all events in this country, we are accustomed to use 
the knife with the right hand only. 
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I may take the opportunity here of hinting to the young operator, that the knife is 
not to be, as I have occasionally seen it, forcibly jammed through the muscles down 
to the bone, and the circular cut completed with the smallest possible quantity of the 
hind part of its blade. Knives are not chisels, as this practice would seem to imply, 
but they may be compared to very delicate saws; and as every one knows a saw will 
only act well, when it moves in a long stroke, just so is it with the knife, of which the 
cutting part, whether a small portion only, or successive portions of it be used, 
must be constantly in motion, continually drawn along the part it has to cut, which it 
will then cut readily, and not violently forced through, as some operator’s fancy it very 
clever to do. 

(2) I prefer spreading my left hand over the face of the stump and thrusting the soft 
parts back, to an assistant’s aid with a cleft cloth, whilst sawing through the bone.— 
J.F.S8.] 

2714. After tying the vessels and clearing the wound from blood, and 
drying the surrounding parts, a roller must be applied from the uppermost 
part of the stump, in descending turns, nearly as low as the end of the bone, 
for the purpose of drawing the skin and muscles gently together. The 
wound is now brought together in a vertical direction with strips of stick- 
ing plaster, of sufficient length, placed across it; upon these a pledget 
spread with some mild ointment is applied ; a wad of lint and over it a cross 
bandage, two ends of which come up on the sides, and the others before 
and behind the thigh, and the ends confined with a circular bandage, a 
few turns of which are to be passed over the face of the stump. 

[The roller first and the straps of sticking plaster after, with one strap passing over 
the whole length of the wound, and a circular strap to confine the ends of the straps, are 
a FS] requisite. No wad of lint, cross bandage, or second roller are required.— 

2715. Amputation through the thigh with two flaps is thus performed. 
The patient having been placed as for the circular operation, the precau- 
tions taken against bleeding, and the assistants stationed as before, the 
operator standing on the outside of the limb, with the fingers and thumb 
of his left hand grasps the flesh on the outside of the thigh and draws it 
outwards. With his right hand he now thrusts a long narrow double- 
edged knife through the front of the thigh vertically down to the bone, 
and with its point close to the outside of the bone, still thrusts towards 
the back of the limb till it penetrate behind exactly opposite where it 
had entered in front. The knife is now carried further downwards, and 
its edge being turned a little outwards, cuts through the muscles and skin 
obliquely. ‘The point of the knife is then placed vertically on the upper 
(front) angle of the wound, carried down on the inside of the bone to 
the lower (hind) angle of the wound, and as it descends along the bone, 
with the edge turned from it, a second flap, like the outer one in size 
and length, is formed. The length of the flap should be, according to the 
thickness of the limb, that of three or four fingers’ breadth. Both flaps are 
now drawn back with a cleft cloth by an assistant, and the operator, with a 
circular incision at the bottom of the wound, divides the muscular parts still 
remaining attached, and cuts through the periosteum where the bone is to 
be sawn. ‘The dressing is to be performed in the same manner as after 
the circular operation. 


According to LANGENBECK’s method, the operator should place himself in amputat- 
ing through the right thigh, on the outside, aud when through the left on the inside of 
the limb, and first make on the side next him a semicircular cut from the fore to the 
hind surface of the thigh, through the skin and muscles obliquely down to the bone; he 
then carries the knife beneath the limb to the other side, places it at the upper angle of 
the wound, and draws it, in the same way as in the first cut, to the lower angle of the 
wound, at which part he must take special care to cut through all the muscles. Both 
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flaps are now to be turned back, and with a circular cut the operator divides all the parts 
still connected with the bone, at the bottom of the wound. 

I have stated in reference to this mode of operating (a), that carrying two semicir- 
cular cuts through a large quantity of muscles as in the thigh, and their exact connexion 
at the angles, would be difficult, and the cuts likely to be unequal; and I find this 
Opinion rather confirmed than disproved by LANGENBECK’s own observation (6), that 
“one who speaks from experience, and draws the knife through, instead of firmly press- 
ing it on, the parts will not allow this ;” and that he had “amputated after comminuted 
fractures through thighs which were as fleshy as such limbs could possibly be, and yet 
the knife, drawn lightly along, flew through down to the bone, and that too at the inner 
part of the thigh.” 

[Liston (c) makes his flaps before and behind instead of on the sides as directed by 
Cue tvs, and I think his the better mode, as the flaps are well kept together by the 
position of the stump. According to Lisron’s directions, *‘ the Surgeon places himself 
on the tibial side of the right limb, on the fibular side of the left; lays hold of the soft 
parts on the anterior aspect of the bone, lifts them from it, enters the point of his knife 
behind the vena saphena, in operating on the right side, passes it horizontally through 
to the bone, carries it closely over its fore part, and brings out the point on the outward 
side of the limb as low as possible; then by a gentle and quick motion of the blade, a 
round anterior flap is completed. The instrument is again entered on the inner side, a 
little below the top of the first incision, passed behind the bone, brought out at the 
wound on the outside, and directed so as to make a posterior flap, a very little longer 
than the former. The anterior flap is merely lifted up after it is formed, but now 
that both have been made, they are drawn well and forcibly back, whilst the Surgeon 
sweeps the knife round the bone, so as to divide smoothly the muscles by which it is 
immediately invested. The bone grasped by the left hand, is sawn close to the soft 
parts, the saw being directed perpendicularly.” (p. 384-86.) The same method is also 
preferred by Syme and Frrcusson, the latter of whom justly urges (d) the necessity, 
before entering the knife in front, of well elevating the skin and other textures, without 
doing which the front flap will not have sufficient breadth, more especially if the opera- 
tion be performed towards the lower part of the thigh. The reason, however, why the 
hind flap should be longer than the front one is not, as FeRGusson considers, because 
the posterior muscles have greater tendency to retraction than the anterior, but because 
by the position in which the limb is placed after the amputation, the hind muscles being 
extended are drawn back from the face of the stump. whilst those in front are relaxed 
and have therefore no disposition to pull away from the stump.—J. F. 8.] 


2716. In the amputation through the thigh with a single flap, which is 
by many preferred to the double tlap, because thereby the wound is more 
completely covered, and the projection of the bone more certainly pre- 
vented, the flap is made from the outer, (BENevicT, TEXToR, JAEGER, ) 
from the inner side, (ZANG, TExTor,) or from behind, (Hey,) or before 
(Bensamin Bett, Le Gras, Fourriay.) A double-edged knife is thrust 
in one of these directions down to the bone, passed close to it, and thrust 
out on the opposite side, and then being carried down along the bone, a 
flap of four or five fingers’ breadth is formed. Whilst the assistant holds 
back this flap, and draws up the skin on the other side, the operator makes 
a semicircular cut an inch below the part where the knife had been thrust 
in and out, through the skin, draws it up, and then at the base of the flap 
divides the muscles with a semicircular cut down to the bone, and through 
the muscles still remaining attached. 

I have only employed this method in those cases where there has been 
unequal destruction of the soft parts on the one or other side, so as to pre- 
serve a larger portion of the limb, especially in the upper part of the thigh. 


[Amputation with a flap from behind has been performed by Dr. Lirrie of Sligo 
County Hospital. FERGUSSON observes, that 3 after making such a flap, he should cut 
away a considerable portion of the great sciatic nerve, so that it might not by any 
chance be brought to lie against the divided surface of the femur.” (p. 408.) ] 

(a) Heidelberger klinische Annalen, vol. i. part ii. 

(b) Nosologie und Therapie der chirurgischen (¢) Practical Surgery. Tee 

Krankheiten, vol. iv p. 312. (d) Abvve cited, pp. 405, 407. 
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[Syme (a) has made the following observations in regard to amputation through the 
shaft of the thigh-bone :—“The danger immediately attending its performance,” says 
he, “and the inconvenience of its imperfect result, in rendering the stump uncomfortable, 
have suggested various contrivances and modifications of procedure, with the effect, 
certainly, of restraining the hemorrhage, diminishing the patient’s suffering, and pro- 
moting union of the wound. But the stern evidence of hospital statistics still shows, 
that the average frequency of death is not Jess than from 50 to 70 per cent., while it 
cannot be denied that many of the survivors suffer from uneasiness connected with 
protrusion of the bone. Having from an early period of my practice devoted much 
attention to-the subject of amputation—having seen the circular incision give place to 
the flap-operation,—and having witnessed the results of these methods, variously modi- 
fied, in the hands of many Surgeons possessing every degree of operative skill, I am 
at length led to the conclusion, that there is something radically wrong in the principle 
of the operation. This error I believe to be, dividing the thigh-bone through its shaft 
instead of the condyles or trochanters. * * * The most frequent occasion for ampu- 
tation of the thigh is afforded by diseases of the knee-joint. Next to this may be ranked 
compound fractures of the leg and thigh, and then tumours of the leg and thigh. * * * 
Dense bone dies more readily than that of a spongy or cancellated structure; and the 
action of a saw, to say nothing of ruffling the periosteum, must always be apt to cause 
exfoliation, which, by impeding union of the soft parts, delays union, and opposes its 
perfect completion, by increasing the scope afforded to contraction of the muscles. It 
would, however, be a narrow view to suppose that the direct effect of local injury is 
alone concerned in causing death of the bone after amputation, and there can be no 
doubt, that inflammation of the medullary membrane may co-operate, if it does not 
act exclusively, in its production. * * * But if the medullary membrane be liable 
to inflammation, suppuration of its texture, and inflammation of the veins cannot fail to 
be the frequent consequence. * * * But when the bone is divided through the con- 
dyles, nothing more than the epiphysis being concerned, the medullary membrane is not 
at all disturbed, whilst the cancellated structure is not liable to exfoliate, either from 
proneness to die from injury, or through inflammation of any other texture.” (pp. 337- 
39.) Two cases of scrofulous disease of the knee-joint, in general very favourable cases for 
amputation, are given as successful examples of the result of this practice, and upon these 
the recommendation of amputating through the epiph yses of the thigh-bone is founded. 

In reading the above paragraph, I was surprised at the dangers and inconveniences 
resulting from amputation, at the middle or near the middle of the shafts of bones which 
is most commonly selected for that operation, as detailed by Syme; and still more at 
the awful mortality of from 50 to 70 per cent., which “the stern evidence of hospital 
statistics still shows.” And as my recollection of the usual results of amputation at St. 
Thomas's Hospital had not led me to consider amputation so formidable an operation, 
either immediately, or in its consequences, except in the case of primary or secondary 
amputations for accidents, which are always very serious, and most commonly fatal, 
1 referred to my notes of all the amputations I had performed in St. Thomas’s 
Hospital during six years. From these is subjoined an account of twenty-eight 
amputations through the thigh; five of them were primary, and two secondary; the 
whole were fatal except one of the latter: the remainder consisted of seventeen cases 
of scrofulous disease of the knee-joint, of which four died; two of necrosis ; one of 
osteosarcoma ; and one of fungoid disease, all lived. The total of the fatal cases were 
ten, or 35:7 per cent. ; of the primary, all died; of the secondary, 1 in 2, or 50 per cent. ; 
of the scrofulous, 4 in 17, or 23-5 per cent. In none of the successful cases did any 
of the untoward occurrences happen which are mentioned by Syme, though all were 
amputated through the middle of the bone, excepting that in three cases a very small 
ring of bone exfoliated, and in which only did protrusion occur, and that only for a time. 
The results of my colleagues’ practice in regard to this operation, I am quite sure, 
correspond with my own, though I cannot report them, but the cases I have given 
afford a fair estimate of this operation in our Hospital. 

An account of eighteen amputations through the thigh by Lisron has also been 
given (6), of which for accidents, two were primary, one lived and one died; and two 
secondary, one lived and one died; eight were for disease of the knee-joint, one fatal ; 
two for painful stump, one for old ulcer, one for malignant ulcer, one for erysipelas, 
one for tumour in the ham, all the last six successful. The average of the fatal 
cases here is ] in 6, or 166 per cent.; in the primary and secondary cases, 1 in 2, or 
50 per cent. ; and in the scrofulous cases, 1 in 8, or 123 per cent. 


(a) Surgical Cases and Observations; in London and Edinburgh Monthly Journal of Medical Science, 
vol. v. 1845. (6) Porrer, above cited, p. 172-176. 
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From these facts it may be inferred, that the cause of the awful fatality reecorded 
must be sought for elsewere than in the damage which the dense bone in the middle of 
the shaft snffers from the saw; and some better grounds must be found for giving up 
amputation in the middle of the thigh-bone, and resorting to amputation close to its 
lower or upper end; in the first forming a stump, which, to the great majority of per- 
sons subjected to this operation, either cannot be used, or only with great inconvenience 
and liability to ulceration ; and in the second, forming such a stump as will not permit 


the use of an artificial leg. 


How the medullary membrane should be less damaged by 


sawing through the ends of bones, where it is certainly in larger quantity than in the 
middle, where it is in smaller quantity, I confess I cannot understand. Hence, I should 
be little disposed to follow Syme’s recommendation, of sawing a little beyond the 
articular surfaces. 


Report of Twenty-eight Amputations through the Thigh, from the Year 1835 to 1840 inclusive. 


1835 
Ann Quigley, agea 
25, admitted June 
18, 


Charles Ayling, 
aged 47 (flonr- 
porter), admitted 
Oct. 6. 


1836 
Edward Clark, 
azed 14, admitted 
Aug. 2. 


William Allen, 
azed 8, admitted 
Aug. 23, 


John Ricksett, 
aged 23 (sailor), 
admitted Aug, 24. 


1837 
Samuel Paddon, 
aged 29 (sailor), 
admitted March 
17, 1836. 


182s 
James Brooks, 
aged 25, (paper- 
maker), admitted 
Feb. 20, 


Joseph Lee, aged 
20 (carter), ad- 
mitted May 26, 


Sinus leading 


Compound 


Disease or Accident. 


Osteosarcoma of the lower 
art of the right thigh- 
one, of three years’ 

duration. 


Simple fracture of right 
leg with comminution 
and much bruising, con- 
sequent on being jam- 
med between a step and 
a dray-wheel. On eighth 
day the leg became gan- 
grenous; hectic set in 
and increased. 


Ulceration of the cartilages 
of the right kneé-joint 
with suppuration, and 
abscess In bursa of m. 
rectus, Disease com- 
menced three years since, 
but has not prevented 
him walking till the last 
eight months. 


mto left 
knee-joint ; no disease of 
cartilages. A twelve- 
month since sprained the 
knee; this followed by 
abscess, which burst a 
week before his admis- 
sion, 


Ulceration of the cartilages 
of the left knee with sup- 
uration and sinus, lead- 
ing down to a large ab- 
scess in m. gastrocnemius, 
which opened externally 
by other two sinuses. 
Disease commenced two 
years since, after ex- 
posure to wet and cold at 
sea. In this case the 
knee was nearly straight. 


Scrofulous disease of knee- 


joint. 


Ulceration of cartilages of 
left knee-joint. Disease 
commenced five years 
since, and two years after 
received a blow on that 
joint. 


com minute 
fracture of right thigh- 
bone, with severe lacera- 
tion of muscles by transit 
of waggon-wheels, 


Opera- 
tion, 


July 3. 


Oct, 21, 


Aug, 19. 


Sept 3. 


Sept. 3. 


Feb. 3. 


May 12, 


May 26. 
Four 
hours 
after 

accident, 


With circular cut; 


With two horizontal flaps ; 


Remarks. 


With circular cut; five arteries were tied, and the 


wound dressed at once with straps of plaster ; 
went on well throughout. 


in dividing the muscles 
a large abscess was cut into ‘between the m. 
vastus internus and biceps; free venous bleed- 
ing; three arteries were tied, but he sunk 
rapidly. 


With two verlical flaps; three arteries tied, and a 


fourth an hour afterwards. Seven hours after, 
the flaps were brought together with straps of 
plaster. On third day had a smart attack of 
irritative fever and great heaviness, which 
subsided about four days after. The wound 
healed kindly at bottom, but one flap slipped 
over the other a little and caused a good deal of 
trouble. 


With circular cut; three arteries were tied. The 


stump dressed at once with straps of plaster, 
but did not adhere, became sloughy, a large 
portion of skin separated, the bone pro- 
truded, and the wound healed by granulat'on ; 
but a ring of bone, about a quarter of an inch 
deep, exfoliated, and the stump was very coni- 
cal; but after a few months, as he gained flesh, 
it ceased entirely to be so. 


the knife passed 
through a large abscess in the bursa of the m. 
rectus, in makmg the front flap; this portion 
of the abscess was dissected out. Five arteries 
were tied. The femoral vein bled profusely, 
but ceased on removing the tourniquet band. 
The flaps were brought together with four sutures 
and straps of plaster; three of the sutures were 
removed at fifty hours, and the fourth next day. 
On the fourth day was attacked with troublesome 
cougn, followed by bleeding from the stump 
for some hours, which was stayed by the appli- 
eation of a cold wet cloth. On the evening of 
the fourieenth day he had a smart attack of 
bilious vomiting, 


With two-horizontal flaps. 


With circular cut, and the skin divided upwards 


on each side, The skin retracted, and on the 
stzteenih day the bone protruded through its 
= part. Between three and four menths 
after a thin ring of bone separated, but the 
wound had not healed when he left the house. 


With vertical flaps, and through the little {ro- 


chanter; the femoral artery tied before the 
completion of the first fap. Flagged very much 
during the operation, and lost much venous 
blood; and though brandy was freely given, he 
became very Jow and restless, and with much 
jactitation, and he sunk rapidly, 


Dis- 
charged, 


Sept. 10. 


Nov. 7. 


Dec. 27. 


Noy. 29. 


March 1), 


Nov. 6. 


ee 


Died, 


Oct. 21, 
Seven 
hours 

ind a-half 
aftor the 
Operation, 


May 26, 
An hour 
und a-huilf 
after 
operation. 


——— 


Disease or Accident. 


1838 
continued. 

John Millard,aged | Anchylosis of left knee- 
42 (sailor), ad- joint, with severe pain on 
mitted May 29. pltope touch of the 

nee. 


Opera- 
tion. 


June 2, 


Remarks. 


With vertical flaps; five arteries were tied ; lost 


much blood at the operation, and became very 
faint ; the medullary artery bled very fiercely, 
but was stopped by pressure. As he rallied 
bleeding began ayain, and did not cease till six- 


teen other vessels, all of small size and much retracted, had been taken up; the me- 


dullary artery aga‘n burst forth, and was again stopped by pressure. 


Another vessel 


was tied two or three hours after, and the bleeding then ceased. The flaps could not 
be adjusted as at first; next day he complained of pain in his belly ; had tightness at 


chest, and sighed frequently ; continued very restless. 


On the fourth day suppuration 


commenced, and he complained of pain on the outer and under part of the stump; a 
bread bine was applied. On the sifih day the stump became more painful, and when 


presse 


much pus was discharzed {rom the upper gap of the wound, which was dressed 


to-day, and he became a little the easier; in the evening the pa‘n in his belly ceased. 
On the sixch day, the pain in the stump, which had diminished, became very severe, and 
the outer flap was much inflamed, some way up the thigh ; he was very restless, and had 


much constitutional excitement. 


On the following day he was rather better; but the 


erysipelatous blush had extended upon the buttock. Has hitherto taken laudanum to 
allay irritation and give rest, which, however, has not been very effective, and beef tea ; 


the latter of which was to-day changed for a mutton chop and a pint of porter. 


On the 


eighth day was worse, his tongue coated ; pulse very quick and irritable ; looks anxious ; 
erysipelatous blush extending to the iliac crest; discharge from wound diminished in 
On the following morning had some hiccough ; looked wild, 
though perfectly sensible ; and had some mucous rattle in his windpipe, which towards 


quantity, and thinner. 


evening increased, and the hiccough constant. 


He continued getting lower, and the 


breathing worse. Brandy was given to keep him up, and the bronchial affection attacked 
with blister, and afterwards mercurial friction, but without avail; his bowels got out 


of sorts, but he went lingering on till the evening of the imentieth day. 


The right 


pleura was found covered with coagulable lymph, and contained four ounces of serum, 
with flakes; both lungs gorged with sero-purulent fluid; the bronchial membrane 
deep red. The mucous membrane of the stomach thickened and mammillated with 
brownish-red patches ; and that of the intestines, small and large, here and there ulce- 


rated in patches , the stump sloughy. 


Severe laceration of the 
skin of the right leg, and 
of the m, gasirocnemius ; 


Charles Russell, 
aged 28 (farm-ser- 
vant), admitted 


Dec. 27. consequent on injury b 
cart-wheel. Was muc 
depressed at his admis- 
sion. 

1839 


Severe contusion of the 
right leg, consequent on 
being jammed between a 
cart-wheel and the kerb- 
stone; followed by ex- 
tensive sloughing of the 
skin of the back of the 
leg, and suppuration be- 
neath the whole remain- 
ing skin of the leg and 
upper part of the thigh ; 
and great depression. 


William Wilmott, 
aged 26 (carman), 
admitted Nov. 6, 
1838, 


Soft anchylosis, ulceration 
of cartilages and abscess 
im left knee-joint. Not 
much affected constitu- 
tionally by the disease, 
and very urgent for the 
operation, 


James Arnold, 
a-ed 22, admitted 
Aug. 27, 1838, 


Eliza Phillips, 
aged 22, admitted 
April 23. 


Soft anchylosis of left 
knec-joint, with constant 
severe pain, specially at 
night. The disease be- 
gan at two years of age. 
The knee bent at a very 
acute angle, and very 
tender, 


Dec. 27. 
Eight 
hours 

after 
accident. 


Jan. 23. 


April 18. 


May 10. 


With circular cut; four arteries tied; lost much 


venous blood during the operation, and was 
much exhausted ; wound brought together with 
a single strap, and the dressing completed 
twelve hours after. On the four:h day irritative 
fever came on, and he became much excited. 
On the sixth day little union, and free suppu- 
ration of the wound, the bone a little protrudin. 
On the eleventh day a little graze on the other 
leg was observed to be separating, and on the 
eighteenth about a pint of pus was discharged 
from beneath it; subsequently suppuration ex- 
tended beneath the skin of the whole leg. He 
improved a little, but afterwards sunk again, 
complaining the day before he died, of severe 
pain in the chest. On examination the femoral 
vein was found filled with pus up to a valve four 
inches above its cut end. The bronchi were 
acutely inflamed. ~ 


With circular cut ; lost but little blood during the 


operation ; the femoral artery was tied befure 
sawing through the bone, and other three after, 
The wound was brought together vertically with 
straps of plaster. He bore the operation very 
well, but was sick on being put to bed. From 
this time he gradually improved, and in thirty- 
three days the wound had healed, and he got 
up. 


Wiih two horizontal flaps; the soft parts much 


consolidated, and the flaps turned back with 
difficulty. Mad little arterial, but much venous, 
bleeding. Five arteries and the femoral vein 
tied; the latter had bled most pertinaciously. 
The flaps were at once brought together with 
adhesive straps. Neat day, much oozing having 
taken place, the flaps were opened, a small 
vessel found and twisted. In the afternoon he 
began to vomit; another vessel was tied, and 
the stump dressed. Third day, vomiting con- 
tinned, and at night he wandered much; but 
on the morning of the fourth day he was sense- 
less, continued so for six hours and died. The 
examination threw no additional light upon the 
cause of death, which seemed to reston the con- 
stitutional shock from the operation. 


Wish circular cut; six arteries and the femoral 


vein were tied. The edges of the wound were 
brought together transversely, and fastened with 
eight pins and twisted suture ; a wet rag applied, 
The pins removed at seventy hours, and union 
opposite them; dressed with adhesive plaster. 
In course of a month the wound healed, except 
a little sinus, where the ligatures had been 
brought out, 
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May 7. 


June 12. 


June 22. 
Twenty 
days after 
operation. 


Jan. 19. 
Twenty- 
three days 
after 
Operation, 


April 21. 
Seventy- 
five hours 
after 
Operation. 


q 
| 
| 
| 


1839 
continued, © 
Edward Moore, 
aged 27 (tailor), 
admitted June 4, 


Elizabeth Harley, 
aged 15, admitted 
May 28, 


Charles Walder, 
aged 21 (labourer), 
admitted June 5. 


Mary Hutchins, 
aged 46, admitted 
Aug. 1. 


James Lee, aged 
28 (ostler), ad- 
mitted May 7. 


Sarah Dowles, 
aged 50, admitted 
Oct. 1. 


1840 
Edward Berry, 
aged 13, admitted 
Dec. 31, 1839. 


William Parker, 
aged 27 (labourer), 
admitted Jan. 22, 
1840. 


VOL. II. 


Soft 
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Disease or Accident. 


Abscesses around, but not 
communicating with the 
right knee-joint ; syno- 
vial membrane _ thick- 
ened, soft, and jelly-like, 
spotted with red ; disease 
began with a fall sixteen 
months since. 


Necrosis in head of right 


shin-bone, and partial 
destruction of the joint- 
cartilages ; at other parts 
the synovial membrane 
of the three bones adhe- 
rent at the corresponding 
surfaces. 


Ulceration of cartilages. 
with suppuratioa in left 
knee-joint, and external 
abscesses not communi- 
cating; after a fall two 
years since, 


Fungoid tumour on upper 
part of calf of left leg, 
about the size of an 
orange. 


Ulceration of cartilages of 
right knee, with sinuses ; 
had had amputation 
performed through the 
leg seven years since; 
two years ago fell and 
bruised his stump; the 
knee has swollen since, 
and abscesses formed 
about it, during his stay 


here. These have been 
opened, and continued 
discharging, 


Necrosis of right thigh-bone 


just above the articular 
surface of condyles, and 
communicating with si- 
nuses opening above the 
knee-cap and on the inner 
condyle. Has had disease 
in the knee-joint for forty 
years; but three years 
ago received a blow on 
the lower part of the 
thigh from a boot. 


anchylosis of right 
knee-joint and necrosis 
in head of shin-bone 
communicating with a 
sinus, 


Compound fracture of left 


leg, with simple fracture 
of left thigh, and severe 
laceration of the skin 
over, but not communi- 
eating with it; conse- 
quent on having been run 
over by a steam-carriage 
whilst fallen on the rail 
yesterday, at 6 p.m, 


Opera- 


tion. 


June 19, 


June 30. 


July 10. 


Aug. 21. 


Remarks. 


With two oblique flaps ; eleven ligatures applied. 


Suffered great agony at operation and for an 
hour after, on which account forty drops of lau- 
danum given; this quieted him, and the wound 
was left open for nine hours; two small vessels 
then tied, and the edges brought together with 
eight pins and twisted suture ; these removed at 
sixty-eight hours, and the edges found generally 
united ; in their place adhesive straps applied. 
In about a month the wound healed, and the 
scar began to draw in, 


With two flaps, oblique, upwards and inwards ; six 


arteries tied; the stump left open nine hours 
till glazed, then all remaining clots removed, 
and another vessel tied; the edves of the wound 
brought together, and fastened with five pins 
and the twisted suture; these were removed 
at ninety-six hours, and adhesive straps applied. 
Some weeks after, when the wound had healed, 
the scar contracted and drew in, so that there 
was a cleft appearance of the face of the stump. 


With two oblique flaps; in making the front one 


a large abscess was penetrated, whence much 
pus escaped; lost much blood, and ten vessels 
were tied, and afterwards the sac of the abscess 
was dissected out ; flaps left open, and another 
vessel taken up; nine hours after the clot re- 
moved, another vessel tied, and the flaps brought 
together with seven pins and twisted suture; 
these were removed at sixty-nine hours, but not 
much union. On the next day his bowels were 
disturbed, and therefore beef tea changed for 
arrow root and a little meat; and in the evening 
had pain at pit of stomach and nausea. On the 
eighth day hada shivering fit. Sores formed on 
the buttocks, hips, sides of the chest, and 
shoulders about a month after, most of which 
healed; but early in October psoas abscess 
appeared in right groin, under which he sunk, 


With two horizontal flaps; thirteen arteries were 


tied; the femoral was tied two inches above the 
edge of the flap, but the lower end bled after- 
wards, and required tying, when the flaps were 
brought together, ten hours after, with six pins 
and the twisted suture; these were removed at 
seventy-two hours, and adhesive straps then put 
on. She went on without a bad symptom, 


Oct, 2, | With circular cut, and cut on each side of the 


Oct. 12. 


Jan. 18. 


Jan. 22, 
Twenty- 
two hours 
after 
accident, 


skin; the muscles did not retract in the least; 
nine arteries were tied, and the vein also, as it 
bled very freely; bleeding recurred during the 


Dis- 
charged. 


a 


Aug. 27. 


Sept. 10. 


Nov. 23, 


March 17, 
1840. 


afternoon, and three more vessels were taken | 


up. Did very well, and the wound healed in 
twenty-six days. Six weeks after had a severe 
attack of acute rheumatism in the right wrist, 
and afterwards his heart was sithabhed he 1e- 
covered after a month. 


With two oblique flaps ; twenty-one vessels were 


taken up, and the flaps brought together at 
once. Recovered, without any untoward symp- 
tom, 


With two oblique flaps: nine arteries and the 


femoral vein were tied; nine hours after the 
face of the flaps was cleansed, other six vessels 
tied, and the flaps brought together with adhe- 
sive plaster. 


With tivo vertical flaps; the femoral artery was 


tied immediately after making the inner flap; 
afterwards the femoral vein, the deep femoral, 
and two small arteries. He did not lose two 
tablespoonfuls of blood ; but the operation de- 
pressed him considerably ; and he sunk rapidly. 


Dee. 24. 


March 17, 


3.N 
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Died. 


Oct. 18. 


Jan, 22. 
Three 
hours 

and a-half 
after 
operation, 
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= is- : 
Disease or Accident. “eigen Remarks. koa Died. 
1840 
continued. , 
Samuel Armstrong,| Ulceration of cartilages, |March 28.} With two horizontal flaps; three arteries tied, At April 29, 
aged 16, admitted with suppuration’and ad- but the medullary artery oozed freely, except Thirty - 
arch 24, hesive deposit on syno- when stopped by pressure; the flaps brought two days 
vial membrane of right together four hours after with adhesive plaster. after 
knee-joint. Much out of On the jifteenth day irritative fever came on, operation. 
health. with much head-ache, and could not be 
checked, 

Hugh Evans, aged | Compound fracture of left} May 2, | With two horizontal flaps ; four arteries were tied. “A May 20. 
20 (sailor), ad- leg, with severe lacera- Three The wound was sloughy, but had cleared on Kighteen 
mitted May 2, tion of muscles, and sim- hours the eleventh day, up to which time he had been ays 

ple fracture of same thigh |and a-half tolerably well. On the thirteenth day was at- after 
into the joint, consequent after tacked suddenly with pleuritic symptoms, and operation. 
on timber falling upon | accident. the sputum slightly tinged with blood ; some 
the limb. Had lost much little cessation of these symptoms occurred, 
blood. but he sunk. The left pleura contained straw- 

coloured serum, with flakes of coagulable 

lymph, and both costal and pulmonary sur- 

faces covered with lymph; the lower lobe of 

left lung infiltrated with pus; its apex consoli- 

dated. 

Henry Parker,aged | Compound fracture of the | June. | With two flaps; immediately on making the first oe J une 14, 
43 (brewer's ser- left thigh, with laceration Four he was violently sick, and I tied the femoral Thirteen 
vant), admitted from the inner condyle | hours artery before making the second. Some other days 
June 1, to nearly the pubes, but after arteries tied; an hour after operation was vio- after 

not much bruising: lace- | accident. lently sick, and once after. Four hours after operation. 
ration of right hand and the flaps brought together with three sutures 
dislocated metacarpal and straps of plaster; vomited again during 
bone; consequent on the night. Twenty hours after the first opera- 
transit of a loaded dray- tion, amputation through the wrist-joint, with 
wheel, Much depressed a flap from the back of the hand, and five 
on his admission. ligatures applied. Sutures in thigh removed 
afier one hundred and eighteen hours ; the wound 
sloughy. On seventh day attacked with irrita- 
tive fever, and on the day following was much 
purged, and this continued till he sunk. On 
examination there were found a little lobular 
pneumonia, principally in left lung ; some ulce- 
ration of mucous membrane of intestines. 

Robert Richards, | Soft anchylosis of right | July 25. | With horizontal flaps ; six arteries tied ; the wound Oct. 20. 
aged 15, admitted knee, Disease began nine brought together with a single strap, and the 
June 16. years since after a fall. dressing completed eight hours after. On the 

Jifth day the bone began to protrude, and could 
not be replaced, but the wound healed, except- 
ing immediately around it, in course of six 
weeks; and at the end of two months a little 
ring of bone separated; the wound had not 
completely healed when he left. 

Benjamin Scott, Soft anchylosis of left knee. | Sept.19. | With circular cut ; four arteries and the femoral | Dec. 15. 
aged 9, admitted Disease began five years vein were tied; the edges of the wound brought 
June 9. since, without known together with a single strap, and the dressing 

cause. completed seven hours after ; went on without 
a bad symptom. 

James Vinson, Ulceration of cartilages of | Nov. 14. | With circular cut; the muscles did not retract; | Feb. 2, 
aged 35 (farm-ser-| right knee-joint, adhe- and in dividing them, the abscess beneath the 1841. 
vant), admitted sive deposit on the syno- tendon of the m. rectus was cut through, but 
Aug. 18. vial membrane; the joint the part on the stump was left; nine arteries 

full of pus ; and the bursa were tied; he was much exhausted by the ope- 
of the m. rectus full of ration, and passed his motions involuntarily ; 
pus. Originated in a the wound was brought together at once with 
blow with a shovel nine adhesive straps; the stump was perfectly 
years since. healed in three weeks. 

John Pearman, Soft anchylosis of the left | Dec, 5. | Wilh the circular cut ; six arteries and the femo- | Feb. 2, 
aged 19, admitted knee; abscess above the ral vein were tied; the edges of the wound 1841. 


Nov. 10, 


head of the shin-bone; 
the remaining joint-car- 
tilages ulcerated, 


were at once brought together with adhesive 
straps, but three hours after bleeding recurred, 
and four more small arteries were tied ; the 
wound was dressed as before; went on very 
well for a fortnight, and then the stump became 
sloughy, but it cleared in a few days. 


[Since the last sheet has been worked off, I have met with another paper of SymE's” 
on amputation of the thigh (a) which I had accidentally overlooked, in which, after 
having advocated since 1823 the superiority of flap-amputations over those by the cir- 
cular cut, he now states :—‘‘ When the flaps are placed together it seems as if nothing 
could prevent their perfect union so as to effect a speedy cure, and afford a comfortab le 


covering to the bone. 


In some cases these favourable anticipations are fully realized ; 


but though a good many days, and even one or two weeks, may elapse without making 
manifest the disappointment to be experienced, it much more frequently happens that 
the soft parts, however ample they may have appeared in the first instance, gradually 
contract and diminish until care is required to keep their edges in apposition over the 
bone, which sometimes, notwithstanding every precaution, at length becomes denud ed, 


(a) Monthly Journal of Medical Science. Novy., 1846, 
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and presenting itself to view, whether dead or living, proclaims the unavoidable misery 
of a sugarloaf stump. This distressing result depends upon the vital contractility of 
the muscular tissue, which continuing in operation so long as the cut surface is not 
prevented from yielding by the formation of new adhesions, not only lessens the mass 
of flesh provided for covering the bone but gradually retracts it together with the 
superjacent integuments.” He thinks that this effect is, among other circumstances, 
caused by amputating through the lower third of the thigh, and has, therefore, for 
many years recommended amputating through the middle of the thigh in preference, 
“to prevent the great risk or almost certainty of protrusion to which the bone is ex- 
posed when divided at or near its lower third.” He then compares the result of am- 
putation with the cireular cut through the lower third of the thigh, “which being the 
thinnest part of the limb, most readily admits of forming a stump composed only of 
skin,” and then directs that “the incision of the skin should be made as near the knee 
as possible, not in a circular direction but so as to form two semilunar edges, which 
may meet together in a line from side to side without projecting at the corners. The 
Jascia should be divided along with the integuments, which are thus more easily re- 
tracted—not by dissecting and turning them back, but by steadily drawing them up- 
wards through means of the assistant’s hands firmly clasping the limb. This should be 
done to the extent of at least two inches or more if the thigh is unusually thick. The 
muscles are then to be divided, &c.” (p. 223-25.) 

These remarks from so able a Surgeon as Syme, cannot be passed by without notice, 
as they might lead the inexperienced to fear operating with flaps in the lower part of 
the thigh, whilst in reality there is nothing to be dreaded. I have always been accus- 
tomed to amputate as low as possible through the thigh, not that the patient might rest 
on the end of his stump, which is not to be permitted, but simply to give the socket of 
the artificial leg a better grasp, and I certainly never had a permanently protruding bone 
nor a conical stump. Indeed, so far as I have had opportunity of seeing amputations 
through the thigh, either by the circular cut or by flaps, in London practice, conical 
stumps are rarities, and I am certain that within the last thirty years, I have not seen 
half a dozen, and I am convinced that when they do occur, except in the comparatively 
few cases of sloughing of the stump, even in which they are rare, they are produced, not 
by the mode of operating, but by want cf proper attention to the after-dressing. In- 
deed I have seen again and again, in olden time, after amputations in which both skin 
and muscles had been so badly cut, that with all the operator’s efforts it was impossible 
to make the edges of the wound meet by a finger’s breadth, and the more he endea- 
voured, at first, to close the wound and cover up the bone, the more pertinaciously it 
stuck out, and would not be covered; yet notwithstanding, I have been again and again 
surprised at finding towards the end of the treatment, as good a stump made as if the 
operation had been ever so well performed; the whole secret of which was that the 
after-treatment was most sedulously attended to. As to “steadily drawing the integu- 
ments upwards, not by dissecting and turning them backwards, but through the means 
of the assistant’s hands,” I have only to observe that in scrofulous disease of the knee, 
in most cases, this cannot be done, as the cellular tissue is completely glued up and fixed 
with the adhesive deposit init, and will not move; neither in case of accidents with large 
fat thighs, will the cellular tissue yield to any thing like this extent ; and it can alone 
be effected in thin persons of loose fibre, and then only when the disease is of the leg, 
and not of the knee. 

With regard to amputating through the epiphyses, which not long since he had warmly 
inculcated, SyME now says, in this same paper :—“ As the soft parts required to form the 
stump in this situation (amputation at the knee) are apt to be so deranged in their tex- 
ture as to delay, though not prevent recovery, and thus in some measure, counterbalance 
the advantage of exposing cancellated, instead of dense bone, together with the contents 
of its medullary cavity, I do not persist in advocating amputation at the knee, now when 
satisfied that the operation by circular incision, if performed with due care, on proper 
principles, may be employed at the lower third of the thigh safely and advantageously 
(p. 225.) Is not this in fact giving up this much-praised operation ?—J. F. S.] 


IIl.—-OF AMPUTATION THROUGH THE LEG. 

(Amputatio Cruris, Lat.; Amputation des Unterschenkels, Germ. ; Amputation de 

la Jambe, Fr.) 

2717. If the disease which renders amputation through the leg neces- 
sary, permit, it may be performed above, below, or through the calf ; in 
poor persons, however, the best place is three fingers’ breadth below the 

3N 2 
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-tuberele of the shin-bone, as with the shortness of the stump, it easily bends 
back, and the knee becomes the point of support on the artificial limb. 
The amputation may be performed with the circular cut, or with one or 
two flaps. : 

2718. The position of the patient is the same as in amputating through 
the thigh. The tourniquet must be so applied immediately above the knee- 
cap, that its head may directly compress the popliteal artery (1), and it is 
intrusted to an assistant. Two other assistants support the leg horizontally, 
and moderately bent at the knee, the one grasping above the foot and the 
other below the knee, and the latter at the same time draws up the skin 
moderately tight. The operator should always stand for this operation on 
the inner side of the leg. 

[(1) The application of the tourniquet as here directed, is highly objectionable, for it 
must make violent pressure upon the popliteal nerve, and cause much unnecessary pain. 


It should be put on immediately above the middle third of the thigh, and its pad should rest 
on the femoral artery, where it lies close against the inside of the thigh-bone.—J. F. S.] 


2719. In the amputation with the circular cut, the operator makes the 
skin cut, two or three fingers’ breadth, according to the size of the limb, 
below the part where he will have to saw through the bone, in the same 
manner with the straight knife, as in amputating through the thigh (1). 
He then with his left thumb and forefinger takes hold of the edge of the 
skin, draws it a little up, and with sufficient strokes, separates together the 
whole fat and cellular tissue, all round from the fascia up to the place where 
the limb is to be removed ; the detached skin is then turned inside out, and 
so kept by anassistant. The operator now grasps a straight long amputating 
knife with his right hand, and sinking down on one knee, carries it beneath 
the limb over to the inner side, places its edge close to the edge of the 
retracted skin, and putting the left thumb and forefinger on the fore part 
of the back of the knife, with proper pressure bears the knife towards lim- 
self and downwards, draws it circularly round the limb, rises up, and cuts 
the muscles through to the bone. He then takes a narrow double-edged 
knife (or catlin) so that the thumb rests on that part of its handle corre- 
sponding to the edge, and the fore and middle fingers on that to its back, 
passes it under the limb, and places its edge, near the junction of the blade 
with the handle, upon the front of the shin-bone, carries it over the spine, 
and then with the point of the knife always following the bone, thrusts it 
from without into the interspace between the bones, down to the handle. 
He now drops the edge of the knife upon the splint-bone, draws it, without 
leaving that bone, up out of the interosseal space around the hind surface 
of the splint-bone, and then thrusts it on the inside through the same space 
up to the handle, bears it against the shin-bone, and again withdraws it 
upon that bone. In this way all the parts between the two bones and the 
periosteum are cut through. Care must be taken in doing this, that the 
point of the knife be’not again pushed through the already divided muscles. 
The muscles are now held back with a three-headed cleft cloth, of which 
the uncleft part is placed on the inside of the limb, and held by an assistant, 
the middle head passed between the two bones, and then laid on the front 
of the leg, and the inner and outer head so drawn together over the sur- 
face of the wound on the inner and outer side, and crossed with the upper 
part of the middle head, that all the muscles may be covered. ‘The assistant 
now holding the cloth properly drawn together, the operator places his left 
thumb on the edge of the shin-bone near the place where it is to be cut 
through, forms first a groove with the saw in the shin-bone, sufficient to 
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determine its track, and then drops the saw in such way that the splint- 
bone may be cut through before the shin-bone. 


Amputation through the leg in its lower third was preferred by the Surgeons of old; 
and even up to the present there are some who defend its performance at this place, as 
on account of thesmaller size of the soft parts and of the bones, the operation is less 
important and dangerous, the wound heals more quickly, and a well-constructed artifi- 
cial foot can be more easily worn. But this latter point has been directly denied 
by many Surgeons; and on account of the price and of the frequent necessary repairs 
of such artificial feet, this place of amputation is fit only for the rich, and on account of 
the smaller wound for old persons. The ordinary mode of amputation with the circular 
cut is here objectionable, as it is always difficult to dissect back properly the pretty 
thick and adherent skin, and to turn it up for the purpose of cutting through the 
circular part of the limb. The skin also easily mortifies, or a badly-covered stump 
is formed. The formation of a hind flap made, as now to be described, is therefore 
preferable. 

SALEMI (qa) first makes the semicircular cut over the front of the leg and afterwards 
the flap cut, by piercing the calf with the knife, which answers no purpose at all. 

Or the circular cut should be made according to LENorr’s (6) method in the following 
way :—“ The Surgeon standing on the inside of the limb, makes with a narrow catlin a 
circular cut through the skin to the fascia, about an inch anda half below where the 
bone is to be sawn through. With the point of the knife he makes a second cut perpen- 
dicular to the former, an inch and a half long, along the inside of the shin-bone near 
its spine. Then holding the corners of the wound, one after the other, he divides the 
cellular tissue and its connexion with the fascia and periosteum and forms with them 
two flaps, which he turns back at their base. These flaps must be made as thick as pos- 
sible and not extend below the front third of the leg, as the cellular bridges which con- 
nect the skin with the underlying parts, must be divided only behind and on the sides. 
In this way a sort of ruffle is preserved, cleft in front, and of which the front part alone 
is turned back on the two sides of the shin-bone, giving to this part of the leg an oval 
shape, which the knife follows in making the first cut through the muscles. For this 
purpose the operator places the edge of the instrument on the outer edge of the shin- 
bone, and carries it to the inner edge exactly following the oblique direct of the 
cutaneous ruffle, cutting through the whole thickness of the superficial layer of muscles 
at the back of the leg. The assistant now lifts up this muscular layer with the skin 
covering it, and when they have reached the point where the bones are to be sawn 
through, the operator makes a second cut, giving it a direction exactly transverse to the 
axis of the limb, which at once passes through to the deep layer of muscles, and after 
this he pierces, as usual, the interosseal space and cuts through the periosteum. The 
retractor is then applied, and both bones sawn through at once and in the same plane. 
After the vessels are tied, the flesh brought over the bone, and held together by a 
circular bandage moderately tight around the whole limb, the two lips of the vertical 
wound in front of the shin-bone are brought together with a suture, and the wound con- 
verted into the circular amputation wound, which is united in the direction of the antero- 
posterior diameter of the leg. The patient is then put to bed with his limb laid a little 
on the outside.” : 

According to BAUDENS, the amputation may be made even through the ankle-joint, 
in which case one flap is made from the skin of the instep, and the other from that 
covering the back of the heel and the sides of the ankles, and both ankles and the 
hind part of the shin-bone must be sawn through (c). 

When the leg is cut off higher than three fingers’-breadth below the tubercle of the 
shin-bone, the operation must be performed precisely in the way directed above. 

Disjointing the head of the splint-bone is dangerous, on account of the opening of 
its capsular ligament (d); but, according to Jarcer and others, this is not to be feared. 
The operation must not be performed above the tubercle of the shin-bone, as otherwise 
the insertion of the patellar ligament is cut through, the mucous bag behind it, and even 
the joint on its sides opened, by which, drawing up of the knee-cap and inflammation 
of the mucous bag and of the joint ensue. Larrey (e) has amputated the leg immc- 
diately through the articular head of the shin-bone. 

[(1) Amputation through the leg should be performed not more than four fingers’ 


(a) Des Inconveniens de l’Amputation de la de l’homme, comprenant la Médecine Opératoire, 


Jambe au lieu d’élection. Paris, 18205. vol. vi. pl. 83.—FRoRIEP, above cited. if 
(b) Archives générales de Médecine. 1840; (d) Zano, Operationen, book iv. p. 170. 
vol. viii. p. 263. (e) Mémoires de Chirurgie Militaire, vol. iii, 


(c) Boureery, Traite complet de Anatomie pp. 95, 389. 


918 DRESSING THE STUMP. 


_ breadth below the apex of the knee-cap, in working persons, on whom the operation is 
most commonly performed, as the kneeling posture in the bed of the wooden leg is the 
best and most useful for them ; and if the stump be of greater length, its only use 1s to 
be in the way and be liable to injury. In persons of easy circumstances, who can afford 
tobe idle, and are not required to be always a-foot, a long stump, by amputation a little 
above the ankle, if possible, which is not always, may be permissible; and they will 
enjoy the movements of the knee-joint; but for useful purposes, gentle or simple, will 
find the short stump the best ; for it must be remembered, that in no properly-fitting 
artificial leg is the weight of the body thrown upon the end of the stump, as some Sur- 
geons pretend it ought to be, forgetting if it be, that a sore stump is generally the conse- 
quence.—J. F. 8.] 


2720. Tying the vessels is performed in the usual manner, but is often 
difficult when the amputation is performed high up, because the vessels 
are here collected together in a bundle. If the nutritious artery of the 
shin-bone bleed violently, a little ball of wax must be thrust into its 
mouth (1). 

When the vessels are tied, the ligatures arranged, and the circum- 
ference of the wound dried, the edges of the skin must be brought together 
vertically (2), and kept in this position by strips of sticking plaster, not 
too tightly applied. A wad of lint and a compress are applied, and lightly 
fastened with a roller. The position of the stump must be either out- 
stretched or bent at the knee, according as it is intended to preserve the 
movements of the knee in the application of an artificial leg, or to let the 
maimed person go upon the knee. The after-treatment must be directed 
according to the general rules. 


Although in the above-mentioned mode of amputating through the leg, the skin 
merely is preserved to cover the stump, I have always found it sufficient, and have never 
noticed any protrusion of the bone. I have never seen the skin become gangrenous and 
burst through by the pressure of the sharp end of the shin-bone, and I therefore con- 
sider the recommendation of sawing it off obliquely, useless and superfluous (3). 

[(1) One of the most troublesome circumstances, in regard to tying the vessels in 
amputating high up through the leg, is when the anterior tibial artery has been divided 
just after it has passed through the interosseous ligament, and retracts so that it cannot 
be pulled out and tied, but sometimes bleeds fiercely, especially after the posterior tibial 
artery has been taken up. It must then be managed, either by carefully cutting through 
the interosseous ligament till it can be got at and tied, which is the best mode of proceed- 
ing ; or by passing a needle and thread a little above the divided edge of the ligament on 
one side of the spot whence the bleeding issues, from before to behind, and then bring- 
ing the thread back again from behind forwards on the other side of the bleeding point, 
and tying all contained within the loop, which sometimes answers the purpose. Dip- 
ping with the tenaculum, and tying all it hooks up, is not advisable, for even if it catch 
the artery, the ligament is also caught with it, and the ligature cannot be made so tight 
as to ensure safety from after-bleeding. 

I have occasionally seen bleeding from the nutritious artery of the shin-bone very 
tiresome, but have never seen it require more than pressure for a little time till a clot 
is formed. If I could not so succeed, I should rather prefer applying the actual cautery 
than using a pellet of wax, as here recommended. 

(2) I do not think bringing the edges of the wound together vertically answers so 
well as horizontally ; for in the former case, the skin is not merely unsupported, as the 
stump rests on the pillow, but the pressure tends to make the wound gape. I therefore 
prefer bringing it together horizontally, by which means the hind part of the stump is 
supported by the pillow, and the fore part readily drops to meet it without any stress, 
and even relieves the tightness of the dressings. 

(3) I cannot say that I have always had CaeExtus’s good fortune in regard to the 
skin covering the sharp end of the shin-bone, as it has happened two or three times 
in my own practice, and I have occasionally noticed it in the practice of others, that 
the skin has been pressed on and sloughed. This generally arises from the edges of the 
wound having heen drawn too tightly together, in consequence of the skin saved not 
being of sufficient length to cover the stump properly, in whatever direction the 
wound has been brought together; and even when sufficient and the wound has been 
properly dressed for the first few times, yet occasionally the patient’s restlessness and 


/ 


AMPUTATION THROUGH THE LEG, WITH SINGLE FLAP. 919 


some times negligent after-dressing will lead to this tiresome result. I therefore think 
it is better to saw off obliquely merely the projecting point of the bone, which prevents 
any pressure on the skin, except from great carelessness of the medical attendant in the 
dressing.—J. F. S.] 

2721. Amputation through the leg with a single flap, is performed in 
the following way. The precautions against bleeding and the position of 
the assistants is the same as with the circular cut. The operator standing 
on the inside of the leg, places at the part where the bone is to be sawn 
through, the left thumb on the inner edge of the shin-bone, and the fore 
and middle finger upon the splint-bone, at the same time pressing the soft 
parts back to the calf. He now takes in his right hand a narrow double- 
edged knife, places its point at the part marked by the thumb, on the 
inner edge of the shin-bone and thrusts it deeply through the skin and 
muscles, a little obliquely from within outwards and backwards till it rest 
upon the splint-bone. He then carries the point of the knife close behind 
this bone, and whilst sinking the handle a little, thrusts it through the 
outside of the leg, directly opposite the point of its entrance. ‘The 
knife is now carried far down along the hinder surface of both bones, and 
then its edge being turned obliquely downwards divides the muscles and 
the skin. The length of the flap must correspond to the bulk of the leg, it 
should always be one-third of its circumference. The skin is now to be 
divided on the front of the leg, half an inch below both corners of the 
wound by a transverse cut, and separated at the base of the flap, where it 
is turned upwards, and held back by an assistant, who at the same time 
properly retracts the flaps. For the purpose of dividing whatever still 
remains attached to the bones, the catlin is carried round at the base of 
the flap, exactly as in the circular cut. The doubly cleft cloth is now 
put on, and the sawing of the bones performed as after the circular cut. 
When the vessels have been properly secured and the wound cleansed, the 
flap is laid up over the surface of the wound, and brought close to the 
edge of the skin; in which position it is kept by straps of sticking plaster 
passing from behind to before, and from side to side. Some turns of a 
roller are made about the stump, the flap covered with lint, a cross band- 
age applied over the stump, and its ends fastened with a continuation 
of the circular bandage, some turns of which are carried from behind for- 
wards over the stump. 

In those who have thick calves the knife is not to be thrust close behind the bones, 
or the flap would be too thick and could not be placed properly upwards. GRAEFE (a) 
has invented a peculiar knife for this purpose, of hollowing out the inner surface of 
ie already mentioned (par. 2709 note) the reasons on which I object to flap-am- 
putations in the leg, and why I think the circular operation should be preferred.— 
J.F.S 

2722. Amputation through the leg with two flaps was first proposed by 
Le Dran (6), under the notion that two wounded surfaces applied to 
each other would take on a quicker union; it has been several times per- 
formed by Roux (ce); Kiern (d) also proposed and WEINHOLD first prac- 
tised it in Germany. 

2723. Amputation through the leg with two flaps is not without diffi- 
culty, in consequence of the unequal disposition of the soft parts on the 
two sides of the calf, and of the unequal size and not parallel position of 
the two bones. No peculiar advantage is obtained from this operation, 


(a) Above cited, pl. vii. fig. 4,5. ’ 
(b) Traité des Opérations de Chirurgie, p. 568. (c) Relation d’un Voyage a Londres, p. 342. 
Paris, 1742. (d) Above cited, p. 50. 
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and it is decidedly less preferable than the circular or than the ordinary 
flap-cut. 

It is performed in the following way. The skin is drawn as much 
as possible inwards, the double-edged narrow knife thrust in close on 
the inner edge of the shin-bone vertically in such direction that the 
point should come out on the back of the leg, rather outwards, and as close 
as possible to the splint-bone. The knife is then carried down along the 
bones and forms a flap about three fingers’ breadth in length. Both 
corners of the wound are then drawn as far out as possible, the knife placed 
in the upper corner, and being thrust in at the outer edge of the shin-bone, _ 
so that it runs over the outside of the splint-bone into the lower corner of 
the wound, forms a second, corresponding in length to the first fap. The 
flaps being now held back by an assistant, the operator cuts through as 
in the former manner with the catlin, whatever remains attached to the 
bones; applies the double cleft cloth and saws through the bones. The 
dressing is to be performed as in the flap-amputation through the thigh, 


If the skin be so firmly attached on the front of the shin-bone that it cannot be re- 
moved as directed,a vertical cut must be made into it upon the shin-bone, and the 
edges of this cut drawn inwards and outwards. 

The outer flap may also be first formed by a semi-oval cut, which beginning on the 
spine of the shin-bone terminates in the middle of the calf, by obliquely penetrating 
through the skin and muscles, and separates the above-mentioned flap to its base, whilst 
all the soft parts are carefully detached from the bones. The inner flap is formed by 
placing the knife in the upper corner of the wound and thrusting it through the lower, 
and by drawing the knife down from within outwards. 

[Liston performs his amputations of the leg with two flaps, “ at one of two points 
according to the circumstances of the patient, the bones being sawn either about mid- 
way betwixt the knee and ankle, or close to their upper ends. (p. 379.) The ends of 
the bone when sawn high, are not exposed to pressure, and then there is less occasion 
for a muscular cushion. A sort of anterior flap should be made below the knee, but it 
is short and thin; the principal covering is obtained from behind, and the incisions 
must be so contrived that the edges and surfaces shall correspond. A proper fleshy 
cushion cannot be got lower than the middle of the leg. * * * When the right limb 
is the subject of operation, the point of the knife having been entered on the outside 
behind the fibula, is drawn upwards along the posterior border of that bone, with a 
gentle sawing motion for about a couple of inches, the direction of the incision is then 
changed, the knife being drawn across the fore part of the limb, in a slightly curved 
direction, the convexity pointing towards the foot; this incision terminates on the inner 
side of the limb, and from this point the knife is pushed behind the bones and made to 
emerge near the top of the first incision, the flap is then completed. All this is done 
smoothly and continuously without once raising the knife from the limb. The inter- 
osseous muscular and ligamentous substances are cut; the anterior flap is drawn back, 
and its cellular connexions slightly divided; both are held out of the way by the hands 
of the assistant, and the separation completed with the saw. By proceeding thus, all 
risk is avoided of entangling the knife with the bones, or betwixt them. In dealing 
with the left limb, the proceeding is very similar; the internal incision is not made 
quite so long; but it should still be practised, for a longitudinal opening of about an 
inch or more in extent is more easily found in the transfixion, than the mere point at 
which the anterior incision is commenced. * * * Amputation close to the joint is 
performed precisely in the same manner ; the incisions being made so that the fibula is 
exposed, and sawn immediately below its head, the tibia close to the tuberosity. * * * 
The flap-operation may occasionally require to be modified. When muscular plethoric 
subjects meet with sudden and severe accidents, which demand immediate amputation, 
the large quantity of muscle which is necessarily left in the flap is liable to suppurate, 
to retard very much the patient’s recovery, and sometimes to produce dangerous con~- 
sequences. In such cases I have performed the following operation. Supposing the 
left leg to be injured, with a common amputating knife an interior semilunar incision is 
made through the skin, commencing from the inner side of the tibia, about four fingers’ 
breadth below its superior extremity, and passing over its anterior aspect. A similar 
semilunar incision is made at the posterior part of the leg, its extremities joining the 
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bones of the previous incision. The integument is then reflected upwards to a sufficient 
extent to cover the bones, and the operation finished after the manner of the circular 
amputation. In fact, this operation differs from the circular only in the form of the in- 
cision through the integuments.”’ (p. 379-82.) 

Fereusson’s mode of operating differs from LisTon’s in the front flap being shorter. 
He thus describes it :—‘ The heel of the instrument (an amputating knife seven inches 
long) should be laid on the side of the leg furthest from the Surgeon, and the blade 
should then be drawn across the front, cutting the semilunar flap of skin, until its point 
come opposite to where the edge was first laid on; without raising the instrument, 
transfixion should next be made behind the bones, and the rest of the proceedings con- 
ducted as in other instances. (p. 398.) In whatever part of the limb the incisions are 
made, I invariably preserve a semilunar flap in front, varying in length, in different 
cases from half an inch to an inch. I prefer this to the straight incision across the 
front, recommended by Mr. HEy, believing that the opposite surfaces will thus fit more 
accurately to each other.” (p. 400.)] 


[The ordinary place of amputating through the leg is, as already mentioned, a little 
below the knee, but formerly the 


AMPUTATION JUST ABOVE THE ANKLE 
was commonly practised, though now laid aside, and very rarely performed; it how- 
ever requires some notice. 

The Dutch Surgeon, SotincEN, advocated the preservation of as much of the leg as 
possible, and that the amputation should be performed immediately above the ankle ; so 
that an artificial foot with narrow steel plates might be screwed on to the sides of the leg, 
by which he is able to walk as well as on that which he brought into the world with him. 
And Dionts (a) “is of the same opinion, advising the cutting off a leg as low as pos- 
sible, provided we find ourselves able to preserve the motion of the knee.” (p. 407.) 
Wuute of Manchester (}) also took up this practice in 1761, in consequence of having 
seen in the previous year “(a woman who, twenty years before, had her leg taken off a 
little above the ankle, by advice of her brother, who was a carpenter, and had promised 
to make her a wooden leg of his own contrivance. The Surgeon at first refused to am- 
putate it in this place; but being told if he would not, they would apply to another, he 
consented to do it contrary to his own opinion. The operation was performed by the 
single incision, and the stump was twelve months in healing.” (p. 169.) He mentions 
nine cases in which he performed this operation, and was fully satisfied ofits superiority 
over the ordinary mode. In his earlier cases he employed a double flap, but afterwards 
followed O’Hattoran’s (c) mode with a single flap, dressing it and the face of the 
stump as separate wounds, and not applying the flap till the twelfth or fourteenth day. 

BromrieLp (d) also, from having noticed (about the year 1740) how well a woman 
walked who had lost both her feet and about three inches of the lower ends of the bones 
of the leg by frost-bites, in his lectures, recommended ‘the operation, when made 
below the knee, to be as nigh the ankle as the nature of the case would admit of” He 
was, however, induced to withdraw this recommendation from “some eminent Sur- 
geons, assuring him it would be impossible to heal the stump if the amputation was 
made very low ; for the tendons or their thece would slough, and most likely a second 
amputation might become necessary.” (p. 189.) These absurdities, however, were dis- 
proved by some cases in which the operation was performed by a pupil of his, named 
Wricut, first in 1754, which encouraged BromFrreLp “to put his theory in practice,” 
and “since he received Mr. WRIGHT'S papers, he performed the operation many times, 
and it always succeeded.” (p. 192.) How soon BRoMFIELD operated in this way does 
not appear, but his book was published in 1773, and he there states he had operated 
“many times.” ALANsoN also followed this method, but applied the flap at once. 
Hey (¢), however, disapproved of this practice in consequence of ‘‘ some cases occurring, 
in which, from a scrofulous habit, the wound would not heal completely, or remained 
healed, so that the patient could neither bear the pressure of a socket, nor conveniently 
use a common wooden leg, (as the length of the leg projecting backwards exposed the 
stump to frequent injuries,) I determined to try whether amputation in amore muscular 
part of the leg would not secure a complete healing, and give the patient an opportu- 
nity of resting his knee on the common wooden leg, or using a socket, as he might find 
most convenient.” (p. 540.) He therefore amputated through the middle of the leg 


(a) Cours d’Opérations de Chirurgie. Transla- (c) A Sa gee Treatise on Gangrene and 
tion. Edit. of 1710. Sphacelus, with a new method of Amputation. 
(b) An Acconnt of a new method of Amputating (d) Chirurgical Observations and Cases, vol. i. 


the Leg a little above the Ankle-joint, &c. ; in (e) Practical Observations on Surgery. Second 
Medical Observations and Inquiries, vol. iv. Edition. 1810. 


John Johnson, 
aged 36 (sailor), 
admitted May 4. 
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with a single flap from the gastrocnemial muscles, making, as I consider, a very incon- 
venient stump. 

SOLINGEN’s operation had thus, in fact, gone completely out of use till, about two or 
three years since, LAWRENCE performed it successfully on a young gentleman who had 
had his footcrushed. Having become acquainted with this, and having a young woman 
under my care with scrofulous disease of the foot which she did not object to part with, 
though she was indisposed to lose her leg, I determined to practise it, and accordingly 
on March 9, 1844, I amputated three inches above the ankle-joint with a single flap 
from the back of the leg with as much muscle as I could get upon the knife, but the 
principal part of the flap consisted of the AcuiILLEs’ tendon. Four arteries were tied, 
and the flap fixed with three sutures and a wet cloth applied for twenty hours, when my 
assistant removed the sutures and applied straps of plaster. The wound healed very 
slowly, and had not scarred till after twelve months, when it made a very good stump, 
and she walks very well on an artificial foot. The course of this case, its tediousness, 
and the expense of the apparatus satisfy me, though it might be advantageously em- 
ployed with persons in easy circumstances, that it is not a fit operation for those who 
have to labour for their living. 

In the accompanying report of fourteen amputations below the knee, it will be seen 
that nine were primary for accidents, mostly very severe, of which two died, and seven 
survived; the other five operations for disease, in two of which a very small portion 
of the spine of the shin-bone exfoliated, all terminated favourably, so that the deaths 
on the whole number was only 14°3 per cent. 

Liston’s (a) reported cases of amputation through the leg are twenty ; of these two 
were primary, and two secondary, for accidents, all four recovered; one in whom 
primary amputation, and a few days after, secondary of the other leg, fatal; nine for 
scrofulous disease of the ankle, two for disease of the foot, one for necrosis, one for 
osteosarcoma, one for ulcerated stump, all which fourteen recovered; and one for ulcer 
of the leg, who died. Hence the deaths on the whole number were 10 per cent. 

These accounts do not confirm Lawrte’s (6) statement that “ of the more common 
amputations, that below the knee is least favourable.” Neither do they sustain his rule 
of practice, ‘in all cases except those of necessity (not a very comprehensible expres- 
sion, J. F. 8.) to abandon the operation below the knee.” (p. 398.)] 


(a) Porrer; in Med.-Chir. Trans., above cited. (6) London Medical Gazette, above cited. 


Report of Fourteen Amputations through the Leg, from the Year 1835 to 1840, inclusive. 


Operated 
on 


Dis- 
charged, 


Accident or Disease. Remarks. 


1836 


Severe laceration of the 
muscles of the foot, and 
the inner plantar artery 
tosn, consequent on Jeg 
falling on the fluke of 
an anchor. 


May 4. June 30. 
Six hours 
after 


accident, 


By circular cut; six arteries tied; integuments 
scanty, and could not be well brought toge- 
ther. Eight hours after, free bleeding, and 
three more arteries taken up. Except having 
restless nizhts, he went on very well till the 
fourteenth night, when the stump was.exceed- 
ingly painful ; and on the following morning 
about half an ounce of arterial blood was dis- 
charged from the wound, but stopped by a little 
pressure. Next afternoon the bleeding recurred 
in a jet to four or six ounces; the bleeding 
part was therefore cleared of clot, but no vessel 
could be found; no more bleeding occurred 
till early on the twenty-second morning, and 
then to such extent as to render him faint; and 
this recurred twice in the course of seven hours. 
but only in small quantity. The wound was 
laid open and left till night, when as there 
was no more bleeding it was dressed. On the 
twenty-third day he bled again; the granula- 
tions surrounding the ligature, by the side of 
which the blood flowed, were separated, and a 
little cavity, as large as a nut, found lined with 
a polished membrane; and at its highest part 
an aperture, as large as a pin-hole, through 
which the blood flowed. This little sac could 
not be separated from the surrounding parts, 
a probe was therefore passed into the hole up 
the artery, and being felt externally, the skin 
was cut through, and the artery tied an inch 
above the face of the stump. No more bleed- 
ing after this, and he went on very well. 


1837 


Died. 


John James, aged | Fungous ulcer on heel, of 
52, admitted April eight months, 
il. 


| April 28, 


With single flap of m. gastrocnemii; three arte- 
ries tied; much difficulty in securing the 
anterior tibial, which retracted nearly through 
the interosseous ligament. The flap brought 
together with three sutures and straps of 
town the sutures removed after forty-eight 

ours, 


June 20. 


4 
REPORT OF AMPUTATIONS THROUGH THE LEG. 923 
Accident or Disease. Paras Remarks. Makan Died. 
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1837 
continued. i ; 
George Powell, Severe laceration of lower | June 4, | With circular cut; the muscles did not retract at | July 11. 
aged 22 (towing- part of left leg, and | An hour all; three arteries tied; did not lose much 

4 rope man), ad- crushing of the lower after, blood, but was much prostrated by the opera- 
mitted June 4. end of both its bones, by tion ; edges of wound brought together trans- 

7 transit of train of steam- versely, and three sutures put in; the latter 

y carriages. removed at sixty-nine hours. On the ninth day 

the middle of the wound sloughy; and the 
H skin having been pressed on rhe spine of the 
shin-bone, had a small gangrenous spot on it; 
suffered much from pain in the stump. On 
the fifteenth day this had cleared off, but the 

i stump was still sloughy, and the absorbents 

up the thigh had inflamed. In the evening of 
this day had severe pain at the pit of stomach, 

: which subsided after cupping. A small bit of 

bone exfoliated from the spine of the shin- 

' 1838 bone. 

James Trussler, Compound fracture of | Jan. 12. | With single flap of m. gastrocnemii; six arteries | May 29. 

s aged 27 (excava- tarsal bones of left foot, Three tied; too much muscle and too little skin, 
tor), admitted with large laceration hours therefore part of the former left protruding, 

Jan. 12. and wound of ankle- /and a-hali and the rest supported with two sutures and 
joint, by transit of after plaster ; sutures removed at forty -two hours, 
steam-carriage on rail- | accident, and a small vessel which had continued oozing, 
road. was tied. Onthe seventh day the wound was 

slouehy,and there was slight arterial bleeding ; 
on the eleventh a sudden gush of arterial 
blood, to the amount of half-a-pint, occurred, 
which depressed him very much; the flap was 
therefore opened, and a cavity found behind 
the interosseous ligament, which had been 
formed by a muscular branch in the flap bleed- 
ing into this part when the flap had been 
brought to its place ; it wastied, and the bleed- 
ing ceased, On the forty-seventh duy a small 
piece of the end of the spine exfoliated. 

Thomas Berridze, | Strumous abscesses in the June 2. | With circular cut; he suffered excessively during | Sept. 18 

y aged 44 (ware- ligaments of the tarsus the operation, and in sawing through the bone 

“ houseman), ad- and metatarsus, of seven more than I had ever witnessed. The muscles 

mitted April 10. months’ dur tion did not retract ; did not lose above two or three 

d ounces of blood ; three arteries tied, and edges 

of wound brought together obliquely with 
strips of plaster ; an hour after very free drip- 

; ping of blood, and on opening stump five more 

were taken up; the stump left open, and six 
hours alter three more, after which the wound 
1839 was brought together with strips of plaster. 

Barnard Lane, Compound fracture of the | Feb.2. | Wilh che circular cut ; very free bleeding at the oe Feb, 12. 
aged 54 (porter), right leg, with protru- |Midnight. operation; three arteries and the posterior Ten an = 
admitted Jan, 31. sion of the shin-bone; Fifty- tibial vein tied ; the wound brought together Aion pe 

consequent on bag of seven horizontally with straps of plaster. He im- operation. 
iu wool falling upon him, hours proved at first after the operation; but on the 

4 On the second evening after evening of the fourth day afier the operation, 

there was slight arterial | accident became suddenly and violently delirious. On 

bleeding, which recurred the jifih he began to vomit frequently, and the 

on the slightest move- stump was sloughy; next day he was better, 
ment, and continued. On the eighth day was attacked with trismus, 
The wound became and could scarcely swallow even his spittle; the 

é gangrenous on the third muscles between the lower jaw and hyoid bone 

day ; and seemed likely wereviolently contracted, and the latter forcibly 

to spread, as he was fast pulled up between the branches of the former. 

bs hurrying into a typhoid On theninth had some severe spasms about the 

; ad throat like those of a hydrophobic patient 

4 when about to drink. On the tenth day became e 

generally tetanic, in which state he continued 

q till death, 

George Stilt aged | Compound fracture of left | March 3 With circular cut; lost very little blood; two | May 29. 

83 (labourer) ,ad- lez, with severe lacera- | Twenty- arteries only tied; wound brought together 

niitted March 2. tion, and the shin-bone | six hours| horizontally, with a single strap of plaster; 
protruding, Great de- after tbe dressing completed four hours after with 
pression on his admis- jaccident. plaster. Part of the stripped-up skin had 
sion. been used for the covering, but this sloughed, 

as did afterwards the whole of the skin saved ; 

; the wound healed kindly by granulation, 

? John Cartwright, | Ulceration of cartilages of | June 15. With circ lar cut; five arteries tied, and two | Aug. 27. 

_ aged 52(labourer), the tarsal and metatar- more two hours afterwards. Ten hours after 

admitted May 28. sal joints of the left the operation the wound was brought together 

ve foot; consequent on horizontally, and fixed with four pins and 

+ sprain fifteen months twisted suture ; these were removed after fifty- 
since. eight hours and a-half; surface of stump be- 
came sloughy. 
Sarah Hattam, Dry gangrene of toes of | Nov. 26- | With circular cut; four arteries tied at the ope- | Feb. 4. 
. aged 57, admitted right foot. ration, and four more seven hours after, and 
> Sept. 10. in another hour a ninth, and then the stump 
dreased with plaster. Free oozing of bloody 
g serum for several days. On the tenth day the 

7. greater part of the skin covering the face of 

the stump was sloughby ; ten dys after the line 
of demarcation became distinct, and healthy 
pus secreted, The wound afterwards granu- 
lated kindly as her health improved, but had 
not healed when she left, 
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1839 
continued. 
Jesse Gooderich, 
aged 154, admit- 

ted Sept. 20, 


1840 
James Neal, aged 
12, admitted Jay. 
18. 


Witlliara Shearing, 
aged 33: (actor), 
admitted Feb. 4. 


Philtp Jas. Punch, 
aged 14, admitted 
May 23. 


Michael Daly, 
aged 38, admit- 
ted May 26, 
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AMPUTATION THROUGH THE UPPER ARM. 


Accident or Diseases 


Severe laceration of the 


skin and mauscles of the 
left foot and ankle ; con- 
sequent on wheel of rail- 
carriage passing over it. 


Severe laceration of the 


skin and muscles of the 
upper part of the calf of 
the leg and fracture of 
the fibula; consequent 


on being caught in a | accident, 


tobacco-cutting engine, 


Ulceration of the leg and 


partial pes equinus after 
compound fracture of 
the right leg four years 
since, 


Compound fracture of the 


right tarsal-bones and 
inner ankle, with great 
laveration of the soft 
parts, and the posterior 
tibial artery and nerve 
torn through at ankle; 


consequent on being 
caught between the 


spring and wheel of a 
locomotive carriage. 


Compound fracture of left 


leg; theshin-bone com- 
minuted ; skin cut clean, 
but the muscles much 
lacerated; consequent 
on locomotive carriage- 
wheel passing over. 


Operated 
on 


Sept. 20. 
Seven 
hours 
after 

accident. 


Jan. 18. 
Three 
hours 

and a-half 
after 


Feb, 22, 


May 23, 
Four 
hours 
after 

aceident. 


May 26. 
Four 
hours 
and a-half 
after 
accident. 


Remarks. 


With circular cut; six arteries tied; wound 
brought together horizontally with straps of 
plaster ; no irritative fever. 


With flap from inside of leg ; removed the broken 


jibula at its joint; seven arteries and the 
posterior tibial vein tied, and soon after an- 
other artery was tied; a single strap was put 
on, and the wound dressed properly eight hours 
after. On fifteenth day some bleeding, from one 
of the ligatures having been dragged accident- 
ally; on the next day bled again, from a 
little superficial vein, and at each of the two 
following dressings. One of the ligatures re- 
maining fast, a whalebone spring was put on 
iton the thirty-ninth day; it came away three 
days after. On the jifty-first day some swelling 
upon the m. vastus internus, which he says has 
been coming on a few days, it fluetuated ; was 
left alone, and filled the whole of the front 
sheath of the fascia lata. On the hundredth and 
second day this was punctured, and a pint 
and a half of pus discharged. The atscess 
filled again, pointed at the great trochanter 
twelve days after, and two pints of pus dis- 
charged by puncture. A fortnight after, wher 
the discharge of pus had nearly ceased, the 
upper part of the thigh was attacked with 
erysipelas, which spread over the loins and 
back, on the left side of the belly, and did 
not subside for a week ; after this he slowly 
recovered. 


With flap of the m. gastrocnemii; four arteries 
tied, and bleeding stili continuing three 
hours after, five more were tied, and the face of 
the stump left open. Zight hours from the 
operation three more arteries were tied, and 
the wound brought together with straps of 
plaster. Went on well, but slowly ; excepting 
that one ligature would not come away, and, 
therefore, on the forly-seventh day, a whale- 
bone spring was put on; but two days after 
the ligature broke off short and remained. 


With circular cut, and side cuts; two arteries 
tied ; and the wound brought together at once 
with straps of plaster horizontally. 


With circular cwt and side-cuts ; six arteries tied ; 
venous bleeding great; wound brought toge- 
ther at once with straps of plaster. An hour 
after, bleeding came on, and two more arteries 
were tied; but it continued, and seven hours 
after seven other arteties were tied. Five Bours 
after, the bleeding continued to the amount of 
twelve ounces, and three more arteries were 
tied. The stump was then left open, and not 
dressed with plaster till twenty-six hours after 
the operation. On the fourth day the edge of 
the skin was sloughy, and the whole face of 
the stump became so afterwards; on the fol- 
lowing day irritative fever set in, 


Dis- 


charged. 


Nov. 13. 


June 16. 


July 18. 


Died. 


June 7. 
Twelve 
days 
after 
operation. 


(Amputatio Brachii, Lat. ; Amputation des Oberarmes, Germ. ; Amputation du Bras, Fr.) 


2724. Amputation through the upper- 


circular cut or with flaps, 
the thigh. The patient is 


from the trunk, so as to fo 
formed in the low 


arm may be performed with the 
and both are performed in the same way as in 


placed on a chair, and the upper-arm separated 


rm a right angle. 


If the amputation be per- 
er third, or in the middie of the arm, the brachial 


artery must be compressed by an assistant in its upper third. If the am- 


putation be performed in the upper third, the subclay 
compressed above the clavicle against the first rib. 


ian artery must be 


3 
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[In amputating through the upper arm it is always advisable to make the stump as 
long as possible ; as thereby an artificial arm is better fixed, and is rendered more useful. 

In the accompanying report five of the amputations through the upper arm were 
primary, and one secondary for accidents; all recovered, but in two of them a narrow 
ring of bone exfoliated. 

Liston’s amputations through this limb are seven, of which one was primary for 
accident and lived; four for scrofulous disease of elbow, of whom two died; one for 
disease of elbow consequent on burn, and one for senile gangrene, both of whom re- 
covered. Thus, the deaths on the whole number were 28°5 per cené.| 


Report of Six Amputations through the Upper Arm, from the Year 1835 to 1840, inclusive. 


Accident or Disease. berate Remarks. Etincsied. 
1835 
Edward Walpole, | Gangrene of fore- and] Feb. 17. With circular cut through insertion ef m. coraco- April 19. 
aged 31 (wag- upper- arm, consequent j Eighteen brachialis 5 the parts all so glued together 
oner), admitted on a blow from a box |days after that the skin could not be retracted, but was 
eb. 9. ten days since on the | accident. dissected up. A portion of sloughy skin was 
former. Was fast sink- included in the cut, which also divided a sinus 
ing at the time of opera- close to the bone. Four arteries were tied: 
tion, in consequence of wound brought together with straps of plaster. 
irritative fever and diar- Felt better next day, but on third day had hic- 
rhea. cough, with cold sweats ; these, however, soon 
subsided. On fourth day the bone protruded ; 
on the following day was attacked with ery- 
sipelas of the ears and face ; on the eighth day 
was delirious, but better on the fenth, and then 
steadily improved. On the ¢hirty-eighth day 
a ring of bone was easily removed, and soon 
after the bone was covered with granulations, 
which skinned slowly, and the wound had not 
healed when he leit. 
1836 
James Cook, aged | Severe laceration of skin | July 25, | With circular cut, just above insertion of m. del- | Sept. 17. 
84, admitted July and muscles around the Two toides ; four arteries tied; the brachial exceed- 
25. elbow, consequent on re- hours ingly small; the wound was dressed with 
ceiving the discharge of after straps of plaster four hours after; went on 
a carronade close by him. | accident. very well, and in a month the wound healed, 
Said not to have lost except opposite an edge of bone which seemed 
much blood. The radius likely to exfoliate, but it did not, and the bone 
was fractured, but the was completely covered before he left. 


brachial artery and el- 
bow-joint were unin- 


jured. 
Murtagh Downing, | Compound fracture of the | Sept.3. | With circular cut through insertion of m.del- | Nov. 1. 
aged 20 (machine- left olechranon, with Two toides, but some of tie detached skin was 
boy), admitted wound into joint, and hours used to cover the stump, as there was not 
Sept. 3. extensive laceration of after enough without. Three arteries were tied, and 
the skin and muscles; | accident. the wound brought together with three sutures 
consequent on having and straps of plaster; sutures removed at 
been caught by the seventy-two hours. About the tenth day there 
drum-strap of a print- was a little sloughing at the edge of the de- 
1838 ing-machine. tached skin. 
Daniel Edwards, | Severe laceration of skin | April 17. | With cirewlar cut, and two side cuts; five arteries | June 5. 
aged 50 (excava- of the back of the hand, | Fifty-four! tied; very little blood lost ; three hours after 
tor), admitted and of adducting mus- | days after} the wound was brought together with straps 
Feb, 22. cles of the thumb, con- | accident. of plaster; went on well for a fortnight, then 
sequent on _ earth-slip flagged, but soon rallied. 


falling on him. A fort- 
night after, great suppu- 
ration, irritative fever, 
and erysipelas came on, 
which extended above 
the elbow; sloughing of 
cellular tissue of fore- 
arm. Troubled much 
with cough, and bowels 
very lax ; and he became 
much exhausted. Bleed- 
ing to the amount of two 
ounces from an artery 
near the wrist. 


William Beevers, | Extensive laceration ofthe | Feb. 23. With a flap of the separated skin, anda circular | April 10. 


é : the right fore- Nine cut through the muscles, about middle of arm ; 
eee eae se a. lacera- hours the muscles did not retract at all; four arteries 
tion of muscles, and the after tied; wound brought tozether with two 
skin separated some dis- | accident, sutures; and six hours after, dressing, com- 
tance above the elbow, pleted with strips of plaster ; sutures removed 
consequent on being at forty-five hours ; the skin sloughed, and the 
jammed between steam- stump healed by granulation. 
engine shaft and deck- 
timbers. 
1840 . . . . . 
John Hall, aged | Compound fracture of the | Feb, 17. With circular cut, in making which, the mus- | April 28. 
14, admitted Feb. Heht upper and fore- Nine cles had been separated beneath from the 
17. arm, with severe lacera- hours skin, burst out, and became tightly girt by it; 
tion of soft parts, conse- after three arteries were tied; a single strap put 
quent on cart-wheel | accident. on, and the dressing completed with straps of 
having passed over the plaster twelve hours after. On the fourth day 
arm whilst fallen on a part of the skin covering the stump was 
rail-road. sloughy, and afterwards separated ; the bone 


protruded, and about two months after the 
operation a natrow ring of bone was removed. 


eae eteteenen tenascin. naratenr snare Ee i n e 
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IV.—OF AMPUTATION THROUGH THE FORE-ARM. 


(Amputatio Antebrachii, Lat.; Amputation des Vorderarmes, Germ.; Amputation de 
? Avant-Bras, Fr.) 


2725. The fore-arm may be amputated with the circular cut, with two 
or with one flap. ‘The patient either sits on a chair or lies near the edge 
of his bed. The brachial artery is compressed by an assistant, or with a 
tourniquet, in the middle of the upper-arm ; the fore-arm held by one 
assistant at its lower, by another at its upper part horizontally, and in a 
position between pronation and supination ; the latter assistant at the same 
time drawing back the skin moderately tight. ‘The operator places him- 
self on the outer side for the right, and on the inner side for the left arm. 

2726. The practice with the circular cut is precisely the same as that 
for amputation through the leg. Both bones must be sawn through at 
once. 

Amputation with a single fiap is performed with the flap on the inner 
(front) surface of the arm. At the part where the bone is to be sawn 
through, the narrow double-edged knife is to be placed vertically upon the 
radius, and whilst with the fingers of the left hand the skin and muscles 
are drawn inwards (forwards), the knife is passed vertically on the inside 
(front) of the bones, so that its point may project on the ulnar side, directly 
opposite the point of entrance; it is then carried down along both bones, 
and with its edge inclined outwards (forwards) cuts out. ‘The length of 
the flap must depend on the thickness of the fore-arm (par. 2721.) Upon 
the back of the fore-arm and a finger’s breadth from the two angles of the 
wound, the skin is to be cut through with a transverse cut, dissected back 
to the angles, and the operation completed as in the flap-amputation of 
the leg. 

If two flaps be made, the first is to be formed as just mentioned, the knife 
is then placed in the upper angle of the cut, carried on the outer (hind) 
surface of the bones into the lower angle and then forms a second flap 
corresponding to the first in length. Both are then held back, so that 
whatever remains attached to the bones, and the interosseous membrane, 
may be divided as in amputation of the leg. The doubly cleft cloth is 
then applied and the bones sawn through. 

In amputating through the fore-arm there should be, as through the leg, sufficient 
skin to cover the ends of the bones completely. 

After the circular cut, three or four ligatures are usually sufficient for tying the ves- 


sels, and of these, the interosseal artery requires the pressure on the brachial artery to 
be relieved, so that its mouth may be seen. 

In single flap-amputation tying the vessels is more tiresome, and with two flaps even 
eleven arteries may be tied (a). 

[Not unfrequently in flap-amputations through the fore-arm, the muscles retract less 
than the skin after division, and consequently the tendons are often left projecting and 
cannot be properly got in, on closing the wound. When this happens, as it does most 
usually in the lower third of the fore-arm they should be shortened about an inch with 
the knife. It must also be recollected, that the ends of the radial and ulnar arteries are 
to be"looked for at the edge of the front flap, and sometimes the muscles will have 
retracted from them so much that they actually stand out, and for the moment may be 
mistaken for little tendons. 

_Amputation.through the fore-arm should always be made as near the wrist as pos- 
sible, so that the socket of any kind of artificial hand may have better hold. 

The amputations I have performed through the fore-arm were only five; of these one 
was primary for accident, and four for scrofulous and other diseases. I have not here 


(a) KueErn, above cited, p. 46. 


ee 
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included another amputation through the fore-arm for accident, as the patient, Henry 
Parker, has been already mentioned (p. 914) among the fatal cases of amputation throu gh 
the thigh. This second operation was performed twenty-six hours after the accident. 

Lisron’s cases were six, of which four were for scrofulous disease; one for encepha- 
loid disease of the hand; one for painful stump, all of which recovered. | 


Report of Five Amputations through the Fore-Arm from the Year 1835 to 1840 inclusive. 


Accident or Disease. pecwins Remarks. ciated 
1837 
Samuel Winter, | Scrofulous disease of right | July 21. | With two flaps just above m. pronator guadratus ; Sept, 9. 
aged 68 (la- wrist-joint, of eighteen three arteries were tied, and the flaps brought 
bourer), admit- mouths. together with three sutures and strips of 
ted June 20. plaster. Inthe evening felt severe smarting 
In the stump ; became sickish, and constantly 
retching; about four hours after vomited pro- 
fusely, and the smarting subsided. Sutures 
removed at forty-fuur hours. 
1838 
Thomas Young, | Contractionof the muscles |March 31.| With two flaps; two arteries tied ; flaps brought May 8, 
aged 42 (water- ot the band and fingers together with four sutures and straps of plaster ; 
man), admitted after diffuse cellular in- sutures removed at forty-six hours. Attacked 
March 24. flammation, nine months with vomiting on third day, but not continued. 
since On fourth day stump attacked with erysipelas, 
which subsided after two days. On twenty- 
sixth day a whalebone spring applied to the 
remaining ligature, which would not come off, 
and after wearing for ten days it was pulled 
out, 
1839 
Henry Brewer, | Scrofulous ulcers onright | Oct.10. | With two flaps; five arteries were tied, and the | Noy. 16. 
aged 36, admitted hand, with stiff fingers. wound brought together with straps of plaster ; 
Sept. 10. Disease first showed itself but free oozing continuing, it was opened again, 
twenty-one months since. and two more arteries were tied ; the dress- 
ing left for a few hours. 
1840 
Renjamin Neal, | Compound fracture of the | Jan. 18. | With two flaps; four arteries tied; the flaps | March 3. 
aged 154, admit- first three metacarpal Twenty- brought together with straps of plaster tive 
ted Jan. 17, bones,and severe lacera- |four hours hours after. 
tion of the skin and after 
muscles. accident. 
William Dodds, | Medullary sarcoma of| July 1s. | With two flaps; five arteries were tied; the | Nov. 24. 
aged 35 (tailor), right radius; first com- venous bleeding very free, as the veins were 
admitted May 19, menced four months very bulky. Flaps brought together with 
since. plaster three hours after. 


V.—AMPUTATION THROUGH REE getete AND METACARPAL 
iS. 
(Amputatio Metatarsi et Metacarpi, Lat.; Amputation der Mittelfuss- und Mittelhand- 
knochen, Germ. ; Amputation des Os du Metatarse et du Métacarpe, Fr.) 

2727. Amputation through the metatarsal bones is differently per- 
formed, according as the metatarsal bone of the great or little toe, or of 
those between them are to be removed; and according as the soft parts are 
more or less destroyed. 

The tourniquet should be applied above the knee and intrusted to one 
assistant; another holds the foot, and a third draws the toes asunder. 
The patient is to be placed as in amputation through the leg. 

2728. Amputation through the metatarsal bone of the great toe is per- 
formed in different ways, according as the condition of the soft parts admits 
the formation of an inner, upper, or under flap. 

2729. If the fiap be formed from the sole, the operator, when the left 
foot is operated on, grasps the great toe, and draws it inwards, whilst an 
assistant draws the next toe outwards; but if the right foot be operated on, 
the operator grasps the second toe and draws it outwards whilst an assistant 
draws the great toe inwards. ‘The knife is now carried between the toes 
vertically, along the outside of the great metatarsal bone, to the part 
where it is to be sawn through. The knife is next placed on the inner 
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side of the bone, at like height with the angle of the first cut, near the 
lower edge of the bone, and makes, as it is drawn out along the under sur- 
face of the metacarpal bone, to its junction with the toe, a cut which sepa- 
rates the soft parts. The two cuts are now united by a transverse one 
running over the dorsal surface of the metatarsal bone about two lines 
below the angles of the two wounds; and a second transverse cut on the 
sole connects the front angles of both side cuts. The two flaps thus 
bounded are separated from the bone as far as the upper angle of the side 
cut, turned back and held by an assistant, who at the same time draws 
back the skin on the dorsal surface of the foot as far as possible, whilst the 
operator pulling the toe well inwards, away from the others, carries a nar- 
row knife upon the back of the foot into the angle of the outer cut between 
the two bones, guides its edge towards the great metatarsal bone, cuts 
through the tendon, which he fixes with the thumb of his left hand, and 
carries the knife at the edge of the retracted skin, over the dorsal surface 
of the foot inwards, to cut through everything remaining attached to the 
bone. The knife is then passed from the sole, between the two bones, and 
carried along the edge of the retracted flap upon the under surface of the 
bone inwards. All the soft parts having been thus divided, are held 
back by a cleft cloth, and a thin splint being passed between the two 
metatarsal bones and held by an assistant, the bone is sawn through with a 
bow saw at the edge of the retracted skin. 

The bleeding is stanched either by tying the vessels or by cold water, 
and after the wound has been properly cleansed, the flap is laid up over 
the bone in such way that its front edge is brought in close to the edge 
of the skin on the dorsal surface of the foot, and here fixed by several 
straps of sticking plaster applied from the sole. The edges of the wound 
on the second metatarsal bone are also brought together with sticking 
plaster. 

Cutting through the tendon is often very troublesome; it is best done by thrusting 
the point of the knife between it and the bone, with the edge toward the tendon, up to 
the broad part of the blade. 

2730. When the condition of the soft parts requires the flap to be made 
on the inner side of the metatarsal bone of the great toe, the skin there 
must be drawn inwards with the thumb and forefinger of the left hand, a 
straight knife thrust in vertically on the outer edge of the bone, about a 
finger’s breadth from its tarsal junction, its point carried on the inside of 
the bone to the sole, and pushed through. The knife is then carried close 
along the bone, on its inner edge, to its junction with the great toe, and there 
cuts out obliquely. A cut lengthwise between the great and next meta- 
tarsal bone is now made in the same manner as in the former case, and 
continued to like height with the flap-cut; the flap is then held back, the 
knife placed in the upper angle of the longitudinal cut between the two 
bones, and carried over the back of the metatarsal bone to the angle of the 
flap-cut. The knife is next passed in below, between the bones, and carried 
round semicircularly, in the sole, to the lower angle of the flap-wound, and 
thus the division of all the soft parts still remaining attached to the bone 
completed. The cleft cloth having been now applied, the bone is sawn 
through in the same way as directed in the former case, and after the bleed- 
ing has been stanched, the flap is laid down over the bone on the corre- 
sponding wound-surface of the second metatarsal bone, confined with 
plaster, and dressed as already mentioned. 
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Where the condition of the bone permits, it is best sawn through obliquely from within 
outwards, so that the cut surface may correspond with the inner edge of the foot, by 
which the projection of the stump of the bone is prevented. In doing this, the lon- 
gitudinal cut between the two metatarsal bones should end half an inch below the begin- 
ning of the flap cut, and the upper and lower cuts through the skin, tendons, and perios- 
teum, connecting the two longitudinal cuts, carried obliquely from the one to the other, 
and the bone sawn through in a corresponding direction (a). 

2731. When it is requisite to make the flap on the dorsal surface of the 
metatarsal bone of the great toe, a cut is made lengthwise between the 
first and second metatarsal bones up to the part where the bone is to be 
sawn through ; next a longitudinal cut along the inner edge of the great 
metatarsal bone, and both connected by a transverse cut behind the head 
of the bone. The flap thus bounded, is separated from the side cuts, 
drawn back by an assistant, and, as in the formation of the flap on the sole, 
every thing covering the bone is divided by two semicircular cuts, at the 
edge of the retracted flap. The sawing through the bone and the dressing 
are to be as already directed. 

Amputation of the metatarsal bone of the little toe is precisely similar to that of the - 
great toe. ; 

[These amputations of the great toe are exceedingly neat and well-looking opera- 
tions, and if the metatarsal bone be sawn obliquely as CueExius directs, but little 
deformity ensues. Unfortunately, however, it often happens, especially in working 
people, that the flexor muscles of the other toes are incapable of sustaining the longi- 
tudinal arch of the foot, the great support of which is lost by the removal of the ball 
of the great toe, and the absence of firm attachment for the great flexor tendon of that 
toe, in consequence of which the whole inner edge of the foot comes to the ground, and 
the weight of the body upon the flap. The irritation to which its scar is necessarily 
subject, often also causes it to ulcerate, and a very troublesome and inconvenient sore, 
which completely lames the patient, is produced. I have seen this occur two or three 
times; for although the patient had left the Surgeon’s hands with a very good-looking 
and well-shaped foot, yet a few months after he has returned in the condition I have 
just described. The Surgeon should, therefore, always endeavour to save the great toe, 
if possible ; and if its amputation be absolutely necessary, I think amputation through 
the whole metatarsus, or even above the ankle better, for a working man certainly, than 
amputation through the great metatarsal bone. 

Amputation through the little metatarsal bone is not liable to these objections, at least 
not to the same extent, because the weight of the body is thrown more on the inner 
than on the outer side of the foot.—J. F. S.] 


2732. Amputation through the intermediate metatarsal bones is thus 
performed. A longitudinal cut is made on each side of the diseased meta- 
tarsal bone, by carrying the knife close along it, to the place where it is to 
be sawn through, in such way, however, that, on the sole, the cuts run into 
each other, ina Y like shape, and one of them, for instance, on the left 
foot that on the outer, and on the right that on the inner side, should be 
three or four lines shorter than its fellow. ‘The skin upon the dorsal sur- 
face of the foot is next cut through obliquely, from the angle of one 
to that of the other longitudinal wound, about two lines before the place 
of sawing. The skin is now to be drawn back, and all the soft parts 
separated by passing the knife between the bones on the sole and on the 
dorsal surface of the foot, in the oblique direction of the skin cut. The 
cleft cloth is now applied, the wooden splint passed in, up to the top of the 
side cut, and the bone divided obliquely with a fine saw from side to side. 
When the bleeding has been stanched, the neighbouring bones are brought 
together, and the skin brought over the end of the bone, by straps of 
plaster applied from the top of the foot downwards. The edges of the 


(a) Zana, book iy. p. 184. 
VOL, II. 3 0 


930 = AMPUTATION THROUGH THE FINGERS AND TOES. 


wound are to be kept together with several circular straps round the foot, 
and a simple covering (a). 

2733. Amputation through the metacarpal bones is performed in exactly 
the same way as that through the metatarsal bones, already mentioned. 


Of the above modes of proceeding it must be decided which shall be followed, for 
the removal of some or all the metacarpal bones, except that of the thumb. 

For amputating through the metacarpal bone of the thumb, a flap must be made on 
the volar surface, the soft parts on the back of the hand, divided correspondently with 
the base of the flap ; then those in the space between the bones divided, and the meta- 
carpal bones sawn off. 

[In amputating through the metacarpal bones, and specially if only the head of the 
bone be cut off, as commonly practised, when the whole finger is to be removed, as 
the other fingers fall readily together, and do not produce the deformity which am- 
putating at the knuckle does, it is better to cut through the bone with nippers than with 
a saw. LasTon observes:—‘“In using the forceps, the flat side is applied towards the 
trunk, so that the surface which is left may be perfectly smooth. One great advantage 
gained by employing the forceps is, that the palm can be left entire, the hand is much 
less deformed, the palmar arch is in general not interfered with, and the hemorrhage is 
accordingly more trifling.” (p. 365.) I do not think the palmar arch is more safe with 
the nippers than with the saw, as the soft parts require equal separation in both.—J. F. S. | 


VI—AMPUTATION THROUGH THE FINGERS AND TOES. 
(Amputatio Digitorum Manis et Pedis, Lat.; Amputation der Finger und Zehen, 
Germ. ; Amputation des Doigts et des Orteils, Fr.) 


2734. Amputation through the phalanges of the fingers is only indi- 
cated when some particular advantage is to be gained by keeping the 
stump, as in amputating the fore part of the second phalanz ; in all 
other cases, disjointing the phalanx is to be preferred. In the toes, am- 
putation must be restricted to that of the first joint of the great toe ; 
because, by preserving the ball of that toe, advantage is gained over dis- 
jointing it. 3 | 

Amputation of the phalanges, by means of sharp nippers, performed in the earliest 
times; or with the chisel, recommended by Hetioporus, Pautus A®GINETA, and 
AxpucasIs, and subsequently by many other writers, both within and without the 
joint, is entirely discarded; and in general, the disjointing of the phalanz is preferred. 
Le Dran, GuTHRIE, SAMUEL Cooper, LANGENBECK, AVERILL, Rust, MALGAIGNE, and 
JAEGER agree in preserving the phalanz, and as to the advantage of amputation, though 
they differ from each other in regard to its application to a single finger. Rust holds 
only with the amputation through the second phalanx of the fore- and ring-fingers, and 
forbids it on all the phalanges of the two middle-fingers. LANGENBECK practises it on 
the first and second phalanx of the fore- and ring-finger, and on the first of the thumb 
and little finger. AVERILL, on the other hand, employs it only for the thumb and fore- 
finger. JAEGER thinks it may be performed at the second phalanx of the fourth finger, 
with much advantage to the patient, especially the further forward it is done ; and knows 
from experience that with the phalanges of the three outer fingers which can be drawn 
into the palm, better resistance can be produced. 

LANGENBECK, ZANG, Rust, and JAEGER, are all in favour of amputation through the 
first phalanx of the great toe. 

2735. In amputation through the phalanges, the skin having been pro- 
perly drawn back, a circular cut is made with a scalpel, the skin again 
drawn back, the tendons and periosteum divided, sawn through, and the 
bone then sawn through. If the skin on the back of the finger be too much 
destroyed, or the phalanx too thick and broad, as that of the great toe, a 
flap may be made on the palmar surface, by thrusting the knife through 
there, and dividing the soft parts on the back with a semicircular cut, 
which is better than a dorsal flap, or than a flap before and behind, or 
on the side. (LANGENBECK, ZANG.) 


(a) Zana, above cited, p. 187. 
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In cutting the finger off with a chisel, (Dactylosmileusis, Lat.,) the 
finger must be laid on its dorsal surface on a little wooden block, and held 
by an assistant, who at the same time draws the skin back; a sharp 
chisel, as wide again as the finger, is to be placed vertically on the 
palmar surface, and held with the left hand, and the finger is struck off 
with a smart blow from a wooden mallet. In this way, which is generally 
objected to as rough and barbarous, and only recommended by GRAEFE 
and JAEGER, there is not any splintering; the operation is quick and 
little painful, and the cure is not more tedious than in the operation with 
the circular cut (a). 


Mayor (6) has recommended the removal of the phalanr by a peculiar instrument, 
the tachytome, with which, at the same time, sufficient flaps of the soft parts are formed. 


Fourts Secrion.—OF EXARTICULATION, OR AMPUTATION THROUGH 
THE JOINTS. 


(Exarticulatio Membrorum, Lat.; Ablisung der Glieder, Germ.; Désarticulation, Fr.) 


Braspor, Essai sur les Amputations dans les Articles; in Mémoires de |’Académie 
de Chirurgie, vol. v. p. 747. 


WaLrTuHeER, Ueber die Amputationen in den Gelenken; in Abhandlungen aus dem 
Gebiete der praktischen Medicin, besonders der Chirurgie und Augenheilkunde, p. 91. 
Landshat. 


MtNZENTHALER, Versuch iiber die Amputationen in den Gelenken. Leipzig, 1822. 


LisFrANCc, Mémoire sur les regles générales des Désarticulations; in Revue Médicale, 
1827, vol. i. p. 373. 


ScouTETTEN, La Méthode Ovalaire, ou nouvelle méthode pour amputer dans les Arti- 
culations. Paris, 1827. 4to. 


ZANDERS, Die Ablosung der Glieder in Gelenk. Diisseldorff, 1831. 

2736. Amputations through joints are in some cases the only means of 
preserving life, as in amputation at the shoulder- and hip-joints. In 
other cases amputation in the continuity of the bone cannot be performed, 
on account of its shortness, as in some phalanges of the fingers and toes. 
And, finally, there may be a choice between exarticulation and amputation 
in the continuity of the limb, in which case the exarticulation must be 
preferred, if the patient will be benefited by preserving a greater length 
of stump, as in exarticulations of the instep, in the knee- and wrist-joints: 
The danger of exarticulation, formerly held so great, is contradicted by 
the experience of modern times; and is by some, as Larrey, thought to 
be even less than in amputations in the continuity of limbs. 

2737. The proceeding in exarticulation is very different. In general 
one or two flaps are formed, the size and direction of which depends 
partly on the nature of the joint, and partly on the injury which renders 
amputation necessary. ScoUTETTEN has proposed a particular method 
(Méthode ovalaire) for all joints, the peculiarity of which consists in an 
oval wound being formed, the extremity of which is near the joint, by two 
cuts being carried into one triangle. If the soft parts on the upper region 
of the joint be destroyed, they may be included by this method ; the edges 
of the wound do not retract unequally, as they often do in the formation of 
flaps, and the wound unites by a linear scar, In many joints, however, exar- 
ticulation, according to this method, is more difficult than that with flaps. 


LANGENBECK and others had long previously operated in this same way in the re- 
moval of several joints. 


a) Scure1BER, Dissert.de Dactylosmileusi. Lips., 1815.—Jar@Er, above cited, p. 250. 
(b) Revue Suisse. 1843, 
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2738. The processes of the bones most surely point out the place of the 
joint, which may even be discovered through the swollen parts. The 
knife should never be violently thrust into a joint, and in those joints, 
especially where their surfaces are locked into each other, not before their 
particular connexions have been cut through. In carrying the knife 
through the joint, its edge should always be directed towards the bone that 
is to be removed. 

2739. It is frequently found in those cases where exarticulation is 
necessary, that the soft parts surrounding the joint are converted into a 
white, firm, lard-like substance. If this substance have not become 
soft, like pap, the flaps may be formed from it. By proper dressing this 
swelling may, however, be quickly lessened; and I have seen, in such 
cases, quick union take place just as well as in a perfectly healthy state of 
the soft parts (a). 


I.—OF EXARTICULATION OF THE THIGH AT THE HIP. 
(Evarticulatio Femoris, Lat.; Ablésung des Schenkels aus dem Hiiftgelenke, Germ.; Deésar- 
ticulation de la Cuisse, Fr.) 

Moranp, Sur lAmputation de la Cuisse dans son Articulation avec 1’Os de la 
Hanche; in his Opuscules de Chirurgie, p. 176. Paris, 1768. 

VoHLER; in same, p. 189. 

PuTHop; in same, p. 199. 


La.overteE, An Femur in cavitate cotyloided aliquando amputandum? Paris, 1748 ; 
and in Hauuert, Disputat. Chirurg., vol. v. p. 265. 


BaRBET; in Prix de l’Académie de Chirurgie, vol. iv. p. 1. Couronné en 1759. 

MECKEL und Uncer, An Femur é cavitate cotyloided amputandum? Hale, 1793. 

MovBLET; in Journal de Médecine, vol. xi. p. 240. 

TALLICHET, De resecto Femore exarticulo. Hale, 1806. 

Larrey ; in Mémoires de Chirurgie Militaire, vol. ii. p. 180; vol. iii. p. 349; vol. iv. 
pp. 27, 50. 


THompson, JoHN, M.D., Report of Observations made in the British Military Hos- 
pitals in Belgium after the Battle of Waterloo, with some remarks on Amputation. 
Edinburgh, 1816. 8vo. 


GurTuriz, G. J., On Gunshot Wounds of the Extremities requiring the different 
Operations of Amputation, with their After-treatment. London, 1815. 8vo. Thesame 
translated into German, with remarks by SPANGENBERG. Berlin, 1821. 


Hepenus, A. G., Commentatio Chirurgica, de Femore in cavitate cotyloidea ampu- 
tando. Lips., 1823. 4to.; with plates. 


Metz, H., Ueber die Lésung des Oberschenkels aus dem Huftgelenke. Inaug. 
Abhandl. Wiirzburg, 1841. : 

2740. Exarticulation of the Thigh at the Hip-Joint, is, of all ampu- 
tations, the most dangerous; and the danger of the operation itself is 
considerably increased by the disease rendering it necessary. Of the 
cases hitherto published, in which this operation has been performed, the 
proportion of successful and unsuccessful results is about as 1 to 23 (0). 


(a) Margor (Lisrranc), Sur les Amputations 
pratiques dans des Tissus lardacces, revenus a 
letat normal a la suite de l’Opération; in Revue 
Médicale. 18273 vol. i. p. 41. 

(b) PerauLt; in Sapatier, Médecine Opera- 
toire.— Larrey, Mémoires, vol. iv. p. 27.— 
Brownriee@ and Gururixz; in SamueL CoorEr’s 
Dictionary of Surgery, p. 84. Edition of 1838.— 
DetrrcH; in Revue Médicale, 1824; vol. iii. p. 
333. 1828.—WeENnDELsrapT; in HureLAwp’s Jour- 
nal, vol. vi. p.110. 1811.—Morr, V.; in London 
Medical'and Physical Journal ) Vol. iii. p. 228, 1827. 


—Waaner, Ueber die Exarticulation des Ohschen- 
kels aus dem Huftgelenke; in Rust’s Magazin, 
vol. xv. p. 261.—Orvon, J., A Case of Amputation 
of the Hip-Joint successfully performed ; in Med.- 
Chir. Trans., vol, xiii. p. 605.—Brycr, C.; in 
Glasgow Medical Journal. 18313 p. 262.—Mac- 
FALLANE, J., Clinical Reports of the Surgical 
Practice of the Glasgow Royal Infirmary, p. 182. 
Glasgow, 1832. In a ehild of two years old, on 
account of a compound fracture.—Cox, W. S., 
Memoir on Amputation of the Thigh at the Hip- 
Joint. London, 1845; fol. 


“—— 
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Many die so long after, and in such way, that death cannot be directly 
ascribed to the operation. 


JAEGER (@), who has performed this operation successfully, has collected all the 
cases known to him, of which the following, which were successful, must be mentioned, 
to wit, those of BaupENs (b), Mayo (c), SepILLoT (d), and TExTor (e). 

KRiIMER (f ), who lost a patient from sudden spasm, ten days after operating, aceord- 
ing to Larrey’s method, considers this operation inadmissible on account of its danger. 
The results up to the present time do not confirm this objection. There is also little 
advantage in Krimer’s proposal of, instead of the exarticulation, tying the common 
iliac artery so as to cause death of the diseased extremity ! ? 

If the Surgeon hesitate to perform the operation through the joint, he could have 
no objection to perform it high up through the great trochanter, by which opening the 
joint would be avoided.— J. F. 8.] 


2741. So great extension of mortification as effects the thigh through- 
out its whole thickness, and such crushing of the thigh-bone, and of the 
soft parts as render flap-amputation below the great trochanter impossible, 
can alone be considered as indications for amputation at the hip-joint. 
Caries in the hip-joint can never indicate this operation because the 
socket is always affected. 

{The first amputation through the hip-joint appears to have been performed by 
La Crorx p’ORLEANS in 1748, on a boy of fourteen, both of whose lower limbs had 
become gangrenous from eating diseased rye; the first operation was through the right 
thigh, and four days after the left thigh was amputated at the hip-joint ; he seemed to 
be going on very well, but died on the eleventh day after the second operation (q). 

PERRAULT, of St. Maure, in Touraine, first operated with success in 1773 on a man 
who had gangrene of the thigh nearly up to the pelvis, in consequence of his thigh 
having been crushed between the pole of a carriage and the wall (A). 

The first reported case in England, but which was unsuccessful, is that operated on 
by Kerr (j) of Northampton, in December 1774, (as appears from a letter from 
Harven of Northampton, to the late Sir Writt1am Brizarp, for which I have to 
thank my friend Curtinc.) The patient was a girl between eleven and twelve years of 
age, with an abseess in the right hip-joint and hectic fever; after the operation Krenr 
“found not only the acetabulum carious, but also the adjacent parts of the ossa inno- 
minata to avery considerable extent.” She went on very well till “ the tenth or eleventh 
day, but then her respiration became more difficult, expectoration ceased, her mouth 
and tongue were covered with aphtha, and she died on the eighteenth day from the 
operation.” (p. 341.) This operation was performed with a single flap. 

Joun THomson (h) states, he has “been informed it (amputation at the hip-joint) 
was performed in London by the late Mr. H. THomson, Surgeon to the London 
Hospital,” and imagines “it must have been his operation to which Mr. Porr alludes.” 
(p. 264.) The passage referred to in Porr (J) is the following :—“ I cannot say that 
I have ever done it, but I have seen it done, and am now very sure I shall never do it 
unless it be on a dead body.” (p. 394, in note reviewing the opinions of BrtauEr and 
Tissor on amputation at the hip-joint.) Not being able to find any published account 
of this case, I have inquired of Curtine whether there be any record of it at the Lon- 
don Hospital, and he informs me that there is not any. Probably it did not succeed, 
as no notice is left of it; and whether THomson or PERRAULT operated first, or whether 
Tuomson operated before Kerr I cannot ascertain.—J. F. 8.] 


2742. The modes of proceeding in exarticulations at the hip-joint have 
been, since the time of VouLeER, who broached the idea of this operation, 
variously laid down; many of these, however, rest only on experiments on 
the dead body, and depend generally on the condition of the soft parts, 


(a) Hamburger Zeitschrift, vol. iii. part i. 


(b) In same. 

(c) Lancet. 1836-7; vol. i. p. 110. 

(d) Archives générales de Medecine, vol. ix. 
p: 225. 1840. 

(e) Merz, above cited. 

(f) von GraeFe und von WALrHER’s Journal, 
vol. xii. p. 121. 

(g) Barser, above cited, p. 9. 

(A) SapatreR, Médecine Operatoire,vol, iv.p, 542, 


(j) An Account of the Operation of Amputating 
the Thigh at. the Upper Articulation, lately per- 
formed ; in Medical and Philosophical Commen- 
taries, by a Society in Edinburgh, vol. vi. 1779. 

(k) Report of Observations made in the British 
Military Hospitals in Belgium, after the Battle 
of Waterloo, with some Remarks on Amputation. 
Edinburgh, 1816. 8vo. 

(/) Chirurgical Works, vol. iii, Edition of 1783. 
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and the nature of the injury. The several modes of operation may be 
disposed under the following heads—a. the circular cut ; 6. the flap cut, 
with one or two flaps; ec. the oval cut. 


a. The Circular Cut. 


2743. Here belong the modes of AspeRNeTHY, VeITcH, Kerr, and 
GRAEFE. 

2744. According to ABERNETHY (a), the Surgeon standing on the outer 
side of the limb, the femoral artery being compressed by the fingers upon 
the pubic bone, makes, an inch below the joint, two successive circular 
cuts, by which he divides the muscles from the great and little trochanter, 
cuts into the capsule, dislocates the head and divides the round ligament. 

2745. Veitcu (6) proposed making the amputation of the thigh below 
the joint in the common way with the circular cut, and sawing through 
the bone two inches below the cut. After the arteries have been tied, the 
patient is to be placed on his side and a vertical cut made from the great 
trochanter to the wound, the muscles to be separated on the outside of the 
thigh, the joint opened and the bone disjointed. 

Coxx’s (c) method, who amputated through the trochanter major and removed the 
neck and head, corresponds with this. JarcER proceeded in the same way in his suc- 
cessful case, in which, whilst amputating through the upper third of the thigh with an 
external flap, he noticed the caries extending higher between the lamella, again sawed 
off the bone two or three inches higher, and even then finding the disease extending up 
to the trochanter, he merely extended the upper angle of the flap on the fore and outer 
side two inches upwards, cut into the capsule without any great difficulty, then through 
the round ligament and easily removed the bone. The stump had everywhere flesh to 
spare which was however no evil, and after the cure it was six inches long, felt hard as 
if the bone were still remaining in it, and could in some degree be drawn inwards. 

2746. Kerr (d) having first bent the thigh at a right angle with the 
trunk, made a cut through the skin, from behind the top of the trochanter 
obliquely backwards and downwards to the inside of the thigh, and from 
thence obliquely upwards to within two inches from the femoral artery ; 
then a second beginning at the same place as the former, but carried in 
an opposite direction over the upper extremity of the trochanter, and from 
thence obliquely forwards and downwards to within the same distance of 
the vessel as in the former cut. He then cut through the muscles in the 
direction of the skin cuts, and separated the bone from the joint; grasped 
firmly the flap still undivided, and containing the artery, betwixt the 
fingers and thumb of his left hand, his fingers on the skin side of it, and 
his thumb on the muscular side, cut it through about four inches below 
the inguinal ligament, and tied the artery. 

[Kerr states further that the compression was so complete “as to prevent the loss of 
a single drop of blood, and the hemorrhage from the other arteries was full as incon- 
siderable as in any other amputation of the thigh. * * * The ligature fell off at 
the fourth or fifth dressing.” (p. 341.) In Harpen’s letter it is further stated, that 
“two other small arteries only were taken up, and the blood lost during the operation 
was very trifling. The large artery was tied immediately above a branch going off 
which I think is called the profunda. Perhaps the operation could not be done with 
so much ease where the ligaments of the joint had not been previously destroyed, as 
was the case here.”’ | 

2747. According to GRAEFE’s (e) experiments on the dead body, the 
femoral artery should be compressed with a roller, and PirrLuet’s or 


t P (a) Lectures, on authority of S. Cooper. 
(b) Edinburgh Medical and Surgical Journal, (d) Above cited, p. 339. 


vol. iii. p. 129. 1807 (e) Normen zur Ablosung grésserer Gliedmassen, - 
_ (¢) Saver, Coopgn’s Surgical Dictionary, p.83. pp. 117. 
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Moore’s compressor ; the skin is then to be divided with a circular cut, 
three or four fingers’ breadth below the trochanter, and after having been 
moderately drawn back by an assistant, his leaf-knife (Blattmesser) is to 
be placed as deeply as possible on the outer side close to the edge of the 
retracted skin, the leaf sunk obliquely to the ¢rochanter, drawn over 
the front to the inner side, so that its edge runs along the neck close to 
the thigh-bone, and the cut completed in the usual way. If large ves- 
sels bleed which cannot be compressed by the assistant, they must be tied 
if not too close to the middle of the wound. The muscles are now drawn 
up by an assistant, and the fleshy parts first divided on the outside to the 
very point of the ¢rochanter, with the blade of the leaf-knife kept directly 
upwards. An assistant now turns the knee outwards, the muscles are 
divided on the inner side with the blade of the leaf knife directed upwards 
till the edge of the hip-socket appears. The transverse ligament is then 
divided with the edge of the knife held rather obliquely, and whilst the 
assistant rolls the head of the bone inwards and upwards, placing one 
hand below the trochanter, and the other on the inside of the knee, the 
operator pressing the knife firmly cuts through the capsular ligament on 
the inside. The assistant now carries the thigh far outwards till it forms 
a right angle with the side of the body, and the operator with one smart 
stroke cuts through the outer under part of the capsular ligament and the 
muscles still attached in this region, by which the head of the bone is 
completely freed. Afier stanching the blood, the wound is to be brought 
together obliquely with two sutures and strips of sticking plaster. 


b. The Flap Cut. 
* With a single flap. 


2748. The operation of exarticulation with one flap is variously per- 
formed, according as it is a hinder (PurHop, Bryce); an inner (L’ALov- 
eTTE, DeLpecu, Lenoir, LANGENBECK) ; a front (PLANTADE, MANEC) 
or an outer flap. 

2749. According to Puruop, the femoral artery having been first 
tied, the patient laid on his side and properly held, and the skin drawn 
upwards by an assistant, a transverse semicircular cut is to be made 
through the skin, beginning on the inner hinder part of the thigh, and 
ending at the great trochanter. After drawing the skin back the tendon 
of the m. gluteus maximus is cut through, and by carrying the knife 
along the trochanter all the muscles there inserted are divided. ‘The 
knife is now to be thrust into the joint below the tendon of the m. gracilis, 
and the capsular ligament cut across ; after which the thigh is drawn 
upwards and inwards so that the head of the bone may project outwards 
and upwards, and then the stretched round ligament is cut through and 
the division of the capsular ligament completed. The muscles of the 
hinder inner side of the thigh are now divided, four or five fingers’ breadth 
from their insertion, and then the muscles on the inside at the top of the 
little trochanter cut through (a). 

Hunezorsxy (b) directs the following mode of proceeding. After tying the femoral 
artery, the patient being laid upon his belly, and the thigh drawn somewhat inwards 
to render the m. glutai tense, the skin is drawn back, and cut through three fingers’ 
breadth below the trochanter major, and after it has been turned back, the m. glutai are 


cut off at the trochanter ; the knife is then carried outwards to make one flap of flesh 
which is raised up, and the cut being continued quite down to the joint, and the head 


(a) Moranp, above cited. (b) Anweisung zu Chirurg. Operationen, p. 256. 
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twisted on itself, the other part of the capsular ligament and the round ligament are 
divided, and the operation completed by cutting through the muscles on the other side 
of the thigh. 

2750. Bryce (a) compresses the femoral artery, and makes a transverse 
cut on its inner side above the trochanter, above the highest part of the 
hip, ties the femoral artery, cuts through the capsular ligament, separates 
the head of the bone, and at last forms the lower flap. 

2751. According to L’ ALovETTE, the patient should be placed on his 
sound side, the femoral artery compressed with a tourniquet, the thigh 
stretched out, and an assistant draws the skin back. With a semicircular 
cut extending from the upper outer part of the great trochanter to the 
ischial tuberosity, all the soft parts are cut through to the joint. The 
joint is now felt for with the nail of the left forefinger, and the capsular 
ligament opened. The assistant rolls the thigh inwards, the projecting 
round ligament is divided with a button-ended bistoury, and the head of the 
bone dislocated by bending the thigh towards the chest, upon which the 
knife being carried round the capsular ligament, completely divides it, and 
a flap is formed four or five fingers broad, by bringing the knife down on 
the inside of the bone. 

2752. According to LANGENBECK (6), a transverse cut should be made 
from the front of the thigh, not too near the femoral artery, on the outer 
side, down to the back part of the thigh, opposite the ischial tuberosity, 
which should divide the soft parts to the neck of the bone; then by 
turning the knee inwards the exarticulation of the head is effected, and 
the inner flap is formed by cutting round the inner surface of the thigh. 

2753. Dr.recn (ce), who has performed this operation twice success- 
fully, after having tied the femoral artery, thrusts a single-edged knife two 
inches below the superior anterior spine of the cliwm, between the m. 
sartorius and m. tensor vagine femoris, to the neck of the thigh-bone, 
inclines the point inwards, and pushing it well into the cavity between 
the little trochanter and the neck, thrusts it through at the hinder part. 
The knife is now drawn down on the inside of the thigh-bone, and by 
cutting inwards a flap is formed about eight inches long. ‘This flap is 
held back by an assistant, and any spouting vessel in it tied. The thigh 
is now inclined outwards, the capsular ligament divided semicircularly, 
the head of the bone dislocated, the round ligament cut through, the 
knife carried behind the head, and the mass of muscle and skin divided 
by a horizontal cut. After the vessels are tied, the flap is brought over 
the wound and united with sutures an inch apart. Too much skin should 
not be preserved on the outer side, and it is better, if necessary, to make 
the inner flap longer. This method is a modification of Larrry’s, in 
which an outer flap is also formed. 

In this way, OrTon, CLor, CHERUBINI, and WELL have operated, excepting that 
Cor did not tie the femoral artery first. 

2754. Lenoir (d) compresses the femoral artery, and standing on the 
outer side of the limb, which is inclined inwards, makes a transverse cut 
on the hinder outer side, draws the soft parts back, penetrates into the 
outer hinder part of the joint, and ends by forming an internal flap. An 
assistant compresses the artery in the flap till it is tied. 

2755. According to PLanrape (e), an upper or front flap should be 


if 44 (a) Above cited. 
(b) Bibliothek fur die Chirurgie, vol. iv. p. 512. (d) Journal Hebdomadaire, vol. v. p. 205. 183). 
ne Journal général de Medecine, vol. ciii. p. 429. (e) VeLpeau, Médecine Operatoire, vol. i. p. 
ine 230. 
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formed by two vertical cuts on the sides, connected by a transverse cut, as 
in La Faye’s mode of exarticulation at the shoulder. 

2756. According to Manec (a), whilst the extremity is drawn outwards 
and a little bent, a double-edged knife is thrust between the great ¢ro- 
chanter and front iliac spine from above downwards, and from without 
inwards, between the neck of the thigh-bone and the muscles, and as the 
knife is carried close down on the bone, a sufficiently long flap is cut, 
which an assistant raises, and compresses the artery found in it. The 
operator now passes the knife below the joint, places it on the inner 
angle of the wound, and divides to the outer angle all the soft parts to 
the bone. The capsule of the joint is then opened by a smart cut on its 
front, the head of the bone projected by abducting the thigh, the round 
ligament divided, and the rest of the capsule completely divided. After 
the formation of the flap, the joint may be entered in front, and the hind 
parts separated by a cut from within outwards. 

2757. If the condition of the soft parts only permit an outer flap, when 
the femoral artery has been either first tied or properly compressed, the 
knife must be thrust vertically, below the middle of Poupart’s ligament, 
and the whole mass of soft parts cut through directly inwards. The thigh 
is now to be carried well outwards, the capsular ligament opened, the 
round ligament divided, the head of the bone pressed out of its socket, and 
by passing the knife round and drawing it down, the flap is formed. I 
have performed the operation in this way upon a living person. 


* * With two flaps. 


2758. This mode of proceeding with two flaps, varies according as it 
is performed with an inner and outer (A. BLanpin, Larrey, Durvuy- 
TREN, LISFRANC, VON WALTHER), or with a fore and hind flap (WouLER, 
Bewi, BectarD, Brain, and Sanson), and according to the formation of 
one or other flap, and also whether by thrusting in the knife, or by carry- 
ing it from without inwards. 

2759. A. BLANDIN ties the femoral artery first, and whilst he thrusts 
the knife into the lower angle of the wound, made for tying the artery, 
through the whole thickness of the thigh, he forms an inner flap, after- 
wards the outer one, and then proceeds to the division of the capsule and 
the exarticulation. : 

2760. According to LARREy, the femoral artery and vein should first 
be tied close to Pourart’s ligament; then a straight sufficiently long knife 
thrust in on the front of the thigh and carried between the flexor muscles 
attached to the little trochanter, and base of the neck of the bone back- 
wards, so that it may come out directly opposite the point of entrance. 
The edge of the knife is now turned obliquely inwards, and with a stroke 
all the muscles on the upper and inner part of the thigh cut through, 
and an inner, not very large, flap formed, which must be held back, and 
the bleeding vessels tied. The thigh is now to be abducted, so that the 
ligaments may be stretched, the inside of the capsular ligament divided 
with a bistoury, then the round ligament, and whilst the abduction is 
increased, the head of the bone dislocated. The edge of the large ampu- 
tating knife placed behind the head of the bone, is now carried close 
behind the great trochanter, and the outer flap formed by cutting the 
muscles and skin obliquely. The spouting vessels are compressed by 


(a) VeLpzav, Medecine Operatoire. 1839. Second Edition ; vol. ii, p. 546. 
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an assistant, and carefully tied, and after the surface of the wound has 
been properly cleansed, the flaps are brought into apposition, some sutures 
applied, the union supported by strips of sticking plaster, covered with 
lint, and a compress, and fixed with a proper bandage. 

Larrey (a) has subsequently recommended another method, in which after tying the 
crural artery, he makes a circular cut immediately below the great trochanter, through 
the skin, to determine the length of the flap. The inner flap must then be made either 
from without inwards, or from within outwards, according to the condition of the parts. 
The capsular ligament is divided with the same knife, the head of the bone dislocated 
inwards, the round ligament divided, and the knife being carried over it into the skin-cut, 
the outer flap is thus formed. After tying the bleeding vessels, the ligatures are placed 
in the bottom of the wound, and a piece of oiled linen put into that angle of the wound 
nearest to the hip-socket, and then the flaps closed. 

Mort (6) forms the inner flap according to Larrey’s method, by thrusting in the 
knife, and the outer flap by cutting from without inwards. 

- 2761. According to DuruyTREN (e), the operator, placed on the inner 
side of the thigh, and the artery being properly compressed, makes a semi- 
circular cut from the region of the upper front spine of the diam, over 
the inner side to the ischial tuberosity, through the skin, draws it back- 
wards, cuts through the muscles in the same direction, thus forming an 
inner flap four or five inches long, turns this back, divides the capsule, and 
finishes the operation by the formation of the outer flap. 

According to DupuyTrEn’s (d) earlier experience, the operator should stand on the 
outer side of the limb, with his hands on the upper part of the thigh, so that by gently 
moving he can discover the situation of the joint. From this place he makes a semi- 
circular cut passing three inches down, over the outer hinder part, and ending half 
an inch below the ischial tuberosity; the skin is then drawn back and the muscles 
divided at its edge down to the bone. To this outer cut, the operator makes a second 
and corresponding one over the inner side of the thigh, which joins the first at the 
points where it begins andends. The outer and inner flaps are separated up to the 
joint, and held back by an assistant. The capsule is divided by a circular cut, after- 
wards the round ligament, and then the head of the bone is removed. 

2762. According to Lisrranc (e) the thigh is to be held extended by 
an assistant, and the operator, standing on the outside of the limb, draws 
a line from the front upper spine of the ¢lizm, parallel with the axis of the 
thigh, and an inch in length, from the lower inner end of which, at a right 
angle to it or transversely a second line half an inch long. At the end of 
this latter line he thrusts the point of a long straight knife, with its edge 
following a line from its entrance to the upper outer part of the great 
trochanter. The blade of the knife now upon the outer side of the head 
of the thigh-bone, passes round it and projects at the middle hinder part 
of the buttock. By some strokes upwards and outwards, avoiding the 
great trochanter, the knife is carried along the thigh two inches, and thus 
the flap is completed. After the bleeding arteries have been tied, an 
assistant holds the flap back. The knife is now carried round the neck of 
the bone, and again passed to the hind upper angle of the wound, the soft 
parts, if necessary, being pressed inwards, to avoid the lesser trochanter, 
and a flap formed on the inner side of the bone, of the same length and 
form as the outer. The operator then grasps the thigh with his left 
hand, brings the edge of the knife perpendicularly upon the inner side of 
the head of the bone, which he runs round as much as possible, divides the 

(a) Clinique Chirurgicale, vol. iii. p. 611, 


(b) Above cited. vol. i: p. 177.-MUNzENTHALER, above cited, p, 
(c) Legons Orales, vol. iii. p. 363. 38.—AVERILL, above cited, p. 158.—SymzE; in 
(d) Archives generales de Médecine. 1823 ; Edinburgh Medical and Surgical Journal, vol. xix. 
vol. i. p. 171. p. 657. 1823.—Main@au ct, above cited, pl. viii. 


(e) Archives générales de Médecine. 1823 ; fig. 29. 
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capsular and round ligaments, and then cuts from within outwards the 
rest of the capsule and whatever muscular fibres still remain attached. 

2763. von WALTHER (a) compresses the femoral artery with a compressor 
against the pubic bone; thrusts a double-edged amputation knife, three 
inches below the upper front spine of the iliwm, at the outer edge of the 
m. sartorius, vertically down upon the neck of the thigh-bone, carries it 
outwards and backwards around it, and pushes it out two inches and a half 
behind the great trochanter, at a corresponding height to its point of en- 
trance; the knife now kept close to the bone, cuts two inches below the 
base of the trochanter obliquely outwards, and forms an oblong ozéer flap, 
which being drawn back, the exposed capsular ligament is cut into, the 
head of the bone dislocated outwards and downwards, and the round liga- 
ment divided. With a single-edged amputating knife he now passes 
through the cavity of the joint, behind the head of the thigh-bone and 
round the little érochanter, and continues two inches down along the inside 
of the thigh close to the bone. The femoral artery and neighbouring 
vessels are now to be compressed, as high up as possible, by both the 
thumbs of an assistant placed upon the surface of the wound, and then the 
edge of the knife being inclined obliquely inwards, the operation is com- 
pleted by forming the inner flap. 

2764. According to Vouusr, the femoral vessels should be laid bare 
by a cut on Pourart’s ligament and tied, and then the patient having 
been placed on his belly, the skin and m. gluteus maximus are to be cut 
through two fingers’ breadth below the ischial tuberosity, and the flap 
so formed drawn up; the muscles attached to the ¢rochanter are then cut 
through to the capsular ligament, which is opened whilst the thigh is 
slightly moved, and cut through forwards together with the muscles on 
the outer and fore part of the thigh. The vessels must be in part com- 
pressed, and in part tied. ‘The hinder flap covers the wound. 

2765. According to Bet (6), the femoral artery should be compressed 
by a tourniquet against the pubic bone, and the thigh being bent on the 
groin, the skin and flesh of the thigh are to be divided with two circular 
cuts six inches below the joint, and every important vessel on the surface 
of the wound tied. Two longitudinal cuts are now made upwards from the 
circular, one behind from the head of the thigh-bone, and another before, 
so that two flaps are formed, one on the outer and the other on the inner 
side of the thigh. These are separated to expose the joint, the head of the 
bone dislocated, and if broken, it must be pulled out with the forceps. 

2766. According to BecLarD (c), the thigh should be slightly bent 
so as to relax the parts on its fore part, then in the middle of the space 
between the upper front spine of the aliwm and the great trochanter, the 
knife is thrust in horizontally, carried close over the neck and head of the 
thigh-bone, and the handle being raised a little, thrust through opposite 
its point of entrance. By drawing the knife down a flap is made, six 
fingers’ breadth long, which an assistant raises, and at the same time com- 
presses the femoral artery. The front of the joint is now laid bare, the 
capsular ligament cut into, and afterwards the round ligament, the head 
of the bone dislocated by moving the thigh backwards, and the whole 
knife being carried behind the head, divides the back of the capsule, and 
forms the hinder flap of equal length with that in front. 


(a) GraerE und Wa.rueEr’s Journal, vol. vi. p. 11]. 1824. (b) Above cited, vol. iv. 
(c) Dictionnaire de Medecine et de Chirurgie pratiques, Article Amputation, vol. ii. p. 278. 1829, 
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[ LisTon’s (a) operation is the same as BEcnarp’s, and he observes: —“ This mode of 
getting at the head and neck of the bone is much preferable to that usually followed, and 
is in every respect safer, as he has more than once ascertained from actual practice on 
the living body. The fore part of the articulation is fully exposed immediately on the 
anterior flap being formed. The capsular ligament is cut by drawing the knife across 
determinedly, as if it were the intention of the operator to cut off the head of the bone. 
The round ligament and the posterior portion of the capsule are cut, and the blade of 
the instrument having been passed behind the neck and trochanters, the posterior flap 
is quickly formed so as to allow the limb to drop. The vessels on the posterior aspect 
are tied fast; then the femoral and those in the anterior flap, which had been com- 
manded by the assistant, are uncovered one by one, and secured.” (p. 387.)] 

2767. Beatin and Sanson (6) first make a semicircular cut, with its 
concavity upwards, through the skin and cellular tissue, beginning from 
the point of the great trochanter, carried over the front of the thigh and 
ending at the tuberosity. The skin is drawn back and the femoral artery 
tied. The front flap is then made, either from without inwards, or from 
within outwards, by a thrust, and afterwards the hind flap, the one angle 
of which must correspond with the great trochanter and the other with 
the tuberosity. The operation is finished by the exarticulation of the 
head. 


* * * The Oval Cut. 


2768. According to Sanson, the operator, standing on the outside of 
the limb, makes a cut obliquely from below upwards and from within out- 
wards, beginning it four fingers’ breadth below the perineum, carrying it 
over the front of the joint, and ending it at the point of the great tro- 
chanter. ‘This cut divides the skin and superficial muscles, and the femoral 
artery is now tied. A second cut beginning from the inner angle of the 
first, is carried over the hind part of the limb and united with the former 
at the point of the trochanter ; it divides the skin and the mass of mus- 
cles as deep as possible. ‘The knife is now passed into the first cut, its 
edge directed towards the hip-socket, the thigh dropped, by which the head 
is protruded, and then the capsular and round ligaments are divided. The 
knife is now carried round the head from within outwards, then back- 
wards and afterwards inwards, care being taken that it do not for an 
instant leave the socket. ‘This operation is very quick. 

2769. GuTHRIE (ce) gives the following mode of performing this 
operation. An assistant standing on the opposite side, and leaning over, 
should compress the artery against the brim of the pelvis, with a firm 
hard compress of linen, such as is generally used before the tourniquet ; 
he should also be able to do it with his thumb, behind the compress, if it 
be found insufficient. The Surgeon standing on the inside, with a strong, 
pointed amputating knife of a middle size, makes his first incision through 
the skin membrane, and fascia, so as to mark out the flaps on cellular 
each side, commencing about four fingers’ breadth, and in a direct line 
below the anterior superior spinous process of the iliwm in a well-sized 
man ; and continuing it round in a slanting direction at an almost equal 
distance from the tuberosity of the ¢schtwm, nearly opposite to the place 
where the incision commenced. Bringing the knife to the outside of the 
thigh, he connects the point of the incision where he left off with the 
place of commencement, by a gently-curved line, by which means the 
outer incision is not in extent more than one-third of the size of the in- 


(a) Practical Surgery, () Sapartrer, Medecine Opératoire, par Sanson et Bratn, vol. iv. p- 682. 
(c) Above cited, pp. 363, 364. 
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ternal one. ‘The integuments having retracted, the m. gluteus maximus 
is to be cut from its insertion in the linea aspera and the tendons of the 
m. gluteus medius and minimus from the top of the trochanter major. 
The Surgeon now placing the edge of the knife on the line of the retracted 
muscles of the first incision, cuts steadily through the whole of the others, 
blood vessels, &¢., on the inside of the thigh. The artery and vein, or 
two arteries and a vein of the profunda is given off high up, are to be 
taken between the fingers and thumb of the left hand, until the Surgeon 
can draw each vessel out with the tenaculum, and place a ligature upon it. 
Whilst this is doing the assistants should press with their fingers on 
any small vessels that bleed. The Surgeon then cuts through the small 
muscles running to be inserted between the trochanters and those on the 
upper part of the thigh, not yet divided; and with a large scalpel opens 
into the capsular ligament, the bone being strongly moved outwards, by 
which its round head puts the ligament on the stretch. Having exten- 
sively divided it on the fore part and inside, the ligamentum teres may 
now be readily cut through. The head of the bone is then easily dislo- 
cated, and two or three strokes of the knife separate any attachment the 
thigh may still have to the pelvis. The vessels are now carefully to be 
secured. ‘The capsular ligament, and as much of the ligamentous edge of 
the acetabulum ought to be removed as can be readily taken away. The 
nerves, if long, are to be cut short, the wound well sponged with cold 
water, and the integuments brought together ina line from the spinous 
process of the elzwm to the tuberosity of the tschium. Three sutures will 
in general be required, in addition to the straps of adhesive plaster to keep 
the parts together. 

2770. According to ScourEerTen the patient is laid across the bed, and 
upon the opposite side to that on which the operation is to be performed ; 
his head raised a little above the pelvis, which should project beyond the 
bed, and in this position he is to be held by assistants, and the artery com- 
pressed at the groin. In operating on the left thigh, the Surgeon, placing 
himself at the hinder part of the limb, assures himself with his left hand 
of the position of the great trochanter, and places his thumb or forefinger 
upon it. With his right hand he thrusts in the point of the knife, above 
the trochanter, vertically, sinks the blade a little and directs it forwards 
and inwards four fingers’ breadth below the crease of the groin and carries 
round the joint, whilst pressing it as deeply as possible through the parts. 
This cut is now left, for the purpose of carrying the knife, its point 
directed inwards and downwards, on the inside of the thigh, into the 
lower angle of the first cut; the knife is then directed obliquely back- 
wards to pass into the beginning of the first cut. It is very rare that 
in these cuts all the parts are at once divided down to the bone; most 
commonly it is necessary that the knife should be again entered into the 
wound to complete their division. To get at the capsule of the joint, the 
edges of the wound must be further separated and the undivided muscles 
cut through; and when the capsule is exposed, it must be cut into by 
placing the knife perpendicularly upon it; the limb being then dropped 
and the point of the toe turned outwards, the head of the bone partly 
protrudes from the socket, and where held by the round ligament, that 
must be divided with the point of the knife. The operator then lifts up 
the thigh in order to throw the head out, and running the knife round it 
divides the hind third of the capsule and the muscular fibres still remain- 
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ing attached, and separates the limb. In operating on the right thigh, 
the Surgeon places himself on the fore part of the limb, but the other 
proceedings are the same. 

2771. Cornvav lays down the following mode of practice. The pa- 
tient being laid on his sound side, the operator with the fingers of his left 
hand ascertains the situation of the great trochanter, from the top of 
which he makes his first cut obliquely downwards and forwards to a right 
angle, formed by the union of a horizontal line from the ischial tuber- 
osity with another descending vertically from the upper front spine of the 
ilium. A second cut of equal length, and forming with the first an acute 
angle upon the great ¢rochanter, passes obliquely backwards and down- 
wards to the middle of the thickness of the limb. The outer, hinder and 
fore part of the joint is now laid bare; the capsular ligament must be 
opened as near as possible to the edge of the socket ; after the division of 
the rest of the muscles which remain undivided by the first cut, the head 
is dislocated outwards, the round ligament easily separated, and the knife 
carried round the head towards the inner side of the limb. One assistant 
on the outside grasps the front flap of the wound, and in its thickness 
compresses the femoral artery; another draws the skin of the inside of 
the thigh upwards, whilst the operator with his left hand supporting the 
thigh, uses the knife till it come to the lower angle of the first cut, which 
finishes the division of the soft parts, rounds the inside of the wound, and 
completes the removal of the limb. 

2772. Of these several modes of proceeding which have been proposed 
for the exarticulation of the thigh-bone, I hold Larrey’s with the thrust 
of the knife, and the formation of an inner and an outer flap, (par. 2760,) 
or if the condition of the parts permit, the formation of a single inner 
flap, (par. 2753,) or of a single outer flap, ( par. 2757,) the most prefer- 
able in regard to safety and ease of performance. It has also been, in 
most of the published cases, in which the operation has had a successful 
result, the way in which, with slight deviations, it has been performed. 
As to the objection in reference to the bleeding, the artery may be pre- 
viously tied, if there be no competent assistant to be intrusted with its 
compression. 

The wound should be brought together with sutures and strips of 
plaster, a piece of oiled linen put in the lower corner of the wound, 
and the whole covered with lint and compress fastened with the inguinal 
bandage. JAEGER holds this dressing not always of use, recommends 
cold fomentations and applies the dressing just after suppuration has 
come on. 


II1.—OF EXARTICULATION OF THE LEG AT THE KNEE. 
(Exarticulatio Cruris, Lat.; Abliésung des Unterschenkels im Kniegelenke, Germ. ; 
Desarticulation de la Jambe, Fr.) 

Braspor, above cited, 
Trexror, Ueber die Amputation im Kniegelenke; in neue Chiron, vol. i. p. 1. 


VeLpEav, Mémoire sur l’Amputation de la Jambe dans l’Articulation du Genou ; in 
Archives Générales de Médecine, vol. xxiv. p. 44. 1830. 


, Discussion Nouvelle & l’occasion du Rapport de M. Larrey, sur l’import- 
ance et les avantages de Amputation de la Jambe dans Varticle; in Journ. Univ. et 
Hebdom. de Méd. et Chir. Pratiques. Novembre, 1830. 
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2773. Amputation of the leg at the knee-joint, heretofore recommended 
by GUILLEMEAU in 1612, and by Fasricrus Hrtpanvs, has been consi- 
dered by most writers as improper, or inferior to amputation through the 
continuity of the thigh. Braspor, J. L. Perit, and Horn have recom- 
mended it; and Voter, Kern, Textror, LANGENBECK, VELPEAU, and 
others have shown the applicability of this mode to those cases, where, in 
consequence of the extensive destruction of the front of the leg, amputa- 
tion through it is not possible, though there may still remain soft parts for 
covering the condyles, if exarticulation be performed. Many Surgeons 
object to it unconditionally, as Zanc, LaArrey, DuruyTREN, and others. 

From JAEGER’s (a) collection of the published cases of amputation at the knee-joint, 


it appears that of thirty-seven, about twenty-two have had a favourable, and fourteen 
an unfavourable result. 


2774. Exarticulation at the knee-joint may be formed either with the 
flap or the circular cut. The patient is placed as in amputation through 
the thigh; and the femoral artery compressed by an assistant, or with a 
tourniquet. 

2775. In the amputation with the flap cut, it is best to make the flap 
from the back of the leg in the following manner:—After the femoral 
artery has been properly compressed, and the leg being held straight out, 
the assistant who holds the thigh, draws the skin back. With a straight 
small amputating knife, a transverse, or a semilunar (SABATIER, TEXTOR) 
cut is made through the skin, from one condyle to the other. The 
leg is now bent to tighten the ligament of the knee-cap, and the Surgeon 
grasping it with the left hand, cuts through with the same knife, first 
this ligament, then the lateral ligaments, and, lastly, the crucial ligaments. 
He then takes a larger amputating knife, carries it close to the hind sur- 
face of the shin- and splint-bones, some little distance down, and forms, 
in cutting obliquely downwards, a flap sufficient to cover the exposed joint- 
surfaces. After the vessels have been properly tied, the flap from behind 
is brought close into contact with the front edge of the skin, and the 
dressing applied, as after amputating the leg with a single flap. 

The following modes of proceeding are less convenient :— First, According to BLuan- 
DIN (6), when the patient has been placed on his belly, and the femoral artery is com- 
pressed, a catlin is passed at the joint, above the bones from one side to the other 
through the soft parts, and carried down to form a flap about six inches long. An 
assistant holds back this flap, whilst a semicircular cut is made at its base, from one 
angle to the other, over the front of the joint below the knee-cap, through the teguments, 
the joint is then opened, and by the division of the lateral and crucial ligaments, and 
of the ligament of the knee-cap, the operation is completed. Second, The formation of 
two flaps. According to Rosst(c), a cut is to be made on both sides of the knee, which 
are connected with each other by an arch, and the two flaps thereby described, are dis- 
sected back and turned over: the ligament of the knee-cap is then divided, the knife 
carried into the joint and everything cut through. According to Matncautt (d), a 
narrow straight knife is to be thrust through the joint, on the inside of the thigh, be- 
hind the knee-cap, but before and below the condyle, and by carrying it down the liga- 
ment of the knee-cap, the general coverings are cut through to the tubercle of the 
shin-bone. This flap is then raised, the lateral and crucial ligaments cut through and 
by drawing the knife down, the hinder flap is formed. According to KErn, the flap 
should be formed by two cuts from the outer sides of both condyles of the thigh-bone 
towards the spine of the shin-bone, of a Y shape, and four or five inches long, and 
after dividing the ligaments, a hind flap of four inches is formed. 


(a) Handworterbuch der Chirurgie, vol. i. p. (c) Elem. de Med. Operat., vol. ii. p. 227. 
9. Turin, 1806. 
(b) Dictionnaire de Médecine. Article Ampu- (d) Above cited.—Frorter’s Chirurg. Kupf. 


tation, vol. ii. p. 282. Taf., pl. evii. fig. 1, 2. 


944 EXARTICULATION OF THE FOOT 


2776. In the circular cut, according to VrELPEAU, the leg being 
stretched out, a circular cut, three or four fingers’ breadth below the knee- 
cap, divides the skin, which is then dissected up and turned back, and whilst 
the thigh is grasped with the left hand, and a little bent, the ligaments are 
divided from before backwards, and the muscles and vessels lying behind, 
are cut through at a stroke. After the vessels are tied, the wound is 
brought together vertically, or horizontally. 

VrELPEau has twice operated in this way successfully, and has given up the method 
which he formerly recommended. According to Cornuav, it is less advantageous to 
divide the soft parts by a circular cut at the edge of the skin, after it has been turned 
back, and then by dividing the lateral ligaments, to penetrate into the joint. Equally 
so is the oval cut after BauDENS’ method ; he makes a mark with a pen from the spine 
of the shin-bone three fingers’ breadth below the ligament of the knee-cap, which he 
carries obliquely backwards, and from below upwards, towards the knee-cap, and ends 
only two fingers’ breadth below a line corresponding to the ligament of the knee-cap. 
An assistant draws the skin of the knee upwards, the operator makes a cut along the 
marked line of the oval, the skin is then drawn back on the joint, and this, together 
with the aponeurosis and tendons, cut through, and the lips of the wound united length- 
wise. 

If the knee-cap be diseased, the skin is to be separated from it, and itself from the 
tendon of the m. rectus and the capsular ligament, which is better than making a A 
shaped cut through the skin, as recommended by Braspor. 

Exarticulation of the Ankle-Joint, proposed by Braspor and others, and entirely 
rejected by most Surgeons, but in modern times recommended by Lisrranc, Mat- 
GAIGNE, BAUDENS, and JAEGER, is in every respect inferior to amputation through the 
leg, as it is always more difficult and dangerous, and always forms a bad stump, and 
unfitting for the application of an artificial foot. 


[11.*—OF EXARTICULATION OF THE FOOT AT THE ANKLE. 
(Evarticulatio Pedis, Lat.; Ablésung des Fusses im Fussgelenke, Germ.; Désarticula- 
tion du Pied, Fr.) 

This operation was long since performed successfully in France, once by 
SEDILLIER, DE LAVALL, and Braspor; but seems to have been given up 
from a notion that the projections of the ankles below the base of the shin- 
bone would prevent the scar bearing the weight of the foot, notwithstand- 
ing Braspor had distinctly stated that these processes soon became 
blunted, that the ends of the bones rounded, and that there was plenty of 
skin to cover a great part of the wound. 

VELPEAU (a) performs this operation by making two semilunar flaps of 
skin, one upon the instep, and the other above the heel, twelve or fifteen 
lines before and behind the joint, and meeting to form another semilunar 
cut on each side about an inch below the ankles. ‘The tendons and liga- 
ments are then to be divided as close as possible to the joint ; after which 
the astragalus is easily removed from its mortise, and with it the whole 
foot. The flaps are brought together transversely, so that the angles 
enclose the points of the ankles. 

BaAuDEns’ operation differs from VELPEAU’S in a single flap being made 
by carrying a knife down to the bone, from the insertion of the ACHILLEs’ 
tendon behind the heel, on each margin of the sole of the foot, nearly as far 
forwards as the crease of the toes, and these are connected by a transverse 
cut of a semicircular form like a gaiter across the whole dorsal surface of 
the foot, which must descend a little lower on the inner than on the outer — 
edge, to avoid including a small bundle of muscular fibres belonging to the 


(a) Nouveaux Elémens de Médecine Operatoire, vol. ii. p. 497. 1832. 


_ 


AT THE ANKLE. 945 


plantar surface. The flap thus marked is now taken hold of with the left 
hand and firmly drawn, so that with some smart strokes of the knife, the 
whole of the soft parts, including the plantar arteries, should be shaved off 
close to the bones, as far back as the points of the ankles. The anterior 
ligament is then cut through, and the line of the joint laid bare, but with- 
out opening it further, the saw is placed upon it, and worked from before 
backwards, so as not merely to remove the malleolar processes, but also 
the hind edge of the tibial mortise, in order to make the surface level, and 
leaving the joint-cartilage only in front and in the middle, so that it hardly 
forms a third of the whole bony surface. The ligaments and soft parts 
untouched are now to be separated with the knife and the ACHILLEs’ ten- 
don scraped off as closely as possible to the heel-bone. The posterior and 
anterior tibial arteries require tying, and the flap dropping by its own 
weight upon the wound is fixed with sutures. 

SYME (a) introduced the operation of amputation through the ankle- 
joint into this country, making his flaps like VELPEAU, and sawing off the 
malleolar processes, as in BAUDEN’s amputation just above the joint, but 
not meddling with the base of the shin-bone, unless it be diseased. ‘The 
removal of the bony projections of the ankles was a very happy thought, 
although Braspor’s observation proves that they will become blunted, and 
SYME is justly entitled to the merit of having perfected this operation. 
In his first operation, he cut across the integuments of the instep in a 
curved direction, with the convexity towards the toes, and then across the 
sole of the foot, so that the incisions were nearly opposite each other. ‘The 
flaps thus formed were separated from their subjacent connexions, which 
was easily done, except at the heel, where the firmness of texture occa- 
sioned a little difficulty. The disarticulation being then readily com- 
pleted, the malleolar projections were removed by means of cutting pliers. 
Subsequently he thought these flaps too long (6), and states that a line 
drawn round the foot midway between the head of the fifth metatarsal bone 
and the malleolus externus, will show their extent anteriorly, and that they 
should meet a little way farther back, opposite the malleolar projections of 
the tibia and fibula. Care is to be taken to avoid cutting the posterior 
tibial artery before it divides into the two plantar arteries for fear of par- 
tial sloughing of the flap. If the articulating surfaces of the bia and 
fibula be diseased, a thin slice of these bones should be sawn off. 

Hanpysrpe (ec) imagines that the operation can be much more easily 
and readily performed by the method of antero-lateral flaps, as the dissec- 
tion of the os calcis from the soft part of the heel is thus much more easily 
effected, the great bruising and twisting of the soft parts, which oceurs in 
the other mode of disarticulation, is thus happily avoided, and primary 
union is thus more likely to take place. The operation could, if neces- 
sary, be still further facilitated also by incising the pad of the heel back- 
wards from the point where the two antero-lateral incisions meet. ‘To this 
it may be fairly replied, that there is no necessity for twisting and bruising 
the soft parts, and that the side-flap proposal directly does away with one 
principal advantage of Symr’s operation, to wit, that ‘‘ the dense textures 
provided by nature, for supporting the weight of the body, might be still 
employed for the same purpose ;”? and on which account it should be pre- 


(a) Surgical Cases and Observations; in London (b) Same ;, in same, vol. iv. p. 647, 1844. 
and Edinburgh Monthly Journal of Medical Sci- (c) Cases in Surgery; in same, vol. v. p. 789, 
ence, vol. iii. p. 93. 1943. 1845, 


Vol. Il. § P 


946 EXARTICULATION OF TARSAL BONES. 


ferred to the side-flap scheme. Syme considers this operation applicable 
to many diseases and injuries of the foot, in which, excision of the affected 
bones or amputation of part of the foot being inefficient, the practice pre- 
viously followed had been that of amputating below the knee. The 
advantages promised by amputation at the ankle-joint instead of the ope- 
ration near the knee are, first, that the risk of life will be smaller ; second, 
that a more comfortable stump will be afforded ; third, that the limb will 
be more seemly and useful for support and progressive motion. The risk 
of life must be less, because the parts divided and removed are not nearly 
so extensive as when the leg is amputated, hardly indeed exceeding those 
concerned in CHOPART’S operation; because there is less room for 
hemorrhage either immediate or secondary, owing to the smaller size of 
the vessels cut, which are merely the branches of the posterior tibial, and 
the anterior tibial artery very near its termination; and because the cavi- 
ties of cylindrical bones not being opened, the danger of exfoliation from 
the dense osseous texture and of inflammation in the medullary veins is 
avoided. The stump will be more comfortable, because it is formed of 
parts peculiarly well calculated to protect the bone from injury, and not 
disposed to contract like the muscular tissue ; because the cut ends of the 
nerves being smaller, will be less apt to enlarge and become the seat of 
uneasy sensations ; and because the absence of exfoliation ensures com- 
plete union of the integuments over the bone, and the limb will be more 
useful, as well as seemly, from full play being afforded to the knee-joint, 
without the embarrassment of an imperfect stump. This operation has been 
successfully performed eight times by SyME himself, and also by several 
others. 3 


II.**—OF EXARTICULATION OF THE TARSAL BONES. 


I am rather doubtful whether this subject should be here noticed, or 
whether it should be referred to excisions; but upon the whole it may 
perhaps be considered as belonging rather to exarticulations. 

The needfulness of removing or exarticulating either of the tarsal bones 
seems to be restricted to the astragalus and navicular bone in cases of 
compound dislocation ; but I have not known any instance in which the 
latter has been removed. In very rare instances the.astragalus may be 
thrown out from all its connexions through the skin by violence; a case 
of this kind occurred some years since to my late friend Hammonp of 
Southgate, in which his patient having jumped out of a gig, with which © 
his horse had run away, the astragalus was jerked completely through 
the skin on the front of the instep, and hung only by a few shreds of cel- 
lular tissue, which having been divided, the bone was removed and the 
patient recovered. 

More commonly the astragalus is merely detached and thrown out 
from the cup of the navicular bone, which happened in a case of my 
colleague GREEN’S, several years since (a), the so-called head of the bone 
bursting through the skin below the inner ankle. If the bone cannot be 
replaced, it must be exarticulated from the ankle-joint above and from 
its connexion with the heel-bone below. The operation is tedious and 
tiresome, and it is requisite to cut through the remains of the inner 
plantar ligament and the other ligaments which connect the bone to the 

(a) A. Coorrr, On Dislocations, p. 330. New Edition, 1842. 
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shin- and splint-bones, in doing which the point of the knife must be kept 
close to the astragalus, and, if possible, to avoid division of the plantar 
arteries if they be not already torn through.—J. F. S.] 


III.—OF EXARTICULATION OF THE FOOT BETWEEN THE ASTRAGALUS 
AND NAVICULAR BONES, AND THE HEEL- AND CUBOID BONES. 


(Exarticulatio per Montem Pedis, Lat.; Ablésung des Fusses zwischen dem Sprung- und 
Kahnf irmigen, und dem Fersen- und Wiirfelfirmigen Beines, Germ.; Désarticulation 
Partielle du Tarse, F.) 

2777. Amputation of the foot through the nearly right lined joints be- 
tween the astragalus and navicular, and the heel- and cuboid bones, indi- 
cated by GarenGeot and Hetsrer, was first performed by Du V1- 
viErs (a) and Cuorart (0), but first described by the latter, whence its 
designation, Caorart’s excision of the foot ; and in Germany, specially, 
particular rules were laid down for it by WALTHER (c), and its great pre- 
ference to the previously grievous amputation of the leg pointed out (d). 

2778. The diseased conditions suitable for this operation are rare, and 
are only crushings and carious destruction not extending beyond the first 
row of the tarsal bones, and in which the state of the soft parts permits 
the formation of a flap sufficient to cover the exposed joint-surfaces. 

2779. The mode of proceeding in this operation varies according as the 
condition of the soft parts permits the formation of two flaps or only one. 

2780. The patient is placed in the same position as in amputation 
through the thigh. The femoral artery is compressed above the knee 
with a tourniquet: an assistant grasps the foot above the ankle, and draws 
the skin as much as possible upwards. ‘The operator holds the front of 
the foot with his left hand, placing the tip of his forefinger on the promi- 
nence of the navicular bone, and the flat of his thumb behind the promi- 
nent end of the metatarsal bone of the little toe; and a line drawn across 
the dorsal surface of the foot, behind the thumb and forefinger, sufficiently 
points out the place of the joint. The operator in this way grasps the 
right foot of the patient with his own left hand, its palm being directed 
towards himself; but in operating on the left foot, the back of his hand is 
towards the operator. This indication of the joint is by far more certain 
than the direction to find it, a finger’s breadth beneath the lower end of 
the shin-bone, or half an inch below the outer, or an inch below the inner 
ankle. 

2781. If an under flap only be to be formed, the fingers of the left 
hand having been placed as directed, a strong scalpel is to be carried 
immediately behind them from the one edge of the foot, about four or five 
lines above the sole of the foot, over the instep to the opposite side, and 
the skinand tendons cut through. The first cut generally opens part of the 
joint. The front of the foot, then grasped with the left hand, the thumb 
upon the back and the other fingers upon the sole, is borne downwards 
and outwards, so as to stretch the ligaments between the astragalus 
and navicular bone, and then the knife is carried into the joint between 


(a) For Du Vivier’s Case, see Hunczovsky, (c) Abhandlungen aus dem Gebiete der prakt. 
Medicinisch-chirurgische Beobachtungenauf seinen Medicin, u. s. w., p. 143. baw 
Reisen, p. 244. Wien, 1783. i Bae __ (4a) LANGENBECK, Bibliothek fiir Chirurgie, vol. 

b) Fourcroy’s Journal; La Médecine eclairee iii, p. 746, pl. i. fig. 1, 3.—KLEIN, above cited, 
par les Sciences physiques, vol. iv. Paris, 1792.— Pp. 27.—Cuetivs, Bericht iiber die Chirurg. Kli- 
Ricurer’s Chirurg. Bibliothek, vol. xiv. p. 471.— nik, p. 20. 


Dictionnaire des Sciences Médicales, vol. i. p. 497. 
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them. As this is done the whole foot is drawn more downwards, and the 
ligaments between the heel- and cuboid-bones divided. The front of the 
foot is now much pressed down, a large amputating knife entered into the 
joint, and the inner being held a little higher than the outer edge of the foot, 
earried down with the edge close to the plantar surface of the metatarsal 
bones, cutting the flap obliquely downwards at their junction with the 
- phalanges of the toes. In this way a flap is formed of proper length with- 
out any measuring being required. 

2782. After tying the vessels and cleansing the wound, the flap is 
brought over the joint surfaces of the astragalus and heel-bone, so that its 
edge may be properly applied to that of the upper cut, and in this position 
it is to be fixed with sticking plaster passing from the sole over the 
instep, and from the one side of the flap to the other. Four compresses 
are then to be fastened with a circular bandage on the four sides of the 
stump, of which two are cleft, so that one cleft and one not cleft are 
opposite each other. ‘The wound is now to be covered with a pledget 
and lint, the uncleft compress passed through the cleft one, drawn together 
diagonally and its ends fastened by some turns of the circular bandage. 

2783. If an upper and unger flap be formed, the joint having been 
determined as above mentioned, one cut is made on the inner edge of 
the foot, from the projection on the navicular bone, and a second on the 
outer side, beginning from the junction of the heel and cuboid bone; and 
the length of these cuts is to be from two to three fingers’ breadth, 
according as the lower flap is formed larger or smaller. ‘The lower ends 
of the side cuts are to be connected by a transverse one across the instep, 
and thus the flaps are to be separated together with all the tendons and 
muscles from the bones up to the beginning of the side cuts, and turned 
back. ‘The prominence of the navicular bone is now again felt for, the 
foot grasped, as in the former case, with the left hand, and at the edge of 
the turned-back skin, close behind the projection of the navicular bone, 
the connexion between it and the astragalus is cut through, and then 
whilst the front of the foot is much pressed down, the connexion between 
the cuboid and the heel-bone is also cut through. The under flap is tlen 
formed with the large amputating knife in the way directed in the last 
paragraph. 

If the above-mentioned indication of the joint be properly followed, it cannot be well 
missed. It may here be remarked to the. little experienced, that in dividing the con- 
nexions between the navicular bone and astragalus, the knife frequently enters behind 
the head of the astragalus. If the knife be passed between the navicular and cunei- 
form bones, which is only poeple by complete departure from the rules laid down, the 
mistake is soon discovered by the joint-surfaces of the cuneiform bones, and by the 
obstacle which the cuboid offers to its complete separation. 

MaINGAULT (a) begins the operation by forming the under flap, cutting through the 
tough ligaments on the plantar surface, and completing the operation by dividing the 
parts on the instep, 

2784. LANGENBECK, KLEIN, and RIcHERAND consider the formation 
of an upper flap useless, because the higher the scar is with a single under 
flap, the less injury is it exposed to, and because this flap on account of its 
great toughness is more fit for covering the wound. Some consider that 
the upper flap should merely be formed by dissecting back the skin, as the 
tendons are liable to a tiresome suppuration and may be thrown off. 

Experience has, however, proved to me that by the formation of an 


(a) Bulletin des Sciences Médicales. Nov., 1829; p. 60. 
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upper flap according to WALTHER’s method, that is, when everything is 
separated from the bones, such adhesion of the tendons, especially of the m. 
tibialis anticus, will follow; that the heel cannot be so far drawn up by 
the operation of the gastrocnemial muscles as in the formation of a simple 
plantar flap or of an upper flap merely of skin. If after this operation 
the heel be considerably drawn up, the foot will be little useful for walk- 
ing; and under such circumstances the subcutaneous division of the tendo 
AcHILLIS has been recommended. 

ScouTETTEN’s oval cut only remains to be mentioned, in which from the middle of 
the line of the joint upon the instep, a cut is made passing forwards and downwards 
towards the roots of the metatarsal bones, and connected by a transverse cut upon the 


sole of the foot in the region of the bases of those bones. The skin is then drawn back, 
and the exposed joint divided. Buiasius recommends his oblique cut. 


IV.—OF EXARTICULATION OF THE METATARSAL BONES. 


(Exarticulatio inter Tarsum et Metatarsum, Lat. ; Ablisung der Mittelfussknochen aus 
ihrer Verbindung mit den Fusswiirzelknochen, Germ.; Desariiculation des Metatar- 
siens, Fr.) 

Hey, W1i114M, Practical Observations in Surgery, p. 547. Second Edition. 

Viterme, Sur les Amputations partielles du Pied; in Journal de Médecine, par Le 
Roux, ete., vol. xxxil. p. 156. 1815. 

LisrRANc DE Sr. Martin, Sur l’Amputation partielle du Pied. Paris, 1815. 

Fricker, Ueber die Amputation des Fusses zwischen der Fusswurzel und Mittelfuss- 
knochen; in VoN GRAEFE und von WattHer’s Journal fiir Chirurgie und Augenheil- 
Kunde, vol. iv. p. 90. 

ScourerTeN, Mémoire et Observations sur l’Amputation partielle du Pied dans 
l’articulation tarso-metatarsienne ; sur l’Amputation metacarpo-phalangienne en totalité, 
et Réflexions sur ’Amputation phalango-phalanginienne; in Archives générales de 
Médecine, vol. xiii. p. 54. 1827. 

2785. The metatarsal bones may be removed from their connexion with 
the tarsal bones either all together or singly. The first operation should 
always be performed if the destruction do not extend over the tarsal bones, 
and the advantage of this operation is greater than Cuorarr’s excision, 
as thereby a larger portion of the foot and the insertion of the m. tibialis 
anticus is preserved, and the drawing back of the heel prevented. But 
if the greater difficulty of this operation be considered on aecount of the 
irregularity of the joints, and the impossibility of closely applying the 
flap, and that by the peformance of CHoPpart’s excision, according to the 
mode recommended by WALTHER, the drawing back of the heel can be 
prevented, this preference may seem less considerable. 

2786. Hey first makes a mark upon the back of the foot, at the con- 
nexion of the metatarsal with the tarsal bones, and an inch beyond this a 
transverse cut through the skin and muscles of the bones of the metatarsus. 
From each end of this, he carries a cut along the inner and outer edge of 
the foot towards the toes, separates the skin from the metatarsal bones, 
and all the integuments and muscles forming the sole of the foot, from the 
under part of the metatarsus, with the edge of the knife close to the bone, 
up to their joints, detaches the four lesser metatarsal bones at this joint, 
and saws through the projecting part of the first cuneiform bone connected 
to that of the great toe. After the blood is stanched, the flaps are brought 


together with sutures. 
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ScouTETTEN, also, directs that the first cuneiform bone should be sawn off; the 
operation of the m. tibialis anticus is not thereby interfered with. 

2787. According to Lisrrano, the operator, after having ascertained 
the position of the parts, grasps the fore part of the foot with his left 
hand, and with his right the catlin, then places, if he operate on the right 
foot, the hind part of its edge behind the projection of the fifth metatarsal 
bone, so that the edge forms a right angle with the axis of the joint; he 
divides the soft parts from without inwards, and a little from above down- 
wards, and when he feels he has penetrated into the joint of the metatarsus 
with the cuboid bone, he raises the handle of the knife and passes through — 
the first two joints with the point held vertically, then through the third 
joint, when he inclines it towards the toes, for the purpose of getting 
round the outer projection of the third cuneiform bone. He then finishes 
the division of the soft parts above by a cut which ends beneath the inner 
projection of the first metatarsal bone. He divides the cellular connexion 
if the retraction of the skin be not sufficient. The hand of the operator is 
held prone, and with one cut before and another behind, he gets round, 
with short strokes from before backwards, the projection just mentioned, 
finds the joint at about the distance of a line, where it is distinguishable by 
the absence of any obstacle, and by a little depression ; he readily passes 
through this by describing a slight curve, the concavity of which corresponds 
to the cuneiform bone. Without giving the foot any other direction, and 
without the blade of the knife leaving the joint, the operator directs it, held 
in the same position it had in passing over the inside of the first metatarsal 
bone, between that bone, the first cuneiform, and the second metatarsal 
bone; he inclines the handle of the knife forwards so that its point may 
penetrate deeper, and then raises the handle suddenly towards the tarsus, so 
as to divide the ligaments. He proceeds to the hinder articulation, which 
he dislocates a little, brings the edge of the knife in a transverse direction, 
and ends by dividing the connexion of the second metatarsal bone with the 
third cuneiform, by an opposite movement to that which had divided the 
connexion of the first metatarsal with the first cuneiform bone, taking care 
to bring the point of the foot slightly inwards. Attention in using only 
the point of the knife in the exarticulation has the advantage of not 
injuring the soft parts in the sole, and of penetrating more easily between 
the bones. The operator continues the operation by dividing the hinder 
ligaments, holding the parts to be removed, vertically, and not much dis- 
located. He then carries the whole edge of the knife forwards, close to 
the hinder edge of the metatarsal bones, and forms a flap from the sole of 
the foot, two inches long on the outer and inner side, and thick in front, 
so that it readily unites. After tying the vessels and cleansing the wound, 
the flap is brought up over the surface of the wound, kept in its place with 
sticking plaster, covered with lint and compress, and supported by a 
moderately tight bandage. ‘The foot is now placed in a rather raised posi- 
tion upon a pillow in the bed, the leg half bent and laid on its outer side, 
so that the discharge from the wound may readily escape. 

If the operation be performed on the left foot, the operation must be 
begun on the inside of the foot, and the above-mentioned directions of the 
knife must be followed out. | 

2788. MinzenTuater (a) gives the following description of this 
operation. The operator, placed on the inside of the limb, passes his 


(a) Above cited, p. 29. 
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finger to the bone which bounds the tarsus, glides it from the toes to the 
ankle and acquaints himself with the projections which the connexion 
of the metatarsal and tarsal bones form at some parts. He marks the 
place of the joint with the thumb and forefinger of the left hand, places 
the edge of the knife behind the hind end of the fifth metatarsal bone, 
passes over the dorsal surface of the foot, at first from behind forwards, then 
from before backwards, and thus makes a semicircular cut which ends 
half an inch before the pit observed at the side of the joint of the cunei- 
form with the metatarsal bone. The knife is brought back again into the 
wound from within outwards, whilst an assistant draws the skin back 
towards the ankle, and thus the extensor tendons of the toes of both the 
m. peroneus longus and brevis, the artery, and so on, are cut through. 
The operator now brings the point of the knife vertically behind the hind 
end of the fifth metatarsal bone, directs it inwards and forwards, cuts 
through the joint of the two last metatarsal bones, and divides the liga- 
ments transversely. He now leaves this part and turns to the inside of the 
foot, and here directing the point of the knife upwards, and its edge out- 
wards, cuts through the ligaments from below upwards, and from behind 
forwards, and penetrates the space between the bones, in the direction of 
a line running to the middle of the fifth metatarsal bone. ‘To disjoint the 
second metatarsal bone, the knife performs a rotatory movement, and its 
edge is directed forwards. ‘The operator brings the point obliquely from 
below upwards, between the great cuneiform and the second metatarsal 
bone, and divides the soft parts near its inner edge, then raises the handle 
of the knife, cuts through the ligaments, and thus gets to the hind part of 
the mortise which the second forms with the other cuneiform bones. He 
now again, holding the knife as usual, directs the point from without in- 
wards, and cuts through the dorsal ligaments without penetrating the joint ; 
for the separation of the upper surface of the bones thereby connected, a 
slight pressure of the left hand upon the end of the foot is sufficient. If 
the fibrous parts oppose the dislocation of the metatarsal bones they must 
be gradually cut through. The foot is now to be held horizontally between 
adduction and abduction, and the Surgeon cuts through the plantar liga- 
ments of the joint, separates the soft parts from the hinder ends of the 
metatarsus, carries the knife round them, cuts close to the lower surface 
of the row of bones, and forms, by cutting out obliquely, a flap, which on 
‘ts inner side is two, and on the outer side, only one inch long. 

If the left foot be operated on, the operator stands on the outside of 
the limb, cuts from the tibial to the fibular edge, and proceeds with the 
operation as directed. 

If the projection of the fifth metatarsal bone cannot be properly made out, a point two 
inches before and below the outer ankle, will sufficiently distinguish it. The projec- 
tion on the first metatarsal bone, if it cannot be felt, will be found nine lines below a 
line supposed to be drawn from the prominence of the fifth metatarsal bone, directly to 
the inside of the foot. ; 

If the operation be performed on a young person before puberty, where the projection 
formed by the first cuneiform bone is still cartilaginous, this process should be cut 
through with the edge of the knife almost in the same line in which the joints of the 
second, third, and fourth metatarsal bones are found. 

2789. Of the exarticulation of the single metatarsal bones, must be 
considered, first, the exarticulation of the three or four outer metatarsal 
bones, whilst that of the great toe is preserved : second, the exarticulation 
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of the great and little metatarsal bones: third, the exarticulation of one 
of the middle metatarsal bones. 

2790. The preservation of the great toe, when the other metatarsal 
bones are removed, is a great advantage to the patient. A cut should be 
made in the space between the great and second toe, and a second along 
the outer edge of the foot, and both connected at one or two fingers’ 
breadth below the tarsal joint on the instep ; the skin is then drawn back, 
and the joint opened from the outer edge of the foot, after which a large 
flap is cut from the sole (a). 

The outer two metatarsal bones are removed in the same way. 

2791. The exarticulation of the metatarsal bone of the great toe is 
performed most conveniently, in the following way :—A small amputat- 
ing knife is entered on the outer side of the great toe, at a stroke, through 
the soft parts, between the metatarsal bone of the great and second toe up 
to the joint of the former, with the cuneiform bone. Then the metatarsal 
bone of the great toe being drawn inwards, the whole edge of the knife is 
carried into the joint, and whilst this is done the great toe is pressed for- 
cibly inwards, till the metatarsal bone is completely dislocated. The edge 
of the knife is then carried round the joint-surface, and being kept close 
to the outer side of the metatarsal bone at its connexion with the great 
toe, forms a flap sufficient to cover the whole surface of the wound. The 
dressing is like that in amputation through this bone. 

2792. If the state of the soft parts will not allow the formation of a 
side flap, a lower or upper flap must be made in the same way as in ampu- 
tating through the bone (par. 2729) after a longitudinal cut has been 
made on the outside of the metatarsal bone of the great toe. Or Lan- 
GENBECK’s or ScOUTETTEN’s method may be adopted ; though the opera- 
tion is then more tedious and difficult. "When the situation of the joint 
has been found by feeling with the finger, and the place ( par. 2788 note) 
marked, the point of the left forefinger is put on this part, and the other 
fingers, excepting the thumb, placed on the sole, for the purpose of sup- 
porting the foot. A cut is now made, beginning two lines behind the 
joint, and continued obliquely, from within outwards to the commissure 
of the toes, to the base of the first phalanx opposite the crease of the 
joint, on the sole. This cut is now left, and the bistoury, placed on the 
Inside of the phalanx at the lower angle of the cut, is carried up along 
the inner side of the toe and metatarsal bone, obliquely from within out- 
wards, to the beginning of the cut. After dividing the skin, the knife is 
carried anew into the wound, and successively cuts through the tendons, 
muscular fibres, and skin on the sole of the foot, leaving the two sesa- 
moid bones attached to the joint, and separates from the metatarsal bone 
the skin attached to its inner side. The joint is now again sought for and 
opened, the point of the bistoury being held vertically, and the edge a little 
obliquely from within outwards, and from behind forwards. As the in- 
ternal ligament is divided, the knife is drawn backwards, and the undivided 
fibres of the upper ligament cut through, whilst the edge of the knife is 
directed upwards, and the point sunk obliquely at an angle of 45° in the 
space between the first cuneiform, and the second metatarsal bone. The 
knife, of which the point has been thrust down to the sole of the foot, is 
raised to a right angle, and by this movement, the fibres of the interos- 

(a) Key; in Guy’s Hospital Reports, vol. i. p. 244. 1836. 
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seous ligament are cut through, and the metatarsal bone, still a little 
attached, is to be completely separated and removed. 

If the operation be performed on the right foot, the place of the joint 
must be found with the forefinger of the right hand, and the left forefinger 
placed there to point it out, and whilst with the other fingers the foot is 
held, grasping its outer edge, the first cut is made on the inside. 

2793. In exarticulation of the metatarsal bone of the little toe, the 
proceeding is the same as in the former case. That of the little and fourth 
toe is performed, according to ScouTETTEN, by the same method as for 
removing the metatarsal bone of the great toe. 

2794. The middle metatarsal bones may be removed from their con- 
nexion with the tarsal bones, according to ScoureTTEN, by the oval cut, 
which is preferable to the method with two side cuts. 

In these exarticulations of the metatarsal bones, the affected tarsal bones may be 
also at the same time removed. Key removed at once the outer four metatarsal bones, 
the second and third cuneiform, and the cuboid bones. DIEFFENBACH (a) took away 
the outer two metatarsal and cuboid bone; and in another case, the inner two with the 


two cuneiform and the navicular bone. Ruyer (6) in an exarticulation of the first 
metatarsal, removed also the first and second cuneiform bones. 


V.—OF EXARTICULATION OF THE TOES. 


(Exarticulatio Digitorum Pedis, Lat.; Exarticulation der Zehen, Germ.; Désarticu- 
lation des Ortetls, Fr.) 


2795. In exarticulation of the toes from their connexion with the me- 
tatarsal bones, an under, upper, or side flap, or the oval cut, may be made 
according to the state of the soft parts. 

2196. If an under flap have to be formed, after the situation of the 
joint is determined, a transverse cut should be made over its upper surface, 
which divides the front and part of the side connexions of the joint. From 
both angles of this cut on either side of the toe a cut descends, dividing 
the side connexions of the joint. ‘The toe is then pressed downwards to 
dislocate it, the connexions behind are divided, the knife carried along 
the under surface of the bone, and the flap made through the side cut. 
After the bleeding has been stanched, the flap is brought over the surface 
of the wound, and kept in place with straps of plaster. 

In forming the flap upon the dorsal surface, a longitudinal cut is made 
on each side, with the knife held horizontally, beginning from the joint 
and continued to the junction of the first with the second phalanx. ‘These 
side cuts are connected by a transverse one across the dorsal surface, and 
the flap separated up to the joint, into which, whilst the toe is pressed 
downwards, the knife is carried, and all the ligaments and soft parts cut 
through. 

2797. If an outer or inner flap have to be formed on the great or little 
toe, the toe must be drawn in the opposite direction, the knife pressed on 
the outer or inner side, directly into the joint, carried round the joint sur- 
face of the first phalanc, whilst the toe is dislocated, and a large flap suf- 
ficient to cover the wound formed on the outer or inner side by carrying 
the knife along the bone. 

With the other toes, the side flaps are formed by two semilunar cuts 
carried from the upper part of the joint over the side of the toe which is 


(a) Hamburger Zeitschrift, vol. i. part i. (b) Revue Medicale, 18325; vol. iv. p. 187. 
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turned down, and the first phalanx dislocated, after the flap has been 
turned back. 

To prevent the protrusion of the head of the metatarsal bone in exarticulation of the 
great and little toes, DupuyTreEn saws off the head with a fine saw. 

2798. In exarticulation of the second from the first phalanx, that which 
is to be removed must be bent backwards, a transverse cut made directly 
into the joint, and all the soft parts divided to its hind surface. The pha- 
lanx is now dislocated, the knife carried round the joint, and the flap 
made from the soft parts below sufficient to cover the wound. It is, how- 
ever better when only one phalana is to be removed, to exarticulate the 
whole toe, because the remaining stump is inconvenient. 

2799. If all the toes have to be exarticulated at once, a semilunar cut 
must be made on the dorsal surface from the great to the little toe, or the 
contrary, through the general coverings, the joints opened and the knife 
carried forwards and downwards opposite to and through the crease of skin 
which bounds the sole of the foot in front. 

2800. In exarticulation of the toes from their connexion with the meta- 
tarsal bones, the position of the joint having been, according to Scourer- 
TEN, ascertained by moving the toes, the point of the bistoury is to be 
placed a line behind the joint, and carried to the base of the toe along the 
crease in the skin there existing. The bistoury is now again entered from 
the other side into the end of the first cut, and carried upwards around 
the toe to the beginning of that cut. It is then passed through the whole 
wound to cut through whatever remains attached, and the tendons of the 
extensor muscles ; and an assistant lifts up the phalanz, whilst the cellular 
tissue surrounding the joint, and the sheath of the tendons of the flexor 
muscles are divided ; the phalanx is then grasped with the fingers of the 
left hand, and operation completed by division of the lateral ligaments. 


VI.—OF EXARTICULATION OF THE ARM AT THE SHOULDER. 


(Exvarticulatio Humeri, Lat.; Ablésung des Oberarmes aus dem Schultergelenke, Germ. ; 
Désarticulation du Bras, Fr.) 


La Faye; in Mémoires de Académie Royale de Chirurgie, vol. ii. p. 239. 


Le Laumter et Poyert, Thes. de Methodis amputandi Brachium in articulo. Paris, 
1759. 


Dau, De Amputatione Humeri in articulo. Gottinge, 1790. 


PLATTNER, Ernst, Zusatze zu seines Vaters Einleitung in die Chirurgie, vol. i. p. 432. 
Leipzig, 1776. 


HasELBERG, Comment. in qua novum humerum exarticulo exstirpandi methodum, 
novumque ad ligaturam polyporum instrumentum proponit. Gryphiswald, 1788. 

SEEBURG, Dissert. Exstirpatio Ossis Humeri exemplo felici probata. Viteb., 1795. 

Kuoss, Dissert. De Amputatione Humeri ex Articulo. Gdott., 1809. 

SCHIFERLI; in HUFELAND’s Journal, vol. xx. part ili. p. 161. 

WALTHER, above cited, p. 102. 


Fraser, WILLIAM, Essay on the Shoulder-Joint Operation, principally deduced 
from anatomical observation. London, 1813. 


Lisrranc DE St. Martin et CuamPEsME, Nouveau Procédé opératoire pour l’ Ampu- 


. 


tation du Bras dans son articulation scapulo-humérale. Paris, 1815. 
Emert; in Bulletin de la Société d’Emulation. 1815, May. 


ce Crausry, Guattier; in Journal de Médecine par Leroux, &c., vol. xxxii. 
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OxserTEUFFER, J. G., Anatomisch-chirurgische Abhandlung von der Lésung des 
Oberarmes aus dem Schultergelenke. Wiirzburg, 1823. S8vo. 


LarrEy, Mémoire de Chirurgie Militaire, vol. ii. p. 166; vol. iii. p. 354; vol. iv. 
p. 427. 

Gururis, above cited, p. 420. 

KEIN, above cited, p. 1. 

MAINGAULT, above cited. 

Ammon, Parallele der franzdsischen und deutschen Chirurgie, p. 235. 


2801. Amputation of the upper-arm at the shoulder-joint is the easiest of 
the extirpations from the great joints. It was first performed by the elder 
Moranp. Of the several modes recommended for performing the opera- 
tion, the following may be considered the most important ; First, the 
formation of an upper and under flap; Second, the formation of two 
side flaps ; Third, the circular ; and, Fourth, the oval cut. 

2802. The patient either sits on a stool, or lies on a table covered with 
a mattress, with the side to be operated on turned to the light, and is to be 
properly held by assistants. The subclavian artery is to be compressed 
by an assistant standing behind the patient, either with his fingers or with 
a compressor (EHRLICH’S) against the first rib. 

The pressure upon the subclavian artery by an assistant is better than the application 
of Dany or MoHRENHEIN’s compressor. When the collar-bone is considerably raised 
pressure upon the artery is often safer beneath the collar-bone, in the pit between the 
edges of the m. deltoides and m. pectoralis. RicHERAND (a) thinks compression of the 
subclavian artery unnecessary, and only compresses the axillary artery, just before 
cutting through the hinder flap. 

2803. The formation of an upper and under flap, as recommended by 
La Faye, Ricueranp and others, has been very carefully laid down by 
WauruEr. The upper-arm to be removed, is brought to the side of the 
chest and there held by an assistant. A small amputating knife is to be 
thrust in, at the outermost tip of the coracoid process, up to the bone, its 
edge sunk along the inner edge of the deltoid muscle and carried down to 
its insertion, cutting through all the flesh to the bone. A second cut 
parallel to this is carried from the outer upper angle of the blade-bone 
down also to the insertion of the deltoid muscle. The two lower angles 
of these wounds are to be connected by a transverse cut down to the 
bone, ‘The flap described by these three cuts is now separated from the 
bone up to the beginning of the two side cuts, turned back and held by 
an assistant, who at the same time compresses the divided circumflex 
humeral artery, if it be not at once tied. ‘The upper-arm is now grasped 
with the left hand, brought into a state of complete adduction, so that the 
tendons of the muscles passing from the blade-bone and hind region of 
the chest over the shoulder-joint to the upper-arm, and the outer side 
of the capsular ligament are made tense. The thumb being then placed 
on the head of the bone, a convex scalpel held with the whole hand 
cuts through with a smart stroke all the parts covering the head, which 
being rolled outwards and backwards, tightens the inside of the capsular 
ligament and the tendons passing over the shoulder-joint, and these are 
divided with repeated strokes of the knife. The arm being now brought 
against the trunk and raised, the head of the bone protrudes out of the 
joint ; the whole of the amputating knife is then passed in behind it, and 
cutting through the still undivided ligaments is carried, with its edge to- 


(a) Nosographie Chirurgicale, vol. iv. p. 511. Edit. of 1815. 
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wards the bone, down on its hinder surface, and the under flap formed, as 
it cuts out obliquely downwards about four fingers’ breadth below the joint ; 
before doing which, an assistant grasps the flap and compresses the artery. 

After stanching the bleeding and cleansing the wound, the two flaps 
are brought together and fastened with sticking plaster; lint and com- 
presses are then put upon the stump and confined with a body-bandage, 
the middle of which upon the shoulder has a hole in it through which the 
sound arm can be slipped. 

The earlier methods of Lr Dran and GarENGEoT need only be mentioned as mat- 
ters of history ; they first took up the axillary artery with a straight or curved needle, 
two fingers’ breadth below the armpit, then with a transverse cut three fin gers’ breadth 
below the acromion, they divided the skin and deltoid muscle, and after separating the 
head formed an under flap. 

2804. According to Dupuyrren (a), the arm should be raised and 
held at a right angle with the body. The operator placing himself on the 
inside of the arm, grasps and lifts up the deltoid muscle with the one 
hand, thrusts a double-edged knife through it from within outwards, 
taking care that its blade never slips from the head of the bone. The 
knife with its edge towards the bone is drawn downwards, and the upper 
flap formed by cutting obliquely outwards. The rest of the proceeding 
corresponds with that above described, only that the operator holds ‘the 
flap before he cuts it through. 

Here must be mentioned ONsENoorT’s method. By means of a knife curved towards 
its surface, a transverse cut is madean inch and a half above the insertion of the del- 
toid muscle; the knife with its concavity on the bone is pushed up to the acromion, 
penetrates the joint, and by its concave side being drawn down upon the bone the under 
flap is cut off, so that by a continued stroke of the knife the two flaps are formed. 

2805. Lisrranc and CHAMPESME proceed in the following manner. 
The arm is brought to the side and left to itself. The operator standing 
in front of the shoulder drops the point of a narrow double-edged knife 
into the triangular space between the coracoid process and front edge of 
the acromion, and carries it from before to behind through the joint, so 
that it passes out half an inch below the part where the acromion rounds. 
The knife is then carried from above and before around the head of the 
upper-arm bone and a flap formed from the deltoid, as in DupuyTREn’s 
method. This flap being lifted up by an assistant, the capsular liga- 
ment is found opened, and the whole knife being carried in behind the 
head, the lower flap is formed as after La Fayxr’s mode. 

If the left arm be operated on, the knife is to be used with the left 
hand, or being held with the right hand, is thrust in at the back of the 
joint, where it has been mentioned as coming ovt, in the method already 
described, and out at the triangular space, by the coracoid process, 


[AstLey Coorrr’s (b) amputation at the shoulder-joint “with a single flap,” as he 
calls it, and which he prefers, differs little from the last-described operation, except in the 
flap of the deltoid muscle being made from below and up into the joint. “The sub- 
clavian artery is to be compressed upon the first rib, from above the clavicle, by an as- 
sistant. The ring of acommon key covered with some soft linen, is a convenient instru- 
ment for this purpose. The patient should be seated on a low chair, and the arm to be 
removed should be elevated a little from the side by an assistant. In making the single 
flap, the Surgeon raises the deltoid muscle with the fingers and thumb of his left hand, 
and introducing the catlin through the integument, and under the muscle, near its in- 
sertion, he cuts upwards close to the os humert, as far as the under part of the acromion 
process ; the integument and larger part of the deltoid muscle are thus raised, so as com- 
pletely to expose the outer part of the shoulder-joint ; the arm being then drawn down- 


(#) Dictionnaire des Sciences Médicales, vol. i. p. 496. (6) Lectures, by Tyrrewt, vol. ii. 
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wards, the catlin is passed into the joint, at the anterior part, so as to divide the tendon 
of the biceps muscle, and afterwards is carried round the head of the bone to cut 
through the capsular ligament. The separation of the limb may be completed either 
by passing the knife over the head of the bone, and cutting downwards to the azilla, or 
by placing the knife in the axilla, and dividing upwards to the joint; in either case 
the amputation should be finished by one stroke of the catlin.” (pp. 429, 30.)] 

2806. The elder HrssELBAcu’s (a) method differs from those already 
described in forming the under flap first. ‘The patient sits on a stool, and 
the operator standing before him, with his left hand grasps the upper-arm 
beneath the insertion of the deltoid muscle, and rolling it outwards, so as 
well to distinguish the coracoid process from the little tubercle on the 
head of the upper-arm-bone, thrusts a long, narrow, double-edged knife 
near the coracoid process, obliquely outwards up to the head of the bone, 
so as at once to open the joint ; the knife then carried, with its point close 
on the bone, down to the lower edge of the great pectoral muscle, cuts 
through its tendon and that of the subscapular muscle, the acromial tho- 
racic and anterior circumflex humeral arteries. He then rolls the head of 
the bone inwards, thereby rendering the hind muscles tense, and draws it 
as much as possible from the blade-bone, whilst at the same time he 
presses the lower end of the upper-arm-bone against the chest. He now 
carries the knife between the head of the bone and the joint-surface of the 
blade-bone, through the joint, thrusts, whilst he drops the handle of the 
knife a little, through the hinder thin part of the deltoid muscle, below the 
acromion, and carrying the knife down close to the bone, forms the under 
flap, the vessels in which being at the same time compressed by an assist- 
ant. The head of the bone is now pressed downwards, by an assistant, 
out of the opened capsular ligament, as the elbow is separated from the 
trunk, and the whole knife being placed above the head of the bone, is 
carried with its edge towards the bone, to the end of the first flap, and forms 
the upper flap. 

2807. Dxsautt (bd) has given the following directions for forming an 
inner and an outer flap. A double-edged straight amputating knife is 
thrust from before, into the joint, and after its point has passed on the 
inner side of the upper-arm, through the arm-pit, drawn down close to the 
bone for three fingers’ breadth, and thus a flap is formed containing the 
vessels, which an assistant grasps, and compresses. The whole knife is then 
carried round the head of the upper-arm-bone, and forms a corresponding 
external flap. 

Larrey (c) forms the outer flap first, penetrating from without into the 
joint, and ending by the formation of the inner flap, so that if proper 
assistance be wanting, as for instance, in the field, there may be greater 
safety against bleeding. 

Larrey (d) has more recently described his method in the following way. A longi- 
tudinal cut is made, beginning from the edge of the acromion, and carried down about an 
inch below the neck of the Awmerus, which divides the deltoid muscle into two equal 
halves. By the help of an assistant the skin of the arm is drawn back towards the 
shoulder, and two flaps, a fore and hind one, are formed by two cuts passing obliquely 
from within outwards and downwards, so that the tendons of the m. pectoralis and m. latis- 
simus dorsi are included in the two cuts. There is no fear of injuring the axillary 
vessels, because they lie beyond the reach of the point of the knife. The cellular con- 
nexions of both flaps are now divided, and they are drawn up by an assistant, who at 
the same time compresses the circumflex arteries. The whole shoulder-joint is in this 
way laid bare, and with a third cut carried over the head of the bone, the capsular 


(a) OpERTEUFFER, above cited. (c) Above cited, vol. ii. p. 170. 
(b) HasELBERG, above cited. (d) Above cited, vol. iv. p. 427. 
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ligament and tendons are divided. The head of the bone is now moved a little outwards, 
and the knife carried down close to the hind surface of the bone for the purpose of 
completely dividing the tendinous and ligamentous connexions at this part. The assistant 
now places the forefinger of both hands immediately upon the brachial plexus for the 
purpose of compressing the artery; and the edge of the knife being turned backwards, 
cuts opposite the lower angle of both flaps, through the whole bundle of axillary 
nerves before the two fingers of the assistant. 

LANGENBECK (a), after drawing down and pressing the arm against the chest, makes 
with a small knife a cut into the deltoid muscle, so that the head of the bone may be 
conveniently dislocated, carries the knife behind it, and forms on the inner surface of 
the upper arm a sufficiently large flap, in doing which, the edge of the knife is carried 
down close to the bone, the head of the bone grasped and drawn towards the operator, 
so that the axillary artery may not be cut off too high. Dupuyrren’s (b) method cor- 
responds with this. 

2808. The exarticulation of the upper arm with the circular cut is 
variously performed. 

Moranp made a circular cut in the skin, drew it back, and then cut 
through the muscles close to the head of the bone, exposed it and divided 
the ligaments. 

SHARP proceeded in like manner, only he first laid bare the axillary 
artery by a longitudinal cut and tied it. __ 

Nannon and Bertranvi first made a transverse cut three fingers’ 
breadth below the acromion, through the skin and deltoid muscle, and 
drawing them back cut into the capsular ligament, dislocated the head of 
the bone, and after tying the axillary artery, cut through the armpit (1). 

ALANSON made a circular cut a hand’s breadth below the acromion, 
through the skin, and with the edge of the knife directed obliquely upwards, 
through the muscles, and afterwards, for the more easy division of the 
joint, he madea straight cut through the upper part of the deltoid muscle. 

GRAEFE (c) lays down the following rules for his funnel-shaped cut 
( Trichterschnitt.) The arm being held nearly horizontally, the cut through 
the skin is made three fingers’ breadth below the acromion, and then the 
cut through the muscles with his leaf-knife, pressed obliquely upwards to 
the head of the bone. An assistant draws the muscular mass upwards with 
both hands, and then, the head being rolled forwards and upwards, the 
capsular ligament is opened, first, on the fore and upper, and afterwards, 
upon the upper and back part of the head with the leaf-knife, held obliquely ; 
the tendon of the m. biceps is cut through, the arm drawn by the operator 
towards himself, and the head being thereby dislocated, the under hinder 
part of the capsular ligament is divided. The vein is to be also tied, and 
the wound brought together in a vertical direction with one suture. 


(1) Cornvau and Sanson’s method agrees precisely with this, only that the former 
makes the semicircular cut through the deltoid muscle, of four fingers’ breadth, 
and the latter only a finger’s breadth below the acromion. VELPEAU’s (d) method is 
the same. 

Bens. BEL’s (e) operation consists in one circular cut at the point of the deltoid 
muscle through the skin, and a second through the muscles, and tying the artery; then 
two longitudinal cuts, in front from the acromion, and behind from the top of the 
shoulder, run down into the circular cut, after which the flaps thus formed are separated 
from the bone and its head set free. 


2809. In exarticulation of the upper-arm with the oval cut, ScouTret- 
TEN (f) proceeds in the following manner :—The operator, having satis- 
fied himself of the situation of the acromion, grasps, if operating on the 

(a) Bibliothek fiir die Chirurgie, vol. iv, p. 505. (d) Médecine Opératoire, vol. i. p. 39. 
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(b) Legons Orales, vol. iii. p. 328. (e) Above cited, vol. vi. p. 417. 
(e) Above cited, p, 110, pl. ii, and iii. (f) Above cited, p. 15, pl. i. and ii. 
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left arm, the middle of the upper-arm with the left hand, brings it about 
four or five fingers’ breadth away from the trunk, and thrusts a pointed 
knife, immediately below the acromion, up to the head of the humerus. 
The edge of the knife is now sunk deeply, carried downwards and inwards, 
and thus the first cut is completed, which stretches down four fingers’ 
breadth from the acromion, and upon the bone divides the hind third of 
the deltoid muscle and the greater part of the fibres of the long head of 
the m. triceps. ‘The operator now places the knife, with its point down- 
wards, on the inside of the arm, and beginning the second cut upon the 
other side of the m. triceps, at the same height as the end of the first cut 
carries it inwards and upwards to the acromion where it meets with the 
former. In order to lay bare the joint better, that part of the deltoid 
muscle attached to the humerus may be a little separated, and the edges 
of the wound drawn apart by an assistant. The upper-arm is now to be 
moved about in different directions, and the tendons and capsular liga- 
ment, being divided together, the head of the bone is lifted out of the 
joint, and the arm being pressed towards the body, the whole knife is 
carried round it close to the bone, the humeral artery compressed in the 
wound by an assistant, and the still undivided parts, containing the vessels, 
cut through. 

When the right arm is operated on, the first cut must be made from 
the inside of the joint up to the acromion, but, in other respects, the 
operation is the same. 

In like manner DupuyTREN and BecLarpD proceed. They form from the middle of 
the top of the shoulder two semilunar cuts running downwards, and ending before the 
plexus. The flaps thus formed are turned back, the joint opened, the knife carried 
behind the head downwards, and the flap containing the vessels, which are compressed 
by an assistant, divided. 

Bonrits (a) begins his first cut between the coracoid process and the acromion, and 
the second, not in the beginning of the former, but two inches lower, so as to form a 
larger hinder flap, with which the joint-surface can be better covered. 

Buastus’s oblique cut may also here be mentioned. 

2810. As regards the choice of the above-mentioned methods for ex- 
articulating the upper-arm-bone, the following circumstances must be 
attended to. It must here be considered, as in every other exarticulation, 
in what way the soft parts are injured, whether the bone be broken, and 
whether the arm be more or less movable. ‘The method of operation 
must be directed by these circumstances, and the formation of the flaps 
undertaken in such way as the condition of the soft parts allows, and, as is 
necessary to cover the wound properly. The modification of La Farz’s 
method by WALTHER and DupPuyTREN is, in general, most fitting; at 
least, in certainty and readiness of execution it surpasses all other. The 
objection of the more tedious and difficult healing, on account of the 
flaps, the base of which corresponds to the greater diameter of the joint, 
not fitting well ; on account of the obstacle to the escape of the pus, and 
so on, is contradicted as well by my own experience as by that of others, 
and is no reason for preferring the vertical wound with an outer and inner 
flap. 

The quickness in performing Lisrranc’s and HEssELBACcH’s operations 
is not, indeed, to be denied; but in living persons where the parts about 
the joint are often swollen and variously altered, the arm little or not at 
all movable, and the head of the upper-arm-bone firmly drawn into the 


(a) Journal de Médecine, vol, xevi. p. 192. 1826. 
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socket by the contraction of the muscles, this method is, for beginners 
especially, in most cases unsafe. The point of the knife is easily caught, 
must be carried inwards and forwards in various ways, and the like. 
Beginners find out that here, as in many other of the modes of exarticula- 
tion proposed in modern times, sleights of hand, which are readily per- 
formed upon the dead body, are unavailable in cases of necessity. LAN- 
GENBECK (a) has already justly objected to GRAEFE’s method, that the 
knife with its edge turned outwards is not fit to be rolled about, amd, 
especially in the extended position of the arm, that the much-stretched 
axillary artery would be cut through too near the shoulder-joint, and 
might retract so greatly as to cause great difficulty in tying it. | 

2811. When, after exarticulation of the upper-arm-bone, the acromion 
or the glenoid cavity is in any way injured, so that its removal may be 
considered necessary, it is easily done with the saw (6). Brown sawed 
off the projecting acromion, for the purpose of making an insufficient 
quantity of skin better cover the wound, Roxrinson (ce) recommends 
removal of the acromion and the glenoid cavity, so that the stump may 
be made rounder and more regular. JF RasER (d) also proposes the 
removal of a portion of the acromion and coracoid process, together with 
the whole glenoid cavity, because they hinder the quick union of the 
parts by the adhesive inflammation (1). 

Supported by the law of the formation of the bone, in consequence of 
which the top of the acromion remains cartilaginous to the age of from 
eleven to fifteen years, Lisrranc (e) recommends, for persons of this 
age, the following practice :—Be the position of the arm what it may, the 
operator places the heel of the amputating knife upon the outer side of the 
top of the coracoid process, and carries it up to the hind edge of the arm- 
pit. The flap thus formed is lifted up, the cartilage of the acromion 
and collar-bone cut into, the joint readily entered, and the under flap 
formed in the usual way. . 

When the upper-arm-bone has been shot through by a ball close under its head, the 
appearance of the wound does not point out its importance, as the shoulder retains its 
form; and it can only be ascertained, when the arm-bone is examined throughout its 
whole length with the fingers, when a deep pit is found, which points out the solution 
of continuity. Enlargement of the shot wound is insufficient for the removal of the 
head of the bone, and if it be left it causes inflammation, suppuration, and destruction 
of the bone, which render the exarticulation of the arm necessary. _ In such cases these 
symptoms must be guarded against, by the early removal of the head of the bone, or 
of the broken pieces. Larrey (jf) made a cut in the middle of the deltoid muscle, 
parallel to its fibres, carried it down as far as possible, divided the edges of the wound 
on the sides, so that he laid bare the joint of which the capsular ligament is gene- 
rally opened. With a curved, blunt-pointed bistoury the insertions of the m. supra- 
spinatus, infra-spinatus, teres minor, subscapularis, and the long head of the m. biceps 
were divided, the head of the bone freed and removed with the fingers. The arm was 
then brought up to the shoulder, and kept in that position by proper bandages and a 
sling. Either anchylosis between the arm and shoulder-blade, or an artificial joint, 
which permits certain motions, is the result. 

GuTurie (g) says that “a wound from a musket-ball, causing a fracture beneath and 
exterior to the capsular ligament, although in its immediate vicinity, by no means de- 
mands amputation, from this cause alone. With a wound from a musket-ball passing 
through the soft parts and the bone, in the same situation, without destroying its sub- 
stance to any great extent, the arm has frequently been preserved.” 


(a) Above cited, p. 504. (d) Above cited. 
(b) Faur; in Memoires de l’Académie de Chi- (e) AVERILL, above cited, p. 130. Edit. of 1823. 
rurgie, vol, ii. p. 463. (f) Mémoires de Chirurgie Militaire, vol. ii, 
1% 


(ce) New England Journal, vol. iii. Boston, p. 173. 
1814. (g) Above cited, p. 424. 
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[(1) Unless disease of the acromion, glenoid cavity, or coracoid process, imperatively 
require their removal, when amputation at the shoulder-joint is performed, or when by 
accident the skin is not of sufficient length to cover the joint, the proposal of removing 
these processes, or either of them, is not to be entertained; no real advantage is to 
be gained from it; and if it be believed, that the continuance of the cartilage upon the 
glenoid cavity offer any bar to union in the ordinary time, which, so far as my own 
personal experience, and the observations I have made in the practice of others, is 
certainly not proved, the Surgeon may scrape off the cartilage, if he have a fancy to 
do so, but it is matter of no consequence at all. 

Amputations at the shoulder-joint are not very frequently needed, as it appears from 
Liston’s reported cases, he had but one in University College Hospital during five 
years, and myself only one in six years at St. Thomas’s, both secondary to accident, and 
both recovered. AsTLEy Cooper says :—‘“ In every instance in which I have performed 
the amputation through this joint, and every case in which I have seen it done, the re- 
covery of the patient has been speedy and perfect.” (p. 432.) | 


Amputation through Shoulder-Joint. 


: : Operated ; Dis- 
Accident or Disease. bn Remarks. charged. 
1840 
John Bateman, Compound fracture, with Aug. 6.| With flap of m. deltoides by piercing from before. | Nov. 10. 
aged 39 (coal- comminution and small | Twelve The artery held as the second cut was being 
ecarman), admit- wound in skin, but not days made. Six arteries tied, and three hours after 
ted July 25. much bruising; conse- after. two more. The flap was dropped down, and 
quent on cart-wheel covered with a wet cold cloth. He became 
passing upon, but not very restless soon after the operation, and so 
over the arm. On the continued for nine hours, till the opium given 
fourth day  irritative sent him to sleep. At twenty-two hours the flap 
fever set in; the whole was lightly applied with straps of plaster. 
arm much swollen. On Went on very steadily improving ; but the dis- 
the sixth day. some charge from the wound was very profuse, 


bloody oozing, which 
continued through the 
day, and reduced him 
much. Bleeding came 
on again on morning of 
twelfth day, to the 
amount of six ounces ; 
said to have been in a 
jet, but seemed to me 
to be venous; but it 
brought him very low. 
Was easily checked by 
pressure ; and when he 
was revived by stimu- 
lants, the operation was 
performed. 


a 


VIL—OF EXARTICULATION OF THE FORE-ARM AT THE ELBOW. 
(Exarticulatio Antebrachii, Lat.; Ablésung des Vorderarmes im Ellenbogengelenke, 
Germ. ; Désarticulation de ? Avant Bras, Fr.) 

Braspor, above cited. 

Movstet; in Journal de Médecine, vol. xi. p. 240. 

Mann; in New York Medical Repository, vol. vii. 1821. 

Trxtor ; in Neuer Chiron, vol. i. parti. 

DupuytrEN; in SaBatrer Médecine Opératoire, vol. iv. p. 524. New Edition. 
Ropcer ; in New York Medical and Physical Journal, vol. vii. p. 85. 


2812. This operation, first performed by Par, and more fully deter- 
mined by Braspor, is objected to by nearly all writers, and amputation 
through the lower third of the fore-arm is preferred to it. Mann, 
Trextor, DurvyTreEn, and others have, however, performed it success- 
fully. 

9813. The operation is best performed according to TExTor’s direc- 
tions :—After making provision against the bleeding during the operation, 
and the arm being straightened, a long double-edged amputating-knife is 
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passed in at the top of the outer condyle of the upper-arm-bone, carried 
flat before the bend of the elbow, and thrust through before and above 
the inner condyle, at corresponding height to the point of entrance, and 
then being drawn down, a flap is formed of three or four fingers’ breadth 
long. The vessels found in this flap may be at once tied. A cut through 
the skin is next made on the opposite side of the arm, two fingers’ breadth 
below the entrance of the former, extending from one end of the existing 
wound to the other, and the skin is dissected back to set the olechranon 
free. ‘The external ligament is now cut through, the knife, carried between 
the upper-arm-bone and the radius, and the fore-arm being bent, cuts 
through the tendon of the m. triceps, and lastly, the internal lateral liga- 
ment. 


According to BRAspor, a transverse cut should be made through the skin and tendon 
of the m. triceps on the extending side of the arm ; the ligaments are then divided, and 
the whole knife, the arm being bent, is carried through the joint, and forms from the 
inside of the arm a fleshy flap. 

JAEGER favours this method. The fore-arm being bent at a right or an oblique 
angle, he makes a semicircular cut through the skin with a small convex amputating- 
knife, two fingers’ breadth below the point of the olechranon, from the head of the 
radius to the outer edge of the ulna. The skin is drawn back by an assistant above the 
olechranon, and the tendon of the m. triceps cut through, by which the joint is opened. 
Whilst the fore-arm is bent still more, the lateral ligaments between the upper-arm-bone 
and the olechranon and the ulna and radius are opened, the knife is carried over the 
coronoid process upon the front of both bones, the arm being slightly bent, and by cut- 
ing from within outwards, a flap of three fingers’ breadth is formed, which the 
assistant grasps before its complete division, and compresses the brachial artery. 

Hacer makes two longitudinal cuts of three inches length, down from the condyles 
to the wlna and radius, by which he marks out the front flap. An inch below the upper 
angle he makes a semicircular cut through the skin and muscles behind, separates the 
little flap upwards, passes into the joint from behind, and forms the front flap, two 
inches or two inches and a half long. 

Ropcer forms the front flap with a semicircular cut, from the head of the radius to 
the inner condyle, and by separating the skin he forms the hind flap. After which the 
joint is cut through. 

DuruyTren’s (a) agreed with TexTor’s method, except that he sawed off the olechranon. 
He performed this operation eight or ten times successfully, and preferred it as giving 
a greater length of the upper-arm, and leaving the m. triceps attached, by sawing off 
the olechranon. When the soft parts are not sufficient to form a front flap, DupuyTREN 
made a circular cut through the skin and aponeurosis, the fore-arm being half bent, 
three fingers’ breadth below the condyles of the upper-arm-bone. ‘These parts are 
drawn back by an assistant, and the muscles cut through at their edge down to the 
bone. Whilst the operator separates them upwards from the bones, he reaches the joint, 
which is opened by dividing the lateral ligaments and the capsular Jigament on the 
front. The knife then easily passes between the bones and the operation is completed. 

VELPEAU and Cornuau proceed in like manner with the circular cut, only they do 
not saw through but exarticulate the olechranon. 

TExTor (6) proposes the oval cut, which, however, is more difficult and not so ad- 
vantageous as the flap, in the following way. The arm being brought horizontal, the 
fore-arm straightened, and the hand prone, the Surgeon standing on the outer side 
makes, with a small amputating knife, one cut about four inches long and penetrating 
to the bone, from the head of the radius obliquely upwards and inwards to above the tip 
of the olechranon, and then a second on the ulnar side from the upper end of the ulna, to 
the same height. He then disscts back the flaps to their base, passes between the 
upper-arm bone and radius, upon and around the olechranon, and cuts through the ten- 
don of the m. triceps, whilst the fore-arm is bent and supine. He now cuts forwards 
and downwards over the coronoid process of the ulna, above the head of the radius and 
along both bones so far upwards as necessary to form a flap three fingers’ breadth long. 
The wound is brought together lengthways. 

BavuDENs proceeds in another way. The fore-arm being rendered supine and the 
brachial artery compressed, the Surgeon, standing on the inner side if he operate on the 


(a) Legons Orales, vob. iii. p. 318, (6) JAEGER, above cited, p. 365. 
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left, and on the outer if upon the right arm, marks with varnish an oval, which begins 
on the outer edge of the radius four fingers’ breadth below the bend of the elbow, and 
terminates on the hind edge of the ulna three fingers’ breadth below the bend of the arm. 
Following this mark he cuts through the skin, which, by dividing its connexions and 
drawing back with his left hand, he separates to the extent of eighteen lines. He then 
cuts through the muscles down to the bone, holds back the fleshy parts like a ball and 
divides the deep muscles circularly, at the same time passing between the joint surfaces 
of the upper-arm-bone and radius, and completes the exarticulation by division of the 
ligaments, and of the tendon of the m. triceps near the tip of the olechranon. The soft 
parts by their own weight drop over the joint surfaces and form a hollow globe in the 
point of which the joint surface of the humerus is found. After tying the vessels the 
wound is brought together lengthways. 


VIIl.—OF EXARTICULATION OF THE HAND AT THE WRIST. 


(Exarticulatio Manis, Lat.; Ablosung der Hand, Germ. ; Désarticulation du 
Potgnet, Fr.) 


2814. The brachial artery is to be compressed with the tourniquet ; 
one assistant holds the fore-arm and draws the skin back, a second holds 
the hand. The operator, standing on the inner side for the left, and on 
the outer for the right hand, makes a circular cut through the skin half 
an inch from the spinous process of the radius. The skin is next dissected 
up, without the tendons, to the wrist, turned inside out, and held by the 
assistant. The hand is now put between pronation and supination, the 
knife placed before the spinous process of the radius, and whilst the hand 
is pressed down, the whole knife is carried into the joint, obliquely to- 
wards the wlna, and divides all the ligaments and tendons. The edges of 
the wound, after tying the vessels, are brought together in the oblong 
direction of the joint. 

Instead of the semicircular cut, a flap may be made upon the back and front of the 
wrist. It may be necessary on account of some peculiar kind of accident which affects 
the exarticulation to form a large upper or under flap; for this purpose the skin of the 
thumb and the like may be saved. a8 : 

The above-described mode of proceeding is better than by dividing the skin and tendons 
on the back of the hand by a semicircular cut to pass into the joint, and drawing down 
the knife to form a flap on the front of the hand. Or, according to Lisrranec, the hand 
being held between pronation and supination, a narrow knife is thrust through the soft 
parts opposite the joint on the palmar surface from one side to the other, and then being 
drawn down forms a flap; after which a semicircular cut is made through the skin upon 
the dorsal surface, the flap turned back and the joint divided from the radius . 

[If amputation through the wrist-joint be performed with flaps, special care must be 
taken to avoid, in forming the front flap, the pisiform bone, which often catches the 
knife, and unless well cleared, spoils the edge of the skin-cut.—J. F. S.] 


— 


IX.—OF EXARTICULATION OF THE METACARPAL BONES AT THEIR 
JUNCTION WITH THE CARPUS. 

(Exarticulatio inter Carpum et Metacarpum, Lat.; Ablésung der Mittelhandknochen 

aus ihren Gelenken mit der Handwurzel, Germ. ; Désarticulation des Meétacarpiens, Fr.) 


2815. The exarticulation of the metacarpal bone of the thumb, of the 
fore and of the little finger, and of all the four fingers together, the thumb 
being still preserved, is now to be considered. ‘The exarticulation of the 
middle and ring metacarpal bones is not to be recommended, The dis- 
ease being rarely confined to any one of these bones, the operation is 
attended with much difficulty. Collections of pus take place in the carpal 
joints, and the exarticulation of the hand afterwards becomes necessary, as 
T have seen in two cases, It is better therefore under - circum- 
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stances, to amputate through the continuity of the metacarpal bones of the 
middle and ring fingers. 

2816. In exarticulating the metacarpal bone of the thumb, if the soft 
parts permit the formation of a side flap, it must be thus performed. An 
assistant, who holds the fore-arm, compresses the radial and ulnar arteries. 
The operator holding the thumb with one hand abducts it strongly, so as to 
render the fold of skin between it and the forefinger tense. He now car- 
ries a straight bistoury in this fold to the connexion of the first phalanx 
of the thumb with its metacarpal bone, and along the side of the meta- 
carpal bone to the joint. The thumb is now violently abducted to stretch 
the ligaments, the whole knife carried into the joint, the metacarpal bone 
dislocated, the knife carried up on the other side of the bone, and along it, 
to its junction with the first phalanx, where, by cutting obliquely out, the 
flap is formed, which corresponds precisely to the first cut. After tying 
the vessels the flap is properly applied and fastened with strips of sticking 
plaster, and a bandage. 

Where the formation of a side flap is not possible, and only an upper or 
under flap can be formed, the same mode must be employed as described 
in exarticulation of the metatarsal bone of the great toe. 

2817. In precisely the same way may the metacarpal bones of the ring 
and little fingers be separated from their connexion with the carpus, only 
that these exarticulations are more difficult than that of the thumb. 

2818. LANGENBECK’s method of shelling out the bone from the soft 
parts by carrying forwards a A shaped cut from the junction of the meta- 
carpal bone of the thumb with the trapezium, and then cutting through 
the joint, is more troublesome and tedious than that described. 

SCOUTETTEN (a) has also applied his method to the metacarpal bone 
of the forefinger, of the ring and of the little finger, according to the 
rules given for exarticulation of the metatarsal bones. 

2819 The oval cut of ScourErTen is most convenient for exarticula- 
tion of the middle metacarpal bone. The knife is placed at the joint, 
above the bone at the crease of the finger in front, and carried round cor- 
respondently to the first phalanx; then placed on the other side in this 
cut, and carried back, and in the same direction as the first cut to its be- 
ginning. ‘The soft parts are separated by short strokes from the bone to 
the joint, which is best entered on the under side. The wound is united 
by bringing the neighbouring metacarpal bones together. The practice 
of making two side cuts in the interspace united on the dorsal, and 
palmar surfaces by an oblique or A shaped cut, keeping close to the bone 
to be removed, and avoiding the extensor tendons of the next fingers 
is inconvenient. ‘The extensor tendon of the finger to be removed is di- 
vided with the point of the knife, the metacarpal bone pressed down, and 
the connexions of the joint cut through. 

If both middle metacarpal bones are to be exarticulated, the fore and 
little finger being well abducted, one cut between the bones is to be made 
close on the radial side of the middle finger, and another on the ulnar side 
of the ring-finger to the carpus. These two long cuts are then to be con- 
nected on the volar and dorsal surfaces by transverse cuts close down to 
the bone, the soft parts turned back and the joint cut through. After the 
bleeding is stanched the flaps are to be brought together (1). The exar- 
ticulation of the last two or three metacarpal bones may be performed in 

(a) Above cited, pl. iii. iv. v. 
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like manner; the cut between the bones being first made, and then a lon- 
gitudinal cut along the ulnar side of the fifth metacarpal, both these con- 
nected by a transverse cut on the back of the hand nearer or farther 
from the carpus, the soft parts dissected back, the joint divided and the 
volar flap made (2). 


(1) von WALTHER (a) proceeds in the same way in extirpation of the middle and ring- 
finger, together with removal of the hind part of the metacarpal bone of the forefinger. 
AstLEy Coorer (6) also operated successfully in the same way. 

: (2) RIADORE, GUTHRIE, VON GRAEFE, VON WALTHER, and JAEGER have removed 
in this manner the last two, and AstLEY Cooper the outer three and the first metacar- 
pal bone with the thumb, so that the forefinger alone remained, and served as a very 
useful hook. LARREY and RIApoRE removed the second, third, and fourth metacarpal 
bones, preserving the thumb; and TyrrEe.i took away successfully the fourth and 
fifth metacarpal bones with the pisiform and unciform bones, and the half of the first, 
second, and third metacarpal bones. BENABEN (c) extirpated, instead of the whole 
hand, the first and second metacarpal bones, the scaphoid, great, and trapezial bones, 
cia cut off the upper part of the third metacarpal bone, preserving the outer three 
ngers. 


2820. In exarticulation of the four metacarpal bones, but preserving 
the thumb, a double-edged knife is passed in, whilst the hand is supine, 
on the ulnar side, at the junction of the metacarpal bone of the little finger, 
thrust between the other metacarpal bones and the soft parts of the 
palm to the junction of the metacarpal bone of the forefinger, where it is 
thrust out, whilst the thumb is abducted. By cutting obliquely outwards 
a flap is formed; then a semicircular cut is made on the back of the hand, 
through the skin and tendons, and the joints opened on the palmar sur- 
face of the hand. After tying the vessels, the flap is brought over the 
wound and fastened (d). 

TRoccon (e) makes first the cut on the back of the hand, cuts through 
the joint, beginning on the radial or ulnar side, and forms a palmar flap, 
whilst the knife is carried into the opened joint and drawn forwards and 
downwards. 


When the disease is confined to merely one or other metacarpal or metatarsal bone, 
it is very advantageous, according to BLANDIN (f), to remove that one alone, and 
to preserve all the others ; with which opinion JAEGER also agrees. 

In removing the first metacarpal bone, the hand is placed on its ulnar edge upon a 
table, and held firmly by an assistant, who grasps on the one side the thumb, and on 
the other the four fingers. The operator makes, along the muscles of the thenar emi- 
nence, a cut four fingers’ breadth long, which must extend a little beyond the carpal 
and finger-joint of the first metacarpal bone. The edges of the wound are drawn 
asunder, and the attachments of the m. opponens pollicis and of the first m. interosseus 
are cut through. During the latter act the knife rests close above the first meta- 
carpal bone, so as not to wound the radial artery, which lies close to the second bone. 
The tendons of the flexor and extensor muscles of the thumb are drawn back, the tendon 
of the great m. abductor pollicis cut through at its insertion, and the carpo-metacarpal 
joint of the thumb divided from without inwards; after which the bone is lifted out 
with strong forceps, and separated from all the fibrous parts which connect the meta- 
carpal bone to the undermost phalanz. 

In removing the other bones the method is the same, with but little variation. In 
removing the second metacarpal bone, wounding the radial artery is unavoidable. As 
to the rest, the part of the inner transverse ligament of the metacarpus, corresponding 
to the phalanz, must be left, the joint must be opened from behind forwards, and when 
this is half done, and the bone half dislocated, the knife must be lifted up before the 


(a) Journal fir Chirurgie und Augenheilkunde, Kupfertaf., pl. lxxiiii_Gensoun ; in Revue Me- 


vol. xiii. p. 352. dicale. 18273 vol. ii. p. 143. : 
(b) Lectures on Surgery, by TyRRELL, vol. ii. (e) Nouvelle Methode pour l’Amputation du 
423 Poignet, dans son Articulation carpo-métacar- 


‘(e) Revue Médicale. 1825 4 Yols igs pi S71, pienne. Bourg, 1826. bn J 
March,—Jaxraek, above cited, p. 334. (f) Gazette Médicale de Paris, vol. ii. p, 1525 
(d) MaIncauLrt, above cited, pl. ii—Chirurg. 1831. 
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head of the metacarpal bone, for the purpose of cutting through the anterior ligament 
from above, so that it remains attached to the phalanx, together with the transverse 
metacarpal ligament with which it is connected. 

In extirpating the first metatarsal bone, the foot must be so placed as to rest on its 
outer edge ; the operator then thrusts a long narrow bistoury on the inner side of the 
m. extensor longus pollicis, so that its point may come out at the inside of the tendon of 
the m. flexor pollicis, and then cuts out a flap, the base of which corresponds to the hind 
joint of the metatarsal bone, and its tip to the front joint of that bone; the rest of the 
operation is performed as on the metacarpus. 


X.—OF EXARTICULATION OF THE FINGERS, AT THEIR JUNCTION © 
WITH THE METACARPAL BONES, AND AT THEIR OWN JOINTS. 


(Exarticulatio Digitorum Manis, Lat.; Abléisung der Fingerglieder aus ihrer Verbindung 
mit den Mittelhandknochen, und unter sich, Germ. ; Désarticulation des Doigts, Fr.) 


2821. All that has been said in regard to exarticulation of the toes 


from the metatarsal bones, applies to amputation of the fingers at their 
junction with the metacarpus. 


In exarticulation of the middle and ring-fingers, DupuyTREN (a) cuts off the head of 
the metacarpal bone obliquely with a saw. In younger persons, in whom ossification 


is incomplete, the head of the bone may, according to Lisrranc, be cut off with a 
knife. 


BarTHELemy (6) thinks that inflammation, gangrene, and suppuration occur after 
exarticulation of the fingers from the metacarpal bones, in consequence of the strangu- 
lation of the underlying cellular tissue by the palmar aponeurosis, and therefore proposes, 
after extirpating the finger, to separate the processes of the aponeurosis, which is easily 
done ; and by which, whilst the tension of the aponeurosis is got rid of, these bad 
symptoms are more certainly prevented. 


2822. In exarticulation of the joints of the fingers from each other, if 
the state of the parts permit, the following is the best mode of proceed- 
ing :—An assistant draws out the diseased finger from the healthy fingers, 
held in a state of pronation, and holds them firmly. The operator, with 
his left thumb and finger, grasps the diseased joint and bends it, whilst 
with the other hand he carries a straight narrow bistoury, holding it as in 
making a longitudinal cut, a line below the projection which is formed by 
the head of the upper phalanx, in a horizontal direction from the left to 
the right side, with a stroke into the joint. The lateral ligaments are 
then divided, the diseased phalanx pressed much downwards, the blade of 
the knife carried to the palmar surface, forwards, and close to the bone, 
where by cutting obliquely a flap is formed. 

If two flaps have to be formed, a semilunar cut is to be made on the 
dorsal surface of the joint, the skin drawn back, the joint cut into, and 
the lower flap formed as in the former case. This mode of proceeding is, 
however, unsatisfactory, because the upper flap is very thin, its dissection 
painful, and after the cure the scar is in the middle, and thus most exposed 
to external violence. 


Less suitable is Lisrranc’s (c) method. of forming the flap, by thrusting the knife 
through the palmar surface, cutting into the joint from above downwards, and through 
the skin on the dorsal surface. 

For the purpose of producing, by adhesion of the tendon of the flexor muscle, the 
mobility of the first phalanz, after the removal of the second, Lisrranc (d) previously 
makes a longitudinal cut of half an inch on the palmar surface, which wounds the 


(a) SaBaTIER, above cited, p. 534 
(6) Journal Universel des Sciences Médicales, Amputation dans les Articulations des Phalanges ; 
1829; p. 211. in Revne Médicale. 1823; vol i. p. 233. 
(c) Memoire sur un Nouveau Procédé pour (d) Ibid., above cited, p. 236. 
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tendon, the wound heals by suppuration, and then the extirpation is performed. This 
practice is objectionable, because thereby inflammation of the sheath of the tendon 
may be set up; it is also unnecessary, because the tendon unites with the scar (a). 


[I take the opportunity, in concluding the subject of amputation through the shaft or 
in the continuity of bone, and through the joint or in the contiguity of bone, to add 
LisTon’s cases to my own for the purpose of making a better average of the recoveries 
and deaths after the operation for amputation. 


Of Liston’s cases. . 52 Recoveries . . 45 pd ey f 
Ofmyowncases . . 54 pe abe a sp ale 


os —— —_——_— 


106 87 19—106 


Making a per centage of 82.075 recoveries, and 17.925 deaths to the whole number of 
cases operated upon. 


IMMEDIATE AMPUTATION. 


The question of Immediate Amputation has been already discussed (6) in treating of 
compound fracture, and to this the reader will refer. From the reports of the amputa- 
tions which I have given, it is proved, as I there stated, that primary amputation is 
more serious in its effect on the constitution, when performed on the lower than on the 
upper limbs, and more especially when the thigh is the part of the member subjected to 
that operation. If, however,a much-injured thigh be not at once removed, the patient 
almost invariably has a fearful struggle with irritative or with hectic fever, if he escape 
the former, but more commonly he has to pass through both, and dies in consequence 
of his powers being completely worn out. The Surgeon is therefore placed in a most 
difficult situation in determining whether he shall amputate the thigh, or through it at 
once. The danger to the patient is great if the operation be performed, as my reports 
prove; the danger is as great and the patient’s sufferings severe, protracted, and with- 
out good result, if the operation be not performed, as I have witnessed again and again. 
On the whole, I am inclined to believe that primary amputation of or through the thigh, 
is to be preferred. But with regard to the leg, the danger is very much less, and in 
the several parts of the upper limbs, comparatively trivial, and, therefore, according to 
my experience, amputation in these cases should not be deferred. 

Joun Hunter indeed thought differently, and preferred secondary amputation in case 
of accidents ; and his opinion is too important to be passed by unnoticed. He says (c) :— 
“Ifa man gets a very bad compound fracture in the leg, or has his leg taken off, either for 
this fracture, or in consequence of any other accident, he stands a much worse chance of 
recovery than one who has been accustomed to a local disease ; even the man with the 
compound fracture will do much better, if his leg is not taken off till the first symptoms 
are over ; or at least we may be certain that the symptoms arising from the amputation 
will not be nearly so great as those that arise at first from the fracture, or would have 
arisen from the immediate amputation. * * * For, first, I do not look upon full 
health as the best condition to resist disease; disease is a state of body which requires 
a medium. Health brooks disease ill, and full health is often above par ; persons in full 
health are too often at the full stretch of action, and cannot bear an increase, especially 
when diseased ; and, as I have before observed, it is a new impression on the constitu- 
tion, and till it be in some degree accustomed to local disease, it is less able to bear 
such as is violent ; besides the removal ofa diseased part which the constitution has been 
accustomed to, and which is rather fretting the constitution, is adding less violence than 
the removal of a sound part in perfect harmony with the constitution.” (p. 233.) 

Notwithstanding Hunrer’s great authority, however, I must still agree with AstLEy 
Cooper (d), that “if it will be necessary to amputate in a few days after the accident, 
then the sooner it is done the better. * * * For if you amputate immediately, the 
constitution has but one shock to sustain, and in general rallies much better than when 
the amputation is delayed.” (p. 680).—4J. F. 8. 

RuTHERFORD ALCOCK, in his very able Lectures (e), which I regret my limits have not 
permitted me to make use of; but which are of such deep interest and importance that 
I would recommend them for careful perusal, and specially to Army and Navy Sur- 


(a) Mémoires sur de nouvelles Méthodes pour (c) On Inflammation, &c. 
pratiquer l’Amputation dans les Articulations du (d) Lectures. ‘ 
Métatarse et du Métacarpe avec les phalanges ; (e) Lectures on Amputation, and on the nature, 
in Revue Médicale, 1823; vol.i. p. 382. progress, and terminations of the Injuries for whieh 
(b) Vol. i. p. 518-23, par. 590, note. it is required ; in Lancet. 1840-41; vol. i. and ii. 
% " 
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geons, as they are more particularly concerned with the cases which form the principal 
subject of his consideration, observes :—“ That the injuries of civil life, and the ampu- 
tations for them, especially those performed in the primary period, are followed by more 
unfavourable results than equally grave injuries occurring in the field. Ifwe reflect fora 
moment upon the mode in which the two classes of injuries are inflicted, I think an ade- 
quate reason will suggest itself. A man employed in some agricultural or manufactur- 
ing occupation, if he becomes the subject of a grave injury, it must be under circum- 
stances for which his mind is totally unprepared, under circumstances the most calcu- 
lated to cause terror and a great shock, mental and physical. * * * Inmilitary life, 
the injuries inflicted are under very different circumstances ; it is true, men but the mo- 
ment before with sound limbs and in full health, fall with bones crushed and broken, 
with limbs torn from their bodies. But every man goes into action knowing his liability 
to such occurrences ; he sees his comrades fall on every side; many he sees bear it almost 
gaily—the majority with good courage ; he has known hundreds to whom the same lot 
has fallen, recover, and either return to their duty or pass the rest of their lives, not un- 
happily with a pension. He is excited-at the moment; the onward rush, the shouts of 
the victors and the vanquished mingling with the roar of artillery, the flashing peals of 
musketry, all tend to make him reckless of any feeling but one of wild excitement or 
enthusiasm. * * * The immediate shock of the injury is often, therefore, trifling 
in some of the worst injuries.” (pp. 850, 51, vol. li.) ] 


Firtu Section.—OF EXCISION OF THE JOINTS (a). 
(Excisio Articulorum, Lat. ; Ausrottung der Gelenktheile der Knochen, Germ. ; 
Resection des Extrémités Articulaires des Os, Fr.) 
Wuitet, CuHAr.eEs, Cases in Surgery, &c., p.1. London, 1770. 8vo. 
SABATIER, Séances Publiques de ]’ Académie de Chirurgie, p. 73. Paris, 1799. 
Mémoires de I’Institut National, vol. v. p- 366. 1805. 


Park, H., An Account of a New Method of treating Diseases of the Joints of the 
Knee and Elbow. London, 1733. 8vo. 


Moreau, Observations pratiques relatives 2 la Resection des Articulations affectées 
de Carie. (Diss. Inaug.) Paris, an xt. (1803.) 


Park, H., and Moreau, Cases of the Excision of Carious Joints; with Observations 
by J. Jerrray. Glasgow, 1806. 


CHAUSSIER; in Magasin Encyclopédique, cinquiéme année. 


Wacater, Dissert. de Articulis exstirpandis, inprimis de Genu exstirpato. Groning., 
1810, 


Roux, De la Resection ou de Retranchement de portions d’Os Malades, soit dans les 
Articulations, soit hors des Articulations. Paris, 1812. 


Syme, JAMEs, On Excision of Joints ; in Edinburgh Medical and Surgical Journal, 
vol. xxxi. p. 256. 1829. 


, A Treatise on the Excision of Diseased Joints. Edi nburgh, 1831. 8vo. 


Crampron, Puiiip, On the Excision of Carious J oints; in Dublin Hospital Reports, 
vol. iv. p. 185. 1827. 


Jarcer, M., Article Decapitatio; in Rust’s Handbuch der Chirurgie, vol. v. p. 559, _ 
— , Operatio Resectionis conspectu chronologico adumbrata. Erlang., 1832. 
Meyer, G., Ueber Resection und Decapitation. Erlangen, 1829. 

2823. Although Pautus Acinera and Hester had previously 
pointed to the extirpation of diseased joints, yet was it only first per- 
formed by Frxixxn of Liverpool, on the knee-joint, in 1762, and the re- 
moval of the head of the shoulder-bone was undertaken by Vicaroux, 
Davip and C. Wurre (1), about the same time. The successful result 
which Wuirer, and afterwards Bent (0) and Orrep (ce), had of this 


(4) Thave here slightly deviated from CuELius, and Amputation, and for the same reasons, — 
distinguishing Excision from Resection, and pla- J. F.S. 
cing them in two distinct sections ; to which they (6) Philosophical Transactions, vol. Lxiy. p. 


seem to me as fully entitled as Exarticulation 353. 1774 
(c) Same, vol. Ixix. p.6. 1779, 
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operation led to its further extension to other joints. Park applied it to 
the knee- and proposed it for the elbow-joint. Moreau, father and son, 
performed it on the latter, and at the ankle- and wrist-joint; Wuire, and 
afterwards MULDER (2), proposed it for the head of the thigh-bone; von 
GRAEFE (qa) undertook it at the jaw-joint, and Davis (6) on the collar- 
bone. It was subjected to the closest examination by SABATIER, PERcy (ce), 
Roux, Moreau the son, Larrey (d), and GuTuRIE (e), and much 
valuable experience in reference to it has been published. But the many 
and favourable results obtained by the English and German Surgeons, 
Syme, TexTor, and JAEGER, have contributed to extend the employment 
of this practice and by their successful issue have contradicted many of 
the objections to it. 

_ (1) Wurre (f) performed this operation in the year 1769. It had been previously 


done by Vicaroux and Davin (9), although their operations were only published at a 
later period. 


(2) WacuTer (h), VERMANDOIS (j), KoHLER (2), CHAUSSIER (/), and more recently 
Herne have performed experiments on animals which have supported the proposition. 


2824. In regard to the fitness of this operation, and in comparing it 
with amputation, the following have been specially stated as objections ; 
the difficulty of its performance, especially on large ginglymoid joints, 
the danger of violent inflammation and wasting suppuration, the tedious- 
ness of the cure, and, particularly, that after the removal of the joint-ends 
of the bones of the lower extremities in consequence of the shortening 
and stiffness of the limb which remains, it is only retained in a condition 
far worse than the use of an artificial limb after amputation, which is 
much less dangerous. According to the cases as yet published, many 
of these objections have lost their importance, and are contradicted by 
experience. It must, however, be admitted that the removal of the ends 
of bones is more difficult than amputation or exarticulation, yet the 
danger during and after the operation is not greater than in amputation, 
and the symptoms are not usually severe; the cure, indeed, is more 
tedious but accompanied with fewer inconveniences, (SYME, JAEGER,) 
and with the preservation of the limb the patient finds it generally in a 
very useful condition. As regards the removal of the joints of the upper 
extremities, these circumstances are no doubt of the greatest importance, 
and to a certain extent influence its preference to amputation, as the pre- 
servation of the arm, even with confined motion, is not to be compared 
with its artificial supply after amputation, and experience of the conse- 
quences of the removal of the joints of the upper limbs points to the most 
favourable results. This operation on the lower limbs cannot, however, 
be considered so advantageous; it is here manifestly more dangerous, the 
after-treatment more tedious and difficult, and the result as to the capability 
of using the preserved limb, in many instances, incomplete ; so that only 
under peculiarly favourable circumstances should the removal of the joint- 
surfaces be here performed. 3 


(a) Bericht iiber das Klinisch-chirurgisch In- (g) Davip (fils), Dissert. sur l’Inutilite de 
stitut. 182]. l’Amputation des Membres dans la plupart des 
(b) Cooper, Astixy, Lectures on Surgery, by = Maladies de la contiguité des Os, Paris, an x1. 

TyRRELL, vol. iii. p. 297. (h) Above cited. 
(c) Eloge historique de M. SapaTIER. (j) Journal de Médecine, Chirurgie, et Phar- 
(d) Memoires de Chirurgie Militaire, vol. ii. _macie, vol. Ixvi. p. 200. 

p. 171. (k) Experimenta circa Regenerationem Ossium, 
(e) Above cited, p. 470, p. 521. Exp. 14, 14, 16, p, 84-98 Gotting., 1786. : 


(f) Philosophical Transactions, vol. lix. p. 39. (1) Above cited. 
1769. 
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These statements are founded on the cases hitherto published. Of JarcEr’s collec- 
tion of fifty-three cases of excision at the shoulder-joint but two had an unfavourable 
result; of thirty-four at the elbow only four; and in three at the wrist all were suc- 
cessful. In regard to excision at the wrist it is remarkable that SymE (a), otherwise so 
warm an advocate for the operation, gives a most unfavourable opinion, that it is very 
difficult to perform, that relapses easily recur, and that it leaves a stiff and unusable 
limb. He, however, admits that these objections are supported only by theory, and that 
experience might, perhaps, show them to be of less importance. Of thirteen excisions 
of the knee-joint, upon careful observation six were perfectly successful, three imper- 
fectly so, in reference to the capability of using the limb, and three were fatal ; a pro- 
portion decidedly less favourable than in amputation, but not so bad that excision of the 
knee-joint should be unconditionally rejected. Upon this point Symx (b) observes, 
that excision must always be considered more dangerous than amputation when the 
patient is very weak or has been wasted by previous disease; but if he possess mode- 
rate powers, it is not to be supposed either from general circumstances or from the 
results of experience that excision is attended with greater danger than the removal of 
the limb. It must, however, be mentioned that a larger number of cases would give us 
a more decided opportunity of comparing excision of the knee-joint with amputation. 
In five cases of excision at the ankle-joint the result was successful, and in twenty-four 
cases where it was performed for compound dislocation but one patient died. Syme (c), 
however, says, that although excision of the ankle-joint has not the objections to it that 
that of the wrist has, it cannot be extolled as of any great use. It affords, indeed, a sup- 
port for the body, and it may be questionable in how far the foot, after the excision, is 
better than an artificial apparatus. Morxav’s experience also shows that anchylosts 
generally occurs after the operation; and although, as he observes, the other joints 
of the foot become more movable, so as in some measure to make amends for this 
stiffness, there can still be no doubt that the foot loses much of its elasticity (d). 

[Upon the excision of joints Crampron (e) observes :—* It is impossible not to be 
struck by the fact, that the constitutional disturbance succeeding to the excision of even 
so large an articulation as the knee-joint, bore no comparison in kind or in degree, with 
that which experience has proved to be the invariable attendant upon simple pene- 
trating wounds of a joint, when union is not effected by the first intention. This difference 
in the symptoms may, I think, be referred to that well-known principle of the animal 
economy, which disposes the system generally to suffer in proportion as the injured 
part is possessed of a higher or lower degree of sensibility, and as the injury is more or 
less difficult of cure by the proper forces of the constitution. Now, although it be true 
that when in an healthy state the parts which enter into the composition of a joint are 
possessed of but a low degree of sensibility, still it is well known that when suffering 
under disease there are no parts in which inflammation is attended with more exquisite 
pain, or in which the actions which tend to recovery are more slowly or imperfectly 
performed. It is not surprising, therefore, that a penetrating wound of a large arti- 
culation should be succeeded by a train of the most painful and dangerous symptoms. 
By the total excision of the joint, however, all those parts, which when diseased, in- 
fluence the constitution so unfavourably are removed from the system, and the injury 
is resolved into a case of clean incised wound, with a divided but not fractured or 
diseased bone at the bottom of it.” (pp. 207, 208.)] 


2825. All the cases in which excision of the ends of bones is to be pre- 
ferred to amputation of the limb, may be thus considered :— 

a Caries and necrosis of the joint-ends of tubular bones, which does 
not spread further. 

8 Crushing of one or several joint-ends, without further considerable 
splintering of the bone towards its body, without injury of the principal 
artery and nerves, and without great destruction of the soft parts. 

y When, under like circumstances, a musket-ball remaius sticking in 
the spongy structure of a joint-end, and cannot be withdrawn. 

6 When, in compound dislocation, a joint-end protrudes from the soft 
parts, and cannot be replaced. 


(a) Above cited, p. 119, (d) Jaxcer, Wurdigung der Resectionen; in 
(b) Above cited, p. 131. Rust’s Handbuch der Chirurgie, above cited. 
(c) Above cited, p. 141. (e) Above cited. 
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¢ Degeneration of the whole joint, from spina ventosa or osteosteatoma, 

when the boundary of the joint is not decided. 
€ Anchylosis vera, when the limb is thereby rendered useless, or very 
considerably restricted. 

n Old dislocations, with impossibility of using the limb. 

The condition of the patient’s powers deserves particular attention in considering the 
indications for excision. Much sunken condition of the patient is always to be held as 
a contraindication, and amputation is here preferable, as with the removal of the source 
of the wasting suppuration, a relatively increased quantity of blood remains in the body, 
upon which depends the frequently and so quickly favourable change in the general 


condition after amputation, whilst in excision, especially of the knee-joint, a greater call 
on the powers is necessary. 


The state of the soft parts may contraindicate excision, if they be largely destroyed or 
changed by disease. According to Moreau, the degeneration of the soft parts depending 
alone on disease in the joint-end, should by no no means forbid the operation ; fistulous 
openings, consequent on affections of the bone, generally heal after their removal; the 
damaged part of the skin might very possibly also be included in the cut necessary for 
the exposure of the end of the joint, but a greater degree of destruction of the soft parts 
must always be considered a contraindication. 

2826. The operation of decapitation includes the following acts :— The 
cut through the skin and muscles, and the exposure of the joint-ends ; the 
cutting off the bone, and the union of the wound by proper dressing. 

2827. When the patient has been properly placed and held by assistants, 
a competent person must be intrusted with the compression of the prin- 
cipal artery, which is preferable to the tourniquet, as the bleeding is in 
general trifling, and by application of the tourniquet the great venous 
bleeding is rendered more serious. 

The direction and extent of the cut depend on the condition of the 
joint and soft parts. A sufficient, but not very large cut must be made 
according to JAEGER (a), from the simplest to the most complicated form, 
in about the following scale. rst, the simple longitudinal cut —; 
second, the 4- or |—I or 4 cut; ¢hird, the YY cut; fourth, the T 
or |. or 4— cut; fifth, the L_ or i shaped cut; sixth, the L__]} cut; 
seventh, the |_| or ~] cut; eighth, the -{ cut; and ninth, the GSS 
or elliptical cut. 

For making these cuts, a pretty strong knife should be used; the flaps 
therewith made separated from the bone, turned back, and held with a blunt 
hook, or by the fingers of an assistant, the ligaments cut into and divided, 
the head of the bone dislocated, and separated from the soft parts to the 
extent of the disease, and the periosteum there cut through. If possible, 
the joint should be at once opened in making the cut through the skin, 
and the ligaments lifted up with the flaps, as thereby the whole operation 
is shortened, the pain diminished, and the cut has more positive direction. 
After the spouting vessels have been tied, a wooden or horn spatula, a 
plate of lead, or a strip of leather or of linen, should be passed between the 
soft parts and the bone, to separate them from each other, and then the 
edges of the wound are brought together with the assistant’s fingers or with 
a blunt hook. | 

2828. Close upon the spot where the periosteum has been divided, the 
bone must be cut through with a moderate-sized saw, or if it be not very 
strong and hard, with the bone-nippers, and every splinter removed with a 
little saw, the nippers, or the file. The still spouting arteries must be 


(a) Rusr’s Handbuch der Chirurgie, above cited, p. 582. 
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tied, the thickened ligaments and capsule of the joint, together with all 
superfluous skin, removed, the whole wound cleared of blood, and care- 
fully examined both with the finger and the eye to ascertain whether any 
thing hurtful remains, that it may be removed. 

In determining the boundary of the diseased bone, not merely must the extent of 
the caries be considered, but also the extent to which it has been separated from the peri- 
osteum, for if that part be left, cartes or necrosis is quickly set up on it. In such cases 
the cut must, therefore, be extended into the firmly-attached periosteum, and the bone 
must be sawn through there. If the cartes run into the spongy end of the bone, a plate of 
bone of corresponding depth to the caries must be sawn off, in which case the application 
of the white hot cautery-iron, according to MorEau, generally increases the necrosis, and 
delays the cure (JarGErR.) If the bone be diseased more extensively than was sup- 
posed, amputation is generally required; however, in regard to this, everything depends 
on whether a large piece of bone can be removed from each or from only one of the 
bones of a joint, as well also as on the condition of the joint; thus, for instance, at the 
shoulder, five or five and a half inches of the upper-arm-bone have been successfully re- 


moved. 
Of the numerous instruments which have been recommended for removing the ends 


of bones (@), the most convenient and applicable for all cases are, the common large and 
small bow saw, the knife saw, Hry’s saw of different sizes, JEFFRAY’s, (AITKEN’s,) B. 
HeEtne’s chain saw, the bone-shears and nippers, variously-formed chisels, which, 
although they jar both the bone and the neighbouring joint, and increase the pain, 
are often indispensable. Sometimes it may be convenient to divide the bone partially 
with the saw, and then to use the nippers, with which the piece of bone can be 
easily removed. 

The trickling of the blood from the wound is commonly stopped by exposure to the 
air, or with cold water ; but if it come from a spongy and thickened tissue, this must be 
removed, and cold water or some other styptic must be applied. Bleeding from a bone, 
when it cannot be checked by pressure with a sponge dipped in cold water, requires 
pressure with German tinder, with lint dipped in spirit of wine, or with little balls of 
wax. Severe venous bleeding, if it do not ccase after the removal of the tourniquet, and 
after repeated inspiration and expiration, requires the application of cold water, or some 
other styptic. If the principal trunk of the artery cr vein be wounded, which can only 
be done by awkwardness or carelessness, it must be tied; but, in general, amputation 
will be necessary. 

2829. In applying the dressing, which, according to JAEGER, is best 
done after the patient has got to bed, the limb must be laid on a pillow 
covered with oiled cloth, the ends of the bones put into proper place, either 
touching or not, and the edges of the wound brought together with the 
interrupted suture. Only when the teguments are so very thin that they 
would he cut through by the pressure of the suture-threads, should com- 
presses of lint be applied to support them (Symz.) The most depending 
part of the wound must be left open for the escape of the discharge. 
The wound must be covered with lint, the part carefully raised, and 
another oiled cloth with Scutrrrus’s bandage, compresses, and lint, laid 
upon the pillow, the limb placed on it in the position most proper for its 
future use, the several parts of the dressing applied, and, if necessary, 
secured with a suitable splint. JaEGER’s practice, however, of surround- 
ing the limb with compresses dipped in cold water and simply laid ona 
pillow till suppuration come on, seems to be best, as at this time Scu- 
TETUs’s bandage can never be applied so firmly as to give hope of keep- 
ing the bones together. 

SyMer’s ‘assertion that, after putting the limb in proper position, to swathe it in a long 
roller affords the necessary support better than splints, or stiff pieces of tin or paste- 
board, is manifestly incorrect. 


2830. The after-treatment must be conducted according to the usual 


(a) JarGeR, above cited, p. 584, 
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rules for wounds and amputations. The traumatic reaction is, according 
to the concurrent testimony of most observers, not great, and requires, at 
first, besides keeping the patient quiet, strict diet, mucilaginous drinks, and 
the use of cold applications. If there be little reaction and a cold ade- 
matous state of the parts, warm aromatic fomentations should be em- 
ployed, and a more nourishing and exciting diet. When suppuration 
begins the cold applications must be given up, and the wound dressed 
with lint and sticking plaster and bound up with ScuLretus’s bandage, 
to check any unnecessary movement of the arm. On the fifth day, those 
stitches which are most stretched must be removed, and the others according 
to circumstances from the sixth to the ninth day. When the fever sub- 
sides, more nourishment must be allowed, and the patient, usually about 
the eighth day, will have returned to his ordinary diet and drink. The 
scarring, in general, goes on quickly, and only now and then does the 
wound remain open longer (a). 

2831. Among the untoward circumstances which may occur during 
the after-treatment the following may be specially noticed, after-bleeding, 
abscesses, fistulous passages, and ulceration of the scar. 

If after-bleeding come on soon after the operation, the dressing must be 
removed and the bleeding vessels tied. If there be trickling from the 
whole wound, cold applications and styptics must be used. During sup- 
puration, if large bleeding come on, amputation will be necessary, as tying 
the great arterial trunk does away with the least hope of a favourable 
result. 

Abscesses which are formed by extension of the inflammation, or by the 
burrowing of the discharge into the neighbourhood of the operation, re- 
quire poultices and to be opened with the knife. 

Fistulous passages depend either on the continued secretion of synovia 
from a still remaining portion of the joint-surface, or on sluggish granula- 
tions of the thickened callous tissue, or on some carious part remain- 
ing, or on superficial necrosis of the edges of the bone, and require the 
continued use of aromatic applications until, in the latter case, small 
splinters of bone be thrown off. 

Necrosis after decapitation, according to JAEGER, rarely or never 
affects the medullary cavity. Any remaining carious part, if it do not 
heal after the above-mentioned treatment, requires a second excision, or if 
it spread, amputation. 

2832. The mode of dressing the sawn-off ends of the bone requires par- 
ticular attention in the after-treatment. In the upper extremity the 
formation of callus should never be the object. On the contrary, how- 
ever, in the lower limbs, and specially at the knee-joint, everything must 
be directed towards its production, and attention paid to the motions it 
will have to perform, or that state of rest in which it is to remain. If no 
callus form, a tough fibrous tissue which grows and connects the ends of 
the bones affords the limb sufficient firmness. If no firm union take place, 
if the limb be thereby rendered useless and not fixable by a firm en- 
closing bandage, it must be amputated. 


(a) JanaeRr, above cited, p. 394. 
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I.—OF EXCISION AT THE SHOULDER-JOINT. 


(Exeisio Scapulo-humeralis, Lat.; Ausrottung im Schultergelenke, Germ.; Resection 
Scapulo-humérale, Fr.) 


2833. The most important proceeding in excision of the head of the 
upper-arm-bone is to form an upper flap, asin La Fayer’s exarticulation, 
(par. 2810,) to divide the connexions of the joint, to lift out the head of 
the arm-bone, and whilst a wooden spatula is passed beneath it for the pro- 
tection of the soft parts, to saw it off. When the bleeding vessels have 
been tied, the sawn surface of the bone must be brought near the lower 
edge of the glenoid cavity, the flap laid down and fixed with sutures 
and strips of plaster, covered with lint and compresses, and the arm 
kept in proper position, by means of such bandages as DresAuLtT has de- 
scribed for fractured collar-bone. The after-treatment must be con- 
ducted in the same way as that of amputation, and bagging of pus must 
be especially prevented. 


C. Waite, OrreEp and others, operated with a longitudinal cut from the socket of the 
shoulder-joint down to the insertion of the m. deltoides, and then having divided the 
tendon of the long head of the m. biceps, lifted out the head of the bone and sawed it 
off. This method seems most preferable in all cases where only fragments of the 
crushed head are to be removed. Inchronic affections of the joint it must be presumed 
that dislocation of the head of the bone is easy under particular circumstances, that 
the ligaments are not very thick, and the like. 

Bent formed a flap from the outside of the joint by one vertical and two horizontal 
cuts, running outwards from it. SasaTirerR made a Y flap from the deltoid muscle. 

Moreau thrusts in a scalpel, at the most prominent part of the coracoid process, to 
the bone, and cuts the skin and deltoid muscle directly downwards to the length of three 
inches ; next makes another cut. parallel to it, beginning from the back part of the 
lower edge of the acromion, then connects both with a transverse cut across the acromion, 
separates the flap and turns it down. The tendons and capsular ligament are now 
divided, the head of the bone lifted out, a long pad introduced between it and the soft 
parts, and then the head is sawn off. If the caries affect the glenoid cavity and the 
acromion, Moreau lengthens the front cut over the outer end of the collar-bone and 
the hind one to the spine of the blade-bone; separates this new flap, removes the 
carious part with the bone-shears or the chisel, and then fixes the upper to the under 
flap. Especial care must be taken that as much as possible of the capsular ligament 
should be cut off to prevent inflammation and profuse suppuration. 

SyME makes a vertical cut from the acromion through the middle of the deltoid 
muscle, nearly to its attachment, then a shorter one from the lower edge of the former 
upwards and backwards, so that the outer part of the muscle is cut through. After this 
flap has been dissected up, the joint comes in sight, and when the capsular ligament, if 
existing, has been divided, the Surgeon passes his finger around the head of the bone, 
so that he may feel the attachments of the m. supra-spinatus, infra-spinatus, and subsca- 
pularis, which he easily cuts through by turning the knife first towards one and then 
to the other side. The movements of the arm should be prevented, to guard against 
irritation and displacement, and the latter by putting a pad in the armpit. 


2834. After this operation the motion of the arm may remain under 
various circumstances :—/jirst, the upper end of the remaining part of the 
upper-arm-bone may be drawn back to the glenoid cavity ; second, it may 
be drawn from the outer edge of the blade-bone to the trunk; or, third, 
separated from it, may remain isolated in the soft parts. In the first case, 
a new perfectly free joint takes the place of the old one; in the second, 
an imperfect joint is formed without much motion; and in the third, the 
lever of the arm remains without any fulerum, which, however, does not 
offer any obstacle to the direction and freedom of the movements pre- 
served (qa), 


(a) Moreau, above cited, p. 31.—Trexror, Ueber das Absiigen des oberen Endes des Humerus ; in 
Neue Chiron, vol. i. part iii. 
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II.—OF EXCISION OF THE ELBOW-JOINT. 
(Excisio Humero-cubitalis, Lat.; Ausrottung im Ellenbogengelenke, Germ.; Resection 
Humero-cubitale, Fr.) 

2835. MoreEav’s (a) method of sawing off the elbow-joint is as follows ; 
The patient lies on a table covered with a mattress, upon his belly, so 
that the ailing arm may be put at a right angle with the trunk, at the 
edge of the table, in the strongest light, and the hind part of the half-bent 
elbow may be opposite to the operator. One assistant holds the upper and 
another the lower end of the limb, and the brachial artery is compressed 
with a tourniquet in the upper third of its course. A cut of three inches 
length is now made, with a single-edged scalpel, on each side of the lower 
end of the upper-arm, to the pit of the condyle, and both are connected 
by cutting through the skin and tendon of the m. triceps; the flap is now 
dissected upwards from the bone and held by an assistant. The fibres of 
the m. brachialis internus are next separated on the inner and outer side, 
from the bone, and an ivory spatula-shaped retractor passed between it and 
the soft parts. The elbow is held fast with the left hand, and that part 
of the upper-arm-bone to be removed is sawn off with a large saw by the 
right hand. The fore-arm is then dropped, the upper end of the sawn- 
off piece of bone lifted up, the knife carried in front of it, its connexions 
separated, and as it is set free, it must be decided how it can be removed 
without violence. If both wlna and radius, at their connexion with the 
upper-arm-bone, be deeply affected with caries, the fore-arm must be lifted 
up, a cut, an inch and a half long, made on the outer edge of the upper 
end of the radius, and a like one on the hind edge of the ulna. The 
flap between the two cuts is now separated downwards, the head of the 
radius freed from its connexions, a fold of linen, in place of a retractor, 
passed between it and the soft parts, and the diseased part cut off with a 
small saw, in such a way as to preserve the insertion of the m. biceps. In 
like manner the upper end of the wlna is laid bare, protruded by raising 
the fore-arm, the carious part sawn off, endeavouring to keep the whole or 
part of the insertion of the m. brachialis internus. 

After tying the vessels and cleansing the wound, the two flaps are 
brought into place and fixed with five sutures, the wound covered with 
lint and compresses, and a ScuLTETwus’s bandage. The arm is to be laid 
half bent upon a pillow. 


DuruyTrEN (b) forms, like Moreau, two flaps on the hind part of the joint, then 
draws out the olechranon so that the ends of the bone may be better protruded. 

Syme also first removes the olechranon, cuts through the lateral ligaments for the 
purpose of freeing the lower end of the upper-arm-bone and then cuts it off. He then takes 
hold of the head of the radius with the cutting forceps, and removes the remaining part 
of the sigmoid cavity. The reason he gives for not at once removing the whole piece 
of the ulna is, that if cut through below the attachment of the m. brachialis internus, its 
removal is very difficult. 

According to Moreau, the ulnar nerve must be cut through, by which sensation and 
motion is partially destroyed. DupuyTrEN recommends saving this nerve, by dividing 
the fibrous sheath in which it is contained, and lifting the nerve with a spatula over the 
inner condyle, where it is to be held whilst the bone is sawn off. Crampton and 
JAEGER are of the same opinion. Syme also preserves the nerve, which lies close to 
the inner edge of the olechranon, and will certainly be cut through if the transverse 
cut be made beyond the olechranon towards the inner condyle. The olechranon must 
therefore be felt for and the knife thrust into the joint, with its back towards the inside, 
close along the upper surface of the olechranon, but a little nearer the radial side, and 
then cut transversely with a sawing movement, for the purpose of dividing completely 
the tough tendinous parts till the radial tuberosity is exposed. 


(a) Above cited, p. 42. (b) SABATIER, p. 45]. 
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JAEGER, in the absence of fistulous passages, always lays bare the ulnar nerve: he 
ascertains its position by feeling on the inner condyle, and then carefully makes a cut two, 
or two anda half inches long, upon it, of which the middle is upon the condyle; then 
opens the sheath of the nerve, takes hold of and lifts it up with a blunt hook, separates it 
from the soft parts, lifts it over the inner condyle, and there has it held fast with a blunt. 
hook. With the left hand he now grasps the fore-arm, and, by bending it towards the 
upper, renders the m. triceps tense, cuts through it with a strong scalpel, a quarter of an 
inch above the olechranon from the inner to the outer condyle, and opens the joint, the 
bending of the arm being still increased, the lateral ligaments and skin upon the con- 
dyles are still farther cut through. The further progress of the operation depends on 
the extent of the cartes ; if but one condyle be affected on its joint surface or on its 
outer side, the longitudinal cut must be continued upwards to the extent of the caries ; 
in cartes of the whole cubital process, a longitudinal cut of an inch and a half or two 
inches length, must be carried from each side to the pit of the condyles, the flap dis- 
sected back to the part where the bone is to be sawn through, and the operation finished 
according to MorEav’s method. Ifthe cubital process be healthy, the lower longitu- 
dinal cut of from one and a half to two inches must be made from the inside of the olechra- 
non and the outer part of the head of the radius. If the upper cut be already made, it 
must be continued downwards to the requisite extent, and the lower flap dissected from 
the ulna. If the radius be carious, a simple cut must be carried over its condyle to 
the extent of the caries. 

After excision of the elbow-joint the radius and ulna always remain separate, al- 
though they are near together and held by the soft parts. The hand retains its power 
and mobility, and the fore-arm its most important motions. Every thing, however, 
depends on the circumstance, whether the insertion of the m. biceps to the radius, and 
of the m. brachialis internus to the ulna can be preserved. JAEGER’S case, however, 
shows that motion of the fore-arm is possible, when even the insertion of the m. 
biceps has been destroyed. 

[Crampron first performed this operation in Dublin, in February, 1823; but no 
account of it was published till 1827. Syme gave (a) an account in 1829 of three cases 
in which he had performed it.—J. F. 8.] 


III.—EXCISION OF THE WRIST-JOINT. 
(Excisio Radio-carpalis, Lat.; Ausrottung im Handgelenke, Germ.; Resection du 
Poignet, Fr.) 

2836. For the excision of the lower part of the radius and ulna, first 
performed by OrrED and Moreau, Rovx (6) gives the following direc- 
tions. ‘Two longitudinal cuts are made, one along the outer edge of the 
radius and the other along the inner edge of the ulna, as near as possible 
to its inner edge, to the wrist-joint, without injuring the vessels or nerves ; 
a transverse cut is then made across the palmar and dorsal surfaces of the 
arm, avoiding the tendons. The lower end of the radius and ulna are 
then laid bare, sawn through, and the diseased carpal bones removed. 

According to JAEGER (e), in excision of the ulna at the wrist-joint, 
the arm must be placed on its radial side, so that its ulnar side be before 
the operator, the hand bent in the opposite direction, the skin made tense 
with the left thumb and forefinger, and a cut begun upon the styloid 
process, and carried up two inches on the outer side of the ulna. From 
the lower end of this another cut is made, from three-quarters to an inch 
long, through the skin on the dorsal surface of the joint, the flap dissected 
off and the tendon of the m. extensor carpi ulnaris lifted up with a blunt 
hook. The wna is now laid bare on the upper and under surface, the 
joint cut into above and on the side, whilst the hand is bent rather to 
the other side. The skin and tendons are then held back with a blunt 
hook, and either a small Hry’s saw or a phalangeal saw applied at the 
upper sound part of the bone, which is then sawn through. The piece of 


(a) Edinburgh Medical and Surgical Journal, (b) Above cited, p. 54. 
vol, xxxi. p. 256. 1829. (c) Above cited, p. 678. 
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bone is now taken hold of with the forceps, drawn out and rolled down- 
wards, and its inner connexion with the radius divided. The end of the 
ulna is then seized with a sharp double hook, drawn forwards, and its con- 
nexion with the radius at the joint divided. 

In excision of the radius, the arm is placed on its ulnar side, a cut two 
inches long is made upon the inside of the lower part of the radius from 
above downwards to its styloid process, and from the lower angle of this 
wound a transverse cut, an inch and a half long, upon the dorsal side of 
the wrist. After the flap of skin has been dissected up, the sheath of the 
tendons is cut into, the tendons separated on both sides from the radius, 
and held by a blunt hook. The ligaments are made tense by bending 
the hand in the opposite direction, cut through from above and on the 
side, the radius dislocated, and as much of it sawn off with the phalangea 
saw as had been sawn off the ulna. 

After cleansing the wound the fore-arm and hand are laid upon a pillow, 
the ends of the bones brought together, the longitudinal and transverse cuts 
united with sutures and the angles of both wounds left open. The joint 
is surrounded with oiled cloth and compresses dipped in cold water applied ; 
when suppuration has set in ScuLTETUs’s bandage is to be put on. 


Dustep makes a longitudinal cut on the ulnar side of the wrist, draws the edges of 
the wound asunder, divides the lateral ligaments, abducts the hand, isolates the end of 
the ulna and protrudes it as far as possible outwards, separates it from the radius, passes 
a wooden spatula between them, and saws through the bone above the diseased part. 

The method laid down by VELPEaU does not answer the purpose; it consists in con- 
necting the longitudinal cuts on the side by a transverse cut on the back of the hand, 
and the flap being dissected back; in the soft parts being separated from the front of 
the bones, and in a plate of wood or lead being pushed through, upon which the radius 
and ulna are sawn through, and the connexions of the joint divided one after the other. 

(Burr (a) of Portsmouth, Virginia, U.S., removed a large portion of necrosed ulna, 
sawing it through about four inches below the olechranon, and exarticulating it at the 
wrist. In three months the man was able to return to his trade as a carpenter, with 
flexion, extension, and rotation of the joint as uninterrupted as ever. | 


IV.—OF EXCISION OF THE HIP-JOINT. 
(Excisio Coxe, Lat.; Ausrottung im Hiiftgelenke, Germ. ; Resection Coxo -fémorale, Fr.) 


2837. Excision of the head of the thigh-bone, which in the seven cases 
hitherto published has had but one successful result, has been variously 
given in reference to the direction and nature of the cut. 

First. By a simple longitudinal cut which, beginning an inch or two 
above the great trochanter descends three inches below it on the outer 
side of the thigh. After the division of all the tendons, the opening the 
capsule and division of the round ligament, the head of the thigh-bone 
is dislocated by turning the knee inwards, and then sawn off (WuiITE, 
VeERMANDOIS, SEUTIN, OPPENHEIM, and others). Roux holds a single 
vertical cut insufficient to lay bare properly the head of the thigh-bone, 
and suitable only in cases of destroyed ligaments and gun-shot wounds. 
OrrenueEtm (b) considers a simple cut as the best method, inasmuch as it 
is the most simple, is least injurious and heals most readily. 

Second. By the formation of a flap, either as a. A {_] shaped flap on the 
outer side of the joint, according to the method of Percy and Roux; or 
B. A triangular flap, according to JAEGER’s plan, by a longitudinal cut 
beginning from two to two and a half inches above the great trochanter, 
and descending three inches below it, so as to make in the whole a cut, 

(a) Philadelphia Journal, vol. i. p. 117, 1825. (b) Hamburger Zeitschrift, vol. i. part ii. 
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from four anda half, to five and a half inches long, from the upper end of 
which a second cut of four inches is carried backwards and downwards. 
The triangular flap thus formed is dissected up, the insertion of the muscles 
at the upper and fore part of the trochanter cut through, the capsular 
ligament, and every spouting vessel tied, the head of the thigh-bone dis- 
located by turning the knee inwards, the round ligament cut through, a 
Spatula passed under the neck of the thigh-bone, and that or the ereat 
trochanter sawn through with a small bow- or knife-saw. If the upper 
edge of the hip-socket be carious, it may be removed with Hry’s saw, and 
the socket itself touched with the actual cautery. y, A semilunar flap, 
according to VELPEAU, in which the cut is carried from the front upper 
spine of the i¢wm to the ischial tuberosity, and a semilunar flap with its 
convexity downwards, is dissected up, and the back of the joint opened. 
Hewson’s method of making a semilunar flap above the trochanter, and 
turning it downwards, is inefficient. And like it is JanGer’s semicir- 
cular cut carried round the great trochanter with its convexity upwards. 

Third. By TExtor’s oval cut; he makes a cut beginning two inches 
above the great trochanter, carries it obliquely backwards and outwards, 
and ends it about an inch before the little trochanter. To this first cut 
follows a second, which, beginning on the front of the thigh opposite the 
point where the former ended, is carried obliquely outwards and upwards, 
and meets with it at a rather acute angle above the great trochanter. This 
second cut at first divides only the skin, but afterwards is continued down 
to the neck of the thigh-bone. The soft parts are then separated from 
the great trochanter, the capsular ligament cut into with a strong scalpel 
from within outwards, following always the edge of the hip-socket, over 
half its extent, down to the head of the thigh-bone, the knee being then 
bent inwards, the round ligament is divided with the scalpel, the head of 
the bone dislocated, fixed with the hand, and a knife carried round the part 
where the bone is to be divided, so that the track of the saw may be made 
easy and then the bone cut through with the osteotome, or with a small 
bow- or knife-saw. 

When the operation has been finished, the vessels tied, and the wound 
cleansed, some sutures are put in at the upper part, and supported with 
straps of plaster, but the lower end is left open with a strip of linen in it, 
to favour the escape of the discharge. The wound is covered with lint 
and compresses, which are kept together with a cloth passed around. The 
feet may be tied together, or, if circumstances permit, HagEporn’s appa- 
ratus may be put on. 

Of the seven cases, published, of excision of the neck of the thigh-bone, but one has 
terminated successfully. It is incorrect to include with these, those cases in which the 
head of the thigh-bone had been completely destroyed by caries, or had been removed 
necrosed, (SCHMALZ,) as well as the mere sawing through the neck of the bone in anchy- 
losis, (BARTON, RocErs.) A case of KiucE’s (a) and one of OntE’s (6) are doubtful. 

ANTHONY WHuiTE (c) cut off the head of the thigh-bone in a boy of fourteen years, 
on account of very severe hip disease ; four inches of the bone were removed, it formed — 
a very useful artificial joint; the patient lived five years, and could use the bone per- 
fectly well; it did not even appear much shortened. CARMICHAEL (d) performed the 
operation on a young woman for medullary sarcoma of the thigh, but she died next day. 


OPPENHEIM (e) performed it on account of a crushing of the head and neck of the thigh- 
bone, and of the great trochanter, by a musket-ball; he sawed off the lower end of the 


(a) Wagener, Article Decapitatio; in Buscy, (c) London Medical Gazette, vol. ix. p. 852. 
von GRAEFE, HureLanp, and Ruponpar’s Ency- 1832. 
clopaedisches Worterbuch, vol. ix. p. 188. (d) OppenHEIm’s Zeitschrift, vol, i. 
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fracture close to the little trochanter, enlarged the wound upwards, and after dividing 
the capsule and round ligament, he removed the three pieces of the head and also the 
bullet. The patient died eighteen days after. Hrwson (a) performed this operation 
for caries ; the bone was sawn off above the little trochanter. The patient died three 
months after, in consequence of the burrowing of a large quantity of pus, which passed 
by an opening in the hip-socket into the pelvis. Srurrn (6), in a gun-shot wound 
which had split the neck of the thigh-bone to pieces, and injured the soft parts but little, 
made a cut from the crest of the hip-bone, to three inches above the great trochanter, 
adducted the limb, dipped into the bottom of the wound, and removed fifteen loose pieces 
of bone of various size and form; the lower fragment of the bone was lifted out of the 
wound and sawn off beneath the lowest split portion.” The getting out the head of the 
bone, which was broken immediately in the cavity of the socket, was difficult; including 
the neck and head, six inches of the bone were removed. The contentive apparatus, 
and a half-bent posture on a double inclined plane, were employed. The patient died 
on the ninth day, of gangrene. 

TrxrTor (c) has operated three times. In the first case, on a child seven and a half 
years old, on account of fracture of the neck of the thigh-bone, and abscesses following ; 
the head of the bone, and two inches from the great trochanter, above the little trochanter, 
were removed. In the second case, in a young man of eighteen, for cartes of the head 
of the bone, the patient died on the fourth day. In the third case, in a man of fifty-four 
years, on account of caries of the great trochanter, and of the neck of the thigh-bone, six 
inches were removed, and the patient died on the fifty-third day. 

The interesting results after removal of the head of the thigh-bone in brutes, in refer- 
ence to the regeneration of bone, are given in Hrrnr’s (d) experiments. 

(CuarLes WuITE would seem to have been the proposer of excision of the head of 
the thigh-bone, although he did not perform the operation, for he observes (e) :—“ I have 
likewise in a dead subject, made an incision on the external side of the hip-joint, and 
continued it down below the great trochanter, when cutting through the bursal ligament, 
and bringing the knee inwards, the upper head of the os femoris hath been forced out 
of its socket, and easily sawn off; and I have no doubt but that this operation might be 
performed upon a living subject with every prospect of success. The Royal Academy 
of Surgery at Paris proposed for a prize question, whether amputation of the thigh at 
its articulation with the os innominatum, was ever advisable; but, was I under a 
necessity of performing this operation, or that which I have been describing, I should 
not hesitate a moment which to prefer.” (p. 66. 

The first successful excision of the head of the thigh-bone was performed in West- 
minster Hospital by ANrHony Wuirs, in April 1822, to which CuELtus refers above, 
from the slight notice by Bratz. It has since been fully published by 8. Cooper (f), 
from notes furnished by Waurre, who has also kindly given me the following more 
concise account.—J. F. Ss. 

Case.—* John West, when nine years old, slipped down stairs and slightly hurt his 
left hip. After a few weeks, he was observed to limp in his gait, and complained of 
stiffness and pain in his groin; and subsequently he lost the power of locomotion, had 
the usual symptoms of disease in the hip-joint, and the head of the thigh-bone became 
displaced and rested far back on the dorswm ilii. He suffered very acutely, and under- 
went the usual treatment of cupping, blistering, with every other mode of local and 
constitutional treatment for many months, but without benefit, and after a time sup- 
puration in the joint took place, which was evacuated from the front and upper part of 
the thigh. Temporary relief was thus obtained, but during two years a succession of 
similar abscesses formed around, and small portions of bone were frequently protruded 
through the sinuses which remained, and, more especially, from those formed over the 
pubes, At the end of the third year he was in the greatest possible state of emaciation, 
no longer suffering acute pain, but exhausted by the previous suffering and by an over- 
whelming discharge from numerous apertures. The integuments over the displaced 
bone had become at various parts absorbed, and the bone at these points was readily 
found to be in a state of superficial caries. The knee had been long imbedded and 
immovably fixed on the inner side of the opposite thigh, and the right side on which 
he could alone lie was cruelly galled with bedridden ulcerations. The formation of 
fresh abscesses had for some months ceased and further diseased processes were not 
apprehended. In the month of April it was determined, on consultation with Tra- 

(a) OpPpENHEIM, above cited. Ueber die Resection des Hiiftgelenkes. Wiirz- 

(b) Gazette Médicale de Paris, vol. i. p 135. 1833. — burg, 1840. é 

(c) Leronp, F., Ueber die Resection des Hiift- (d) OppENHEIMER, above cited, p. 51. 


elenkes. Wirzhurg, 1834.—OpprENHEIMER, S. (e) Cases above cited. 
: Cf) Dictionary of Practical Surgery, p. 272. Edition of 1838. 
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VERS, to remove the head of the bone; the circumstances of his health, with the excep- 
tion of great emaciation, not forbidding it. 

Operation.—* An incision was first made through the integuments, beginning about 
an inch above the point where the head of the femur was deposited, and then carried 
down the centre of the bone to a point as far as was considered necessary for sawing 
through it. The integuments were then separated on each side, making their dissection 
as close to the bone as possible. The straight saw was then used and the femur divided 
without difficulty about two inches below the top of the great trochanter and including 
the little trochanter. So closely adherent was the upper portion of the bone to the alium, 
that I was compelled to introduce a spatula between the sawn ends and used it as a 
lever, by which he was enabled to detach the subjacent parts, and to finish the opera- 
tion. A very small quantity of blood was lost, and the boy suffered less than was 
anticipated. The bone had lost very little of its original form; the round ligament and 
the cartilage were gone, and the head of the bone was slightly affected with superficial 
caries. Several patches were also seen on other parts where absorption of the surface 
had taken place. Neither the finger nor probe could detect any morbid condition of 
the ilium, but the original site of the acetabulum was not to be found. 

“ ‘The knee was now gently carried outwards, the removal of the fixed head of the 
Jemur now no longer acting as opposing that movement; and the divided end of the 
bone which had been exposed during the operation was thus brought deeply into the 
wound. After the dressing and application of bandages necessary to retain the parts 
in their new situation, and also to secure the limb in the straight line with the body, 
he was put to bed upon his back, and treated as for compound fracture. A slight attack 
of symptomatic fever ensued, which did not continue beyond a few days. 

“The wound quickly healed; the various sinuses soon ceased to discharge, and the 
health of the patient speedily improved. Within twelve months he enjoyed a most 
useful compensation for the loss of the original joint; had perfect flexion and exten- 
sion of the thigh, and every other motion except that of turning the knee outwards. 
The limb, of course, remained shorter, by as much as had been cut off from the top of 
the thigh-bone.” He died five years after the operation, of phthisis, and an opportunity 
was thus obtained of ascertaining the condition of the parts. 

Examination—The thigh-bone had been sawn off a little below the less trochanter ; 
the upper end of its shaft was largely covered with fibrous tissue and very loosely 
though firmly connected on the inner side with a mass of this structure which filled 
up the hind part of the hip-socket, so that the top of the shaft lay against but not at all 
supporting the upper lip of the socket, the front of which seemed filled with bone. It 
is probable that before the operation, as usual in cases of advanced disease of the hip- 
joint, the margin of the socket had become everied, and the whole socket shallowed. 
There was no appearance of synovial membrane, capsular ligament nor other part 
of a true joint. And the condition may be described as that of a soft anchylosis with 
the connecting medium so long as to admit of very free movement. The preparation 
is now in the Museum of the Royal College of Surgeons of England ; and from careful 
examination of it, the account I have just given is drawn up.—J. F. 8. 

The second successful case is FERGusson’s (a), who operated in March 1845, on a boy 
of fourteen years, who had been first attacked with hip disease thirteen months previous. 
“The head of the bone could be felt through the soft parts, lying on the dorsum ilit, and 
its identity could be more accurately ascertained by passing the finger into a large 
sinus, which opened on the surface, over and behind the trochanter major. The articular 
extremity was so isolated that the finger could be passed round it in all directions. 
* * * A longitudinal opening about six inches long, was made in the line of the 
Jemur, extending from over the head of the bone to a little below the trochanter major, 
and the tissues were separated from the shaft of the bone, so as to permit a curved needle 
to be used for the introduction of a chain-saw.” This, however, broke, and “I was 
compelled to adopt another mode of procedure. With a sharp-pointed bistoury, I 
separated all the soft parts from the neck of the bone and the trochanters, and then, by 
causing the knee to be moved across the opposite thigh, and using the femur as a lever, 
the head and portion of the bone thus isolated, was so thrust out of the wound, that I 
could with facility apply the ordinary saw for the requisite section. Not being satisfied 
with the condition of the interior of the bone at the surface exposed by the saw, I en- 
larged the opening, and removed about three quarters of an inch more, then closed the 
wound with a few points of interrupted suture, and covered it loosely with a pledget of 
lint. No vessel of sufficient magnitude to require a ligature was divided. The cotyloid 


(a) Excision of the Upper end of the Femur, in an example of Morbus Coxarius; in Med.Chir. 
Trans,, vol, xxviii. 1845. 
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cavity was filled by a fibro-gelatinous mass, similar to the lining of the sinus. When 
the patient was put to bed, a long splint was applied, with a view to keeping up gentle 
extension. * * * There was scarcely any shock succeeding to the operation, and the 
chief complaint was pain in the knee, which for some days after, was more severe than 
at any previous period. * * * ‘The length of bone removed was four inches and a 
quarter, measured through the curve of the neck and shaft, and the limb is now (after 
his recovery) two inches and a half shorter than its fellow. The cartilage was almost 
entirely removed from the head of the bone, and the surface was in a state of ulcera- 
tion. The trochanter and rest of the shaft seemed in a healthy condition.” (p. 572-76.) 
The operation was performed on the lst of March, and on the 8th of May he was able 
to get up and move about on crutches. Some months after he was in good health, walked 
about on crutches, and had “free movement both at the knee and hip, and already at 
the latter part, has considerable power in elevating the thigh by the action of the psoas 
and tliacus tnternus muscles.” (p. 579.) 


V.—OF EXCISION OF THE KNEE-JOINT. 
(Excisio Genu, Lat.; Ausrottung im Kniegelenke, Germ.; Resection du G'enou, Fr.) 


2838. In exetsion of the knee-joint, according to Moreav’s method, 
after placing the patient on his back, and compressing the femoral artery 
with a tourniquet, two longitudinal cuts are to be made, one on each side 
of the knee, beginning from two inches above the condyles of the thigh- 
bone, and running down till they reach the shin-bone, where they are eon- 
nected by a transverse cut below the knee-cap. ‘This flap, together with 
the knee-cap, is turned up, and the latter, if diseased, removed. The 
knee is then bent, so that the exposed condyles protrude on the sides, 
the soft parts very carefully separated from the hind part of the bone, 
pressed backwards with the left forefinger, and the bone sawn off. If 
the joint-ends of the shin- and splint-bones must also be removed, a 
longitudinal cut is made upon the front edge of the shin-bone, and the 
already-made outer cut lengthened to the head of the splint-bone; the two 
flaps thus formed are now turned down, the head of the splint-bone 
removed with a small saw, and afterwards the head of the shin-bone cleared 
and sawn off. After the bleeding is stanched and the wound cleansed, 
the soft parts are brought together and covered with lint, compresses, and 
Scuuterus’s bandage. The whole limb is placed on a long chaff pillow, 
and kept in this posture with two well-padded splints, so as to prevent any 
movement of the limb, but without pressing on it.. 


Park made a longitudinal cut, beginning two inches above the knee-cap and ending 
two inches below it; then a transverse cut above it down to the thigh-bone, nearly in a 
half circle around the joint. He then removed the knee-cap, divided all the ligaments, 
and carried a narrow knife close above the condyles behind the thigh-bone, thrust in a 
spatula, sawed off the bone, and then protruded the head of the shin-bone forwards. 

Miper (a) proceeded in like manner; only, after having cut through the thigh- 
bone, he bent the leg, by which the condyles were protruded, and then he sawed off the 
upper part of the shin- and splint-bones, having passed a spatula behind them. 

Sanson and Beatin (b) recommend, after half bending the leg, to make a transverse 
cut from one lateral ligament to the other, and to divide them and the ligament of 
the knee-cap at a stroke. The joint-surfaces of the thigh- and shin-bone are then easily 
laid bare ; and by continuing the cut, according to circumstances, along these bones, the 
joint-surface of one or other bone may be protruded and thus easily sawn off. 

Jarcer proceeds in like manner, making upon a transverse cut nine inches long, 
which divides the ligament of the knee-cap and the lateral ligaments, two side cuts an 
inch long, of which each is distant about an inch from either end of the transverse 
cut +P. fe 

According to Symx (c), two semicircular cuts should be made across the fore part of 


(a) WacuteER, above cited. 
(b) SaBATIER, above cited, p. 497. (c) Above cited, p. 133. 
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the joint, .xtending from one lateral ligament to the other, meeting at their extremi- 
ties, and including the knee-cap between them. Very free room will thus be afforded, 
which may be easily enlarged, if required, by cutting longitudinally at the point of 
union of the transverse incisions. 

The transverse cut, according to JAEGER’s method, has the advantage of at once 
affording a close insight into the seat and extent of the disease, and assists in the 
necessary variations of the operation. This proceeding is safer than Moreav’s, as the 
separation of the soft parts from the back of the thigh may be effected without the 
slightest danger, and the longitudinal cut may be rendered either unnecessary, or at least 
of but half the length formerly employed. , 

According to Moreau, the cure does not take place by the union of the ends of the 
bones with callus, as ParK, and Moreau, the father, supposed ; however, in MULDER’s 
case, even in twelve days after the operation, good callus had been formed; and, on 
cutting into it three months after, it was found well formed; only a partial destruction 
seemed to have taken place in it by the suppuration. 

JAEGER is also of opinion that true bony union by callus follows very rarely, and that 
even in most of the successful cases, only a tough fibrous tissue, like the intervertebral 
substance, or the ligamentous bands in many fractures of the neck of the thigh-bone, is 
formed, but which does not in the least oppose the movements of the joint, as there is a 
restricted artificial joint and a sort of motion. He correctly seeks for the causes of the 
non-union, in the very extensive removal of the ends of the bones, in the undoubted 
destruction of union by improper dressing, and the early movement of the joint. The 
whole of the condyles, therefore, should not be removed, so that the thigh-bone may 
rest with a broad surface on the shin-bone; such an apparatus should be applied that 
the limb should very rarely be lifted up to be used, and the knee should be free. For 
the first four weeks the patient should observe the strictest quiet, the splints should only 
be removed after the complete closure of the fistulous passages ; and the first attempt at 
rotating the thigh should not be made before the tenth or twelfth week, and raising the 
- leg only after sixteen weeks. 

Syme (a) believes that it is often very difficult after the operation to bring the limb 
exactly straight, on account of the contracted state of the flexor muscles, which pre- 
vent it being straightened, notwithstanding the relaxation, which arises from the 
shortening of the limb; that it is best to place the limb on a double-inclined plane, and 
in as good a position as is possible, with suitably-strong pasteboard splints. In some days 
the tension ceases, and the bone must again be put perfectly straight. During the cure 
no absolute rest of the limb is observed, for the purpose of preventing actual anchylosis 
or bony union, as the very long bone that would be thus formed, besides being very 
inconvenient, as the joint is stiff, would be also more exposed to the danger of being 
fractured, as it offers a long lever to any violence which may act upon the extremity. 
Great mobility would render the limb useless. The principal difficulty in the cure 
consists in preventing the tendency of the limb to bend outwards, as well, also, as in 
preventing too free motion. 

[I cannot refrain from noticing here a case of compound dislocation of the thigh- 
bone behind the leg which occurred to ANTHONY WHITE some years since in West- 
minster Hospital, and for the following slight sketch of which, from memory, I am 
much indebted to him, as it is one of the most remarkable amongst the many instances 
of constitutional power, in young persons, with which I am acquainted. 

Case.— Matthew Burgess, aged seven and a half years, whilst running behind a 
cabriolet on August 2nd, 1839, had his left leg caught in the wheel, which twisted and 
dislocated the condyles of the thigh-bone through a large transverse wound above the 
bend of the knee-joint, and extending a little in front of either hamstring. The twist 
was so violent, that the condyles were also forced through the leg of his duck trousers, 
where they lay, on his admission into the hospital in the morning. The trousers 
having been cut off and the parts examined, neither popliteal nerve, vein, nor artery 
were found in the pit between the condyles, and it was not certain that they had not 
been torn through. Attempts were made to replace the bone, but without success. 

Looking at the child’s age, WHITE was very averse to amputate the limb, and on 
consideration was determined to make an effort to save it. The boy was, therefore, 
left some hours that he might recover the immediate shock of the accident, and towards 
evening having cheered up, WHITE passed a broad plaster spatula between the front of 
the condyles and the skin of the calf of the leg upon which they lay, and without dif- 
ficulty sawed them off. The sawn shaft immediately dropped into its place, and on 
passing the finger into the wound, which could not previously be done, it was with 


(a) Above cited, p. 134. 
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much pleasure that the popliteal artery was found pulsating. The limb was then 
placed on the side with the knee a little bent, the wound dressed, and some splints 
applied to keep it steady. Directions having been given to cut a hole through the bed, 
so that his motions might be passed without alteration of his position, this was made so 
large that in the course of the night he slipped right through, and was found on the 
floor. He was immediately replaced and the apparatus re-adjusted. I am not in- 
formed how he went on, but at the end of a twelvemonth, short of four days, he was 
considered well enough to leave the house, the wound being healed; but he could not 
bear upon his leg. Some months after a large abscess formed in front above the 
head of the shin-bone, and after the lapse of twenty months from the time of the acci- 
dent, a large piece of bone about an inch thick exfoliated, and came away. From this 
time his amendment was permanent, and about five or six months after he became able 
to bear on his leg, and at last to walk, having a wooden pin, about four inches long, 
fixed on the sole of his shoe, which was firmly fastened to the back of his leg by a 
light iron shield fitted to it. 

January 5, 1847.—I saw the boy, now fourteen years of age, a stout lad. The thigh- 
aud shin-bone are firmly anchylosed by bone, in a slightly-bent posture. The scar 
is very distinct, and to the extent already described. The leg and foot are inclined 
a little outwards, so that the inner joint-surface of the head of the shin-bone juts 
forwards before the shaft of the thigh-bone, and is rounded. The connexion of the 
two bones seems to be complete right across. The knee-cap is distinct, rather small, 
quite free from anchylosis, and capable of being moved a very little from side to side, 
but quite sufficiently to show that its natural condition is unchanged, Above the knee- 
cap is the scar by which the exfoliated bone came away. The calf-muscles are larger 
than usual, I think, for a boy of his age, which is rather remarkable, as the m. gastroc- 


‘geeks ae must have been completely deprived of its principal upper attachments. 


VI.—OF EXCISION OF THE ANKLE-JOINT. 
(Excisio Tali, Lat. ; Ausrottung im Kniegelenke, Germ. ; Resection du Pied, Fr-) 


2839. Excision of the lower end of the shin- and splint-bones was first 
performed by Moreau (a) in the following manner :—The patient being 
laid on his sound side, on a table covered with a mattress, the knee bent 
and the leg resting on the whole length of its inner surface, one assistant 
grasps it above, and another at the foot. The scalpel is thrust in perpen- 
dicularly upon the hind edge of the lower end of the splint-bone, the skin 
and cellular tissue cut through from above downwards, and the wound 
about three inches long, ends in a transverse cut, extending from beneath 
the outer ankle to the m. peroneus tertius. ‘This flap is now separated from 
the surface of the splint-bone, turned up, and held upon the front of the 
leg. The m. peroneus longus and'brevis are now separated from the part 
of the bone to be removed, which being cut off at the proper length 
with a sharp chisel, can be easily taken away. Through the same wound 
the lower end of the shin-bone is to be separated from all the soft parts 
attached to its outside. The patient is now to be turned round, the leg 
laid on its outer side, and a fresh flap made by one cut, three inches long, 
on the back and inner edge of the shin-bone, and another from the lower 
eud of the former, running below the inner ankle to the m. tibialis antiecus, 
and the flap then turned up. The fleshy parts attached to the back of the 
shin-bone are then separated to the height determined by the caries, SO 
that the finger can be passed between them. The leg is then turned on 
its front, and carried so far from the other leg, that the operator can kneel 
down between its inner side and the edge of the table. A small narrow 
saw, with a blade six inches long, is now passed from within outwards, 
through the opening between the muscles and the bone, to the other side, 
then worked, and the handle sunk as it gets deeper in. After the sawing 

(a) Above cited, p. 91.—Roux, above cited, p. 53. 
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is completed, the divided piece of bone must be freed and removed through 
the inner wound; in doing which the tendons of the m. tibialis posticus 
and of the m. flexor quartus digitorum longus must be avoided. The 
chiseled end of the splint-bone must be made to correspond to the shin- 
bone. If the disease have attacked the astragalus, all that part of the 
bone which is affected must be carefully chiseled away, so as not to leave 
a cut surface, which will prevent the new connexion between it and the 
shin-bone. 

After the wound has been cleansed and the bleeding stanched, each 
angle of the flaps is to be fastened with a suture, the knee half bent, the 
leg placed on its outer side, supported on a chaff pillow, and the wound 
covered with lint, compresses, and a Scu,rerus’s bandage. 


JAEGER (a) has modified Morrav’s method in the following manner, The longi- 
tudinal cut of three inches is sufficient, but the transverse cut must be larger, about two 
inches and a half, as he now only meddles with the skin, and therefore passes over the 
tendon of the m. peroneus tertius without injuring it. The |_ shaped flap is dissected 
upwards, the external malleolar sheath opened, and both tendons and muscles dissected 
from the back of the splint-bone. The anterior, posterior and external ligaments of the 
splint-bone are then cut away from that bone, the joint opened, and next the ligaments 
between the splint- and shin-bones, cut through, and the splint-bone divided above the 
diseased part with a chain saw, or in want of this, nipped off with the sharp bone-nip- 
pers; the outer ankle is then grasped with the fingers of the left hand or with forceps, 
pulled up and completely separated from its hind connexions with the shin-bone ; and 
whatever splinters remain must be taken away also. The joint-surfaces of the shin- 
bone and astragalus being now exposed, if they be found healthy the operation is con- 
cluded ; but, if otherwise, the extirpation of the inner ankle must be proceeded with. 
For this purpose the longitudinal cut of three inches must be carried through the middle 
of the inner ankle, and the transverse one forward an inch and a half, it may also be 
lengthened backwards so that a L shaped cut may be formed. The flap is now, toge- 
ther with the fascia, to be dissected off close to the bone, the internal malleolar sheath 
opened, and all the parts on the back of the shin-bone, together with the nerves and 
vessels, carefully separated from the bone; and also on its front, the deltoid ligament 
cut through and the whole joint opened, in doing which the foot is again turned and the 
wound entered from the outside. After opening the joint, the inner ankle must be 
dislocated and brought out of the wound, by which the foot is turned at a right angle and 
rests on its sole. The shin-bone is then sawn off above the ankle with a small bow-saw. 
If the upper part of the astragalus be diseased, a small knife-saw may be passed into the 
wound, with which it may be sawn off, er what is better it may be removed with the file. 

Throughout the whole of this operation no tendon need be wounded, and the front of 
the annular ligament not cut through, as otherwise the antagonism to the ACHILLES’ 
tendon is taken away, and the operation is without satisfactory result (0). 

MuLpeER (c) removed the lower end of a carious splint-bone, in doing which he first 
took off the fungous growth from the bone, then removed a portion of healthy bone to- 
gether with the diseased part, enlarged the wound downwards with the scalpel below 
the ankle, separated it from the interosseous ligament, and through the capsular liga- 
ment and removed the lower part of the splint-bone. Kerst (d) also proceeded in 
nearly the same manner. 

[Excision of the Ankle-Joint is most commonly employed in English practice, for 
compound dislocation, in which the shin- and splint-bones, both usually, broken from 
their malleolar processes, which still remain attached to the astragalus, are protruded 
through the skin wound, and either cannot be drawn back into their place, or if they 
can, are held to excite such irritation by the inflammation of their synovial covering, 
as to endanger the life of the patient, or at best to render the cure very tedious and ex- 
hausting. Under such circumstances, AsttEy CoopER strongly advised the protruded 
ends of the bones should be sawn off, and afterwards the shaft replaced. If the patient 
be young, there is generally little shortening of the limb even after the removal of half 


an inch or an inch of bone; and in the cases I have seen, anchylosis generally has not 
followed.-—J. F. S.] 


(a) Above cited, p. 688. trige zur Natur und Heilkunde, vol. ii. p. 142. 
(b) WesxER, B., Zwei Resectionen im Fuss- 1827. 
gelenke; in Friepericu und HesseLBacn’s Bei- (c} WacuTer, above cited. 


(d) Heelkundige Mengelingen. Utrecht, 1835,—Hamburg. Zeitsch., vol. ii. part ii. p. 169. 
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2840. After decapitation of the splint-bone the wound is to be lightly 
filled with oiled lint, the flaps fastened with some sticking plaster, the 
wound covered with lint, and the foot laid upon its outside with the knee 
half-bent, upon a chaff pillow covered with lint and compresses, and the 
usual dressings. 

After decapitation of both bones, their ends must be brought near to the 
heel, the longitudinal and transverse wounds brought together with su- 
tures, the angle of the wound left open for the escape of the discharge, 
the wound covered with lint, and a bandage applied in the usual way. 

According to Morrau and Boyer, during the treatment the foot 
should be steadied by a foot-board attached to two side splints on the leg, 
to keep it immovable. This JazGer thinks only of consequence if the 
shin-bone be left. In his case he dislocated both bones on the outside 
and placed them in SHarpr’s concave splints on SAUTER’s swing, till he 
applied the common splints. . 


During the cure the ends of the bones approach each other, and become firmly 
united; in consequence of which, in many cases, when the astragalus is left entire 
motion is destroyed. This firm connexion is only first produced in the space of a year, 
from the use of the limb. 

After the healing of the wound Suarr’s splints must be applied. So long as the foot 
is not firm, the patient must walk with a crutch, till at last he can be fitted with a heel, 
corresponding with the length of the lost bone (JAEGER. ) 


VII.—OF EXCISION OF THE JOINTS OF THE METACARPUS AND 
METATARSUS. 


(Excisio Metacarpi et Metatarsi, Lat.; Ausrottung in den Gelenken der Mittelhand- und 
Mittelfussknochen, Germ.; Resection des Metacarpiens et des Metatarsiens, Fr.) 

2841. In the metacarpal and metatarsal bones, decapitation has the 
great advantage of preserving the joint. ‘The decapitation of the meta- 
carpal and metatarsal bones is performed with a longitudinal cut carried 
to the extent of the portion of bone to be removed, the sheath of the tendon 
covering it opened, laid aside, the muscles separated from the sides of the 
bone, and the joint opened from above. The chain saw is then introduced 
by means of a small semicircular needle, or a narrow finger-saw is passed 
beneath the bone which it divides, or it is cut off with Lisron’s cutting 
forceps, or with the osteotome, lifted up, and whilst turned forwards or 
backwards, is completely separated from the soft parts. 

After the wound has been cleansed, a connecting bandage is put on and 
cold applications made. To keep the bone in proper position, it is necessary 
to fasten a narrow pad, a foot long, on both sides, or upon the dorsal and 
plantar surface of the foremost phalanx with sticking plaster, and by 
drawing back equally the ends of the long pad the bones are kept 
together, and the ends of the pad are fastened upon the wrist or ankle- 
joint with plaster. On the foot, with a foot-board, a pad of lint and some 
straps of plaster are commonly used, passed over the end of the phalana, 
and the ends brought over and fastened on the foot. 

In old dislocations of the metacarpal bone of the thumb, decapitation is often indi- 
cated, and frequently performed. TExToR removed the end of the middle metacarpal 
bone and the os magnum in a case of caries. TExTor, Kramer, and Rovx have also 
decapitated metatarsal bones; and Fricke has obtained most successful results there- 
from (q). 

(a) Genet, Ueber Resectionen ; in Hamburg. Zeitsch., vol. iii. part iv. 
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VIUI.—OF EXCISION OF THE LOWER JAW. 


(Excisio Maxille Inferioris, Lat.; Ausrottung des Unterkiefers, Germ.; Resection de la 
Machoire Inférieure, Fr.) 


2842. Excision, Decapitation, and even the total Extirpation of the 
Lower Jaw, may be indicated by various kinds of disease (1). First, On 
account of cancerous degeneration, which has extended from the lips to 
the bone, or when the cancer has arisen in the bone itself. Second, On 
account of osteosteatoma, osteosarcoma, spina ventosa, or fungoid degene- 
ration of the jaw. Third, On account of deep-seated caries. Fourth, 
On account of exostoses, which cannot be removed at their base. And, 
Fifth, on account of want of union of fractures of the lower jaw. Accord- 
ing to the difference of the seat and extent of the disease, excision of the 
middle part, the chin, or of the sides, with or without the removal of 
the processes at the same time, or even the extirpation of the whole lower 
jaw-bone, may be required. 

That this operation should have a favourable result, the skin must be 
sound to such extent that it can properly cover the place of the removed 
part, and swelling of the neighbouring glands, or the signs of general can- 
cerous dyscrasy must not in general forbid every operation. The hope of 
a favourable issue is greatest in sarcomatous degeneration of the jaw, but 
it is doubtful in all cancerous affections. 


Only under the above-stated conditions of the skin and glands can cancerous dege- 
neration be considered as indicating this operation; but they are very rare ; and so far 
is JAEGER’S (@) opinion correct, who, although the cases of DupuyYTREN, VON GRAEFE, 
Fricke, and others favour undertaking this operation for cancer, considers that in 
general it is contraindicated. Vecrosis of the lower-jaw, if unaccompanied with caries, 
must not be held to indicate the operation ; for with proper treatment the dead piece of 
bone will be thrown off (2) or may be removed, for I have in several instances taken 
away more than half and in one case nearly the whole lower-jaw. 

[(1) As will be presently seen, DeapricK was the first who, in 1810, cut away the 
side of the lower jaw; in 1812, Dupuyrren sawed off a large portion of the front 
of the jaw; in 1816, ANTHony WuiTE removed half a necrosed jaw from the socket ; 
in 1818, AstLey Cooper sawed of the projecting part of the chin; in 1821, GRAEFE 
removed the front of the jaw, and in the same year, one-half of the lower jaw, 
which he exarticulated, and the patient lived; Mort's first operation, in which half 
the jaw was removed, by sawing through the chin and across the ascending branch, was 
performed in March, 1822; his second, in which he exarticulated one-half, in May, 
1822, died on the evening of the fourth day. Cusack removed the left half of the 
jaw in 1825, first sawing through the horizontal and afterwards the ascending branch, 
and then exarticulating the condyle. These several cases will be referred to presently. 

I have thought it well to give this brief historical account of the amputations of the 
lower jaw, the authorities for which the reader can refer to; because the French claim 
excision of the jaw for Doupuyrren, and the Americans, exarticulation of the jaw for 
Morr; but neither of these justly-celebrated Surgeons have title to the origination, or 
to the first performance of either operation, and their reputation will lose nothing by the 
jast meed of merit being awarded to others, of whom, probably, their too ardent ad- 
mirers had no cognizance. 

(2) I regret I have no particulars, nor am able to obtain any particulars, but I have 
a perfect recollection of a case of my late colleague, TyRRELL’s, about ten or fifteen years 
since, in which a man, who had been very severely salivated, had necrosis of the whole 
lower-jaw ; the right branch and the chin had come away before his admission into our 
hospital, and the left came away whilst he remained in the house. The jaw separated 
on both sides from the joint. He was not much disfigured by the exfoliation, but had 
the appearance of a person the horizontal branches of whose jaw were very short and 
the chin very receding, his mouth was much pursed up, the skin of the chin puckered, 


and the upper lip much overhanging the lower. His speech was not very materially 
affected.—J. F. S.] 


(a) Rus1’s Handbuch der Chirurgie, vol. vi. p. 503. 
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2843. Excision of the middle of the lower-jaw is performed in the 
following manner. ‘The patient being seated in a chair and his head 
fixed by an assistant, a cut must be made in the healthy skin, beginning 
from the middle of the lower lip and carried over the chin down to the 
tongue-bone ; or if the skin be diseased, two cuts must be made from the 
edge of the lip to the tongue-bone, where they meet at an angle enclosing 
the diseased skin. The soft parts are now to be separated on each side 
from the affected bone to the places where it is to be sawn through, at which 
the periosteum and one or more teeth must be removed to prevent any 
hindrance to the sawing. At this place a pointed bistoury must be thrust 
through the soft parts, forming the bottom of the mouth, on the inner side 
of the jaw, a narrow compress thrust through this opening, and the bone 
sawn through with a small bow-saw, or with Hery’s or HeIne’s saw. 
The other side of the jaw is next treated in like manner, and then 
with a button-ended bistoury the soft parts attached to the inside of the 
sawn-off piece of bone, to wit, the insertions of the m. mylo- and genio- 
hyoideus, divided; in doing this, the bone must be held tightly with the 
fingers of the left hand, the knife kept close to the bone, and the tongue 
pressed aside by an assistant. The bleeding from the spouting vessels of 
the soft parts must be stopped by ligature, and that from the bone by 
pressure with wax or German tinder, or if need be, with the actual 
cautery ; and the wound must be brought together at its upper part with 
the twisted, and at the lower part with the interrupted suture and sup- 
ported with straps of plaster. 

If the tumour be of large size, it may be convenient to make a second transverse cut 
through the former, on the middle of the chin, so as to be able to turn back four flaps. 

The division of the soft parts from the insides of the jaw, after having sawn it 
through as above mentioned, is more convenient and easy than first separating the soft 
parts and then sawing. A narrow compress introduced and properly held by an 
assistant is a better guard than a spatula, strap of leather, horn, or leaden plate, and 
the like. Sawing the bone obliquely from before backwards as recommended by 
many, unless something more of the healthy bone can be thereby preserved, as also 
bringing the ends of the bone together, is objectionable. The same also applies to 
DeLpecn’s advice, that the ends of the bone should correspond on both sides, even if 
for that purpose it be requisite to remove more healthy bone on the sound side. Det- 
PECH, in a case, where, by bringing the ends of the bone together, danger of suffocation 
was caused by the pressure of the tongue-bone, kept them together at proper distance 
with a piece of gold wire, and united the wound. The distance between the ends of 
the bone gradually diminished and they became firmly connected. 

Only after removal of a small portion of the chin are the ends of the bone united by 
a callus-like tough tissue: generally and after the large loss of bone, a hard fibrous 
or cartilaginous intersubstance only is formed, which, however, has sufficient toughness 
for chewing. ; 

At the moment when the soft parts on the inside of the bone are cut through, the 
tongue often retracts suddenly, and there is danger of choking. It is unnecessary to 
draw the tongue forward and fix it; its retraction depends on the contraction of the 
m. sterno-hyoideus after the separation of the m. mylo-hyoideus and gento-hyoideus if the 
head be drawn back; and, therefore, if the head be bowed towards the chest, the tongue 
resumes its proper place and the choking ceases, as I noticed in a case in which I 
removed the fore part of the jaw, in front of the m. masseteres, on both sides (a). Lat- 
LEMAND, in one case, opened the windpipe, and Detpercu fixed the tongue with a 
hook. 

If a large piece of the jaw-bone be removed, it may be convenient to introduce some 
lint between the ends of the bone, to prevent the soft parts dropping in, 

[DurvyTrEN (6), according to his own statement, performed this operation, on 30th 
November, 1812, in a case of cancerous tumour, extending from the right cuspid tooth 


(a) Curtius, Ueber Resection des Unterkiefers ; (b) Clinical Lecture translated ; in Lancet, 
in Heidelberg. Medic. Annalen, vol. i. part i. 1833-34; vol. i. p. 56. 


988 EXCISION OF THE 


to the left branch of the jaw-bone; the part thus described was three times its natural 
size. The jaw was removed by sawing it through an inch in front of each of its 
angles. The patient suffered little after the operation; on the twenty-seventh day he 
was able to drive oue of his cabriolets; on the thirtieth some small portions of bone 
came away ; and fifteen days after, his cure was completed. 

GRAEFE (@) removed, in the early part of 1821, from a woman aged forty, the front 
of the lower jaw, which had become involved in cancerous disease, sawing through 
it on each side; and the patient recovered completely in the course of five weeks. 

The case in which AstLEy Cooper (6) operated, was a fungous medullary exostosis 
on the chin. He cut down through the skin on each side of the tumour, and then 
sawed through the healthy part of the jaw, cutting off the prominence of the chin, but 
without meddling with the alveolar processes, so that the arch of the jaw remained 
perfect. The operation was performed, I believe, in 1818, but certainly not later than 
in the beginning of the year following, and the woman did well. Although the opera- 
tion was not of such importance as those just mentioned; yet as it was, so far as I am 
aware, the first upon the jaw performed in London, I have thought it right to notice it. 
The preparation is in St. Thomas’s Museam.—J. F. 8.] 


2844. In removing a portion of the side of the lower jaw without the con- 
dyle the cut for laying bare the bone must be made in different ways, accord- 
ing to the size and seat of the bony tumour, sometimes from the corner of 
the mouth to below the edge of the jaw; still better is an oblique cut from 
the corner of the mouth to the place where the bone is to be cut through, 
or from the corner of the mouth in form of a _] cut; in very large 
swellings a T cut; when the skin is much diseased, two elliptical cuts 
from the corner of the mouth; or if the entire side with the angle or part 
of the ascending branch is to be removed, then a [__] cut or the like. 
The flaps are now to be separated close to the bone, held back by the as- 
sistants, and the soft parts on the inside of the bone carefully detached, the 
knife being carried close to the bone where it is to be sawn through. 
After the compress has been introduced, the bone is to be sawn through, 
first in front, and then the piece, grasped with the left hand, must be 
pressed downwards and outwards, and with the knife carried close to the 
bone all the remaining soft parts carefully separated to the extent of the 
tumour behind ; the compress is then introduced, the bone held in this 
position by an assistant and cut off. The sawn-out bone is now drawn 
outwards and completely separated from the soft parts forming the bottom 
of the mouth, the bistoury being kept with the greatest care close to the 
bone. After stanching the bleeding, the wound must be brought to- 
gether at the lip with the twisted, and on the cheek with the interrupted 
suture and supported with sticking plaster. 

Sawing through the bone first in front is most convenient, because the operator can 
then draw it to him and turn it down. If the soft parts be divided from the whole 
inside of the bone before it is sawn through at the back part, the sawing is accompanied 
with greater difficulty than if the soft parts be divided afterwards, especially if the 
tumour be of large size. 

Since Draprick and DupuyTren first performed resection of the lower jaw, the 
operation has been very frequently performed and with much success. 

[DeaprRick (c) of Rogersville, Tennessee, is justly entitled to the merit of having 
first, in 1810, amputated a portion of the jaw of a child of fourteen, who had a 
tumour occupying the left side of the lower jaw. ‘An incision was commenced 
under the zygomatic process, and continued on the tumour, in the direction of the 
bone, to nearly an inch beyond the centre of the chin. A second incision was begun 
about midway, at right angles with the first, and extending a short distance down the 
neck. The integuments were now separated from their connexion with the tumour, 


(a) Jahresbericht des chirurgisch-augeniirztlichen (b) Cooper and Travers’s Surgical Essays, 
Instituts zu Berlin.—Graxre und von WALTHER'S part i. p. 179. 1818, 
Journal, vol. iii. p. 256. 1822. (c) Amer. Med, Recorder, vol. vi. p. 516. 1826. 
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and the bone was sawed off immediately at the angle and centre of the chin. The 
wound was united in the usual manner, and the boy had a speedy and happy re- 
covery.” 

Morr’s first operation was in 1821 (a), in which, after having sawn through the 
chin, and after the mazilla inferior had been laid bare, just below its division into two 
processes, and it appeared sound,” he, “with a fine saw, made for the purpose, smaller 
and more convex than Hry’s, began to saw through the bone obliquely downwards and 
backwards and finished with one less convex.” This was for osteosarcoma. | 

It is claimed for Warprop (0), that he first, in England, in March, 1827, amputated 
the lower jaw, in a case of exostosis; the jaw was cut through first behind the last 
molar tooth, and then between the middle two incisive teeth. 


The following are accounts of some of these operations :— 

Kern; in Neue Chiron von TExrTor, vol. i, part ii. p. 345. 

CHELLAN; in Medical Review, and Anal. Journal. Philadelphia, 1824. 
DetPecH; in Revue Médicale, vol. iv. p. 5. 1824. 

LALLEMAND; in Journal Universel des Sciences Médicales, vol. xxviii. p. 340. 
DyBeck; in Frorrepr’s Notizen, vol. viii. p. 95. 

ScHUSTER; in same, p. 304. 


Benre, G., Bemerkungen iiber die theilweise Excision und Exarticulation des 
Unterkiefers, nebst den zur Geschichte dieser Operation gehorigen Fallen ; in Rust’s 
Magazin, vol. xxiii. part iii. p. 387. 

Meyer, J. C., Dissert. de Exstirpatione partium degeneratarum Maxille Inferioris. 
Berol., 1824. 4to. 


Korcxer, An Essay on the Diseases of the Jaws and their Treatment; with Observa- 
tions on the Amputation of a part or the whole of the Inferior Maxilla. London, 
1828. 

Dexrrcu, Mémorial des Hépitaux du Midi et de la Clinique de Montpellier. 1829; 
p. 123. 

JarcER; in Rust’s Handbuch der Chirurgie, vol. vi. p. 496. 

Boyer, Mémoire sur ! Amputation de l’Os Maxillaire Inférieur; in Journal Comple- 
ment. du Diet. des Sciences Médicales, cah. 174. 


Durvuytren, Lecons Orales de la Clinique chirurgicale, vol. iv. p. 625. 


9845. Excision of the lower jaw, together with the removal of its con- 
dyle (Exarticulatio Maxille Inferioris) requires a different mode of 
making the cut, according to the different condition of the tumour and of 
the skin over it. ‘The cut may be made from the corner of the mouth 
over the swelling, to the front of the ear, and the condyle of the jaw 
(Morr, ScHINDLER); or to the hinder edge of the branch of the jaw, 
a second cut from the beginning to the end of the first cut, circumscrib- 
ing the diseased skin, and thence in an oblique direction to the condyle 
(von GRAEFE); or in very large swellings, and great disease of the skin, 
two elliptical cuts, of which the one passes in the direction of the base and 
branch of the jaw to the condyle, and the other upwards, by which the 
coronoid process is laid bare, the m. temporalis divided, and the joint 
opened at its fore part (Syme); or in shape of an oblong, four-cornered 
flap, from the corner of the mouth to the neighbourhood of the external 
maxillary artery, from thence at a distance of a quarter of an inch from 
the edge of the bone to the angle of the lower Jaw, and then upwards to 
the front of the joint an inch distant from the ear (JAEGER). The flaps 
are now separated from the bone, and in doing this, injury of the Stenonian 

(a) New York Medical and Physical Journal, Institutes and Practice of Surgery, vol. ii. p. 28, 


1 i. p. 386.—American Medical Recorder, Jan., Philadelphia, 1827. — a 
1322, TPhis ease is given at length in Grpson’s (b) Lancet, vol. xii. p.27 1826-27. 
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duct and parotid gland, must be avoided. The m. masseter is cut through 
at the base of the lower jaw, the m. buccinator separated from the outer 
surface, and both together with the parotid gland raised up till the joint 
is laid bare. The soft parts are now separated from the inside of the 
bone, and the bone sawn through at its fore part, as already described, and 
the division of the soft parts from its inside completed. The bone is then 
depressed as muchas possible, for the purpose of disengaging the coronoid 
process from the zygomatic arch, and rendering the m. temporalis tense. 
The condyle is thus thrown completely on the articular tubercle, so that 
there is perfect dislocation. The knife is now carried above the coronoid 
process and the tendon of the temporal muscle cut off, then over the semi- 
lunar notch between the two processes, and whilst the point of the knife 
is kept as close as possible to the condyle, the internal pterygoid muscle 
is divided. The jaw can now be further dislocated, which is so much the 
better, as thereby the condyle is still further separated from the ves- 
sels. Continuing close to the neck of the condyle, the stretched capsular 
ligament is cut into in front. The assistant pressing the jaw still more 
downwards, and moving it backwards, the condyle next becomes visible, 
and the knife being carried over it to the hinder ligament, cuts through it, 
whilst the edge of the knife is kept close to the bone, and the point not 
carried forward. After the bleeding vessels have been tied, the wound is 
brought together and managed as in resection of the jaw. 


voN GRAEFE (a), Morr (6), LANGENBECK (c), and JAEGER (d) operate in this way, 
which is generally to be considered as the most safe and convenient. Cusack (e) con- 
siders it better, when in large tumours it is not thought right to lay hold of the bone 
sawn through in front, to grasp it between the angle and the condyle with strong 
forceps, and to press the condyle against the front of the capsular ligament, penetrate 
the joint, enlarge the opening with the button-ended bistoury, thrust the condyle out, 
and separate its other connexions with the capsule as well as with the external 
pterygoid muscle. 

JAEGER speaks very decidedly against this sawing through the bone above its angle, 
and the after removal of the processes; in one case where the bone was completely 
separated from its branch, it was impossible to pull forward the remainder of the bone 
so as to separate the tendon of the temporal muscle from the coronoid process. The 
joint must be opened in front, and by pulling forwards the head of the bone with astrong 
hook, it must be gradually separated from its hinder connexions. Cutting through the 
tendon of the temporal muscle is then effected so easily that he advises the condyle 
should always be first set free. Holding the stump of the bone is especially difficult; 
and according to his experiments on the dead body, he considers sawing through the 
branch is difficult, and the exarticulation not rendered easier by doing so. 

On the other hand, ScutnpierR (f) justly observes that the exarticulation may be 
effected with complete certainty without sawing through the jaw at its hinder end, 
when the tumour of the bone is not of great size; but that every large tumour renders 
its removal indispensable, else the exarticulation may become unnecessarily difficult, 
and only be completed with some danger. In his case the swelling was so large, that 
even after removing its upper part, it was almost impossible to penetrate the joint, and 
effect the disarticulation with safety. He found no difficulty in the division of the dis- 
eased bone, and could grasp conveniently the remaining piece, although only an inch 
and a quarter long, with the fingers of his left hand, draw it well towards him, and 
easily dislocate the condyle. The patient recovered. 

Mort, von GraeFe, and Dzonp1r have held the previous tying the common carotid 
artery necessary, but experience has shown that this is superfluous, is dangerous, and 
no safeguard against bleeding (JancEr, SCHINDLER.) 

If the removal of the entire jaw be necessary, the bone must be sawn through in the 
(a) Journal, vol. iii. part ii. p. 257. 

(b) Above cited. (d) Above cited, p. 605. 
(c) Trenscu, Dissert. de Osteosarcomate par- (e) Dublin Hospital Reports, vol. iv. p. 37. 


tiali Maxille inferioris, deque hujus Resectione. (f) von GrarFre und von WALtTHER's Journal 
Gittinge, 1829. vol, xvii. p. 568. 1831. 
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| 
middie, and the extirpation performed on either side, as already directed (Dupuy- 
TREN), (a). 

[Samuer Cooper (3), after mentioning that WEPFER quotes a case of amputation of 
the lower jaw, which had occurred in his time, says, “ Mr. ANTHony Wuirr, Surgeon 
to the Westminster Hospital, removed at Cambridge a considerable portion of the bone 
for an osteosarcoma many years ago. Unfortunately the case was not published, so that 
the revival and execution of the operation are generally referred to DuruyrrEN, who 
in 1812 performed his earliest excision of the lower jaw-bone.” (p. 275.) 

In consequence of SamuEL Coorer’s statement, I was induced to inquire of my friend 
Waits, for information in regard to his operation on the lower jaw, and I have much 
pleasure in communicating to the profession the following particulars, with which he 
has kindly furnished me, from which it appears, that he actually disarticulated the 
sabi jaw-bone from its socket five years before GRAEFE, and six years previous to 

OTT. 

The following is WuITE’s 

Case.—* In the summer of 1816 I was requested to see a man, named Litchfield, 
residing in the town of Cambridge, who for upwards of three years had been miserably 
affected with a disease of the lower jaw, occupying the entire left cheek, and wholly 
incapacitating him from opening his mouth. He states, that in attempting to bridle his 
master’s horse, the animal, by an unexpected jerk of the head, struck him a violent 
blow on the under jaw; that the part for a few weeks remained painful and swollen, 
and although after a lapse of time, the enlargement occasioned by the injury had con- 
siderably diminished, yet a slight preternatural fulness and occasional pain remained. 
Some months after a rigidity in the motions of the jaw at its joints succeeded, accom- 
panied with a slowly accumulating and hard enlargement extending from the ear nearly 
to the chin. By degrees, the jaw wholly lost its powers of motion, and finally the teeth 
became firmly fixed on those of the upper jaw, which was followed by the formation of 
small abscesses externally and internally. Thin fluids, as milk and broths, have been 
for the last two years his only nourishment; and during this time he has been com- 
pelled to sleep in an almost erect posture, on account of a perpetual internal discharge 
which, whilst he was in the horizontal posture, poured down his throat, producing, when 
he was about to sleep, a constant alarm of suffocation. The whole cheek, from the ear 
to the orbit, ranging down the side of the nose to the angle of the mouth, and thence to the 
under part of the chin, and again upwards to behind the lobe of the ear, presented one large 
irregular mass of scirrhus-feeling growth, studded with many sinuses, the windings of 
which were difficult to trace. The eye was so considerably projected from the socket, 
that the eyelids could cover but a very small portion of the globe, and such was the rigid 
thickening of the cheek, that much difficulty was experienced in introducing the finger 
within it for the purpose of examining the disease internally. I discovered, however, a 
point of the jaw-bone bare within the cheek, and by pressure, perceiving an obscure 
motion of its whole side, I was induced to believe that the bone was either carious or 
dead throughout its whole extent, although there had not been at any time the least 
exfoliation through either of the many sinuses. By repeated examinations, I was fully 
convinced of this impression being correct; and I afterwards by firmly grasping the 
chin and cheek, and then attempting to produce a lateral motion, distinctly perceived a 
grating sensation of the condyloid process on the skull. I now contemplated, if there 
was a possibility of removing the entire side of the bone, the cause and continuance of 
the extensive mischief, that the opposite joint when disentangled of its still adhering 
dead neighbour, might be restored to its important duties. I also considered that from 
the long-existing thickened and altered state of the left cheek and surrounding parts, 
little was to be feared from hemorrhage, as the vessels were likely to have become obli- 
terated, and if my conjecture was well founded, as to the death of the bone, the large 
artery which runs along the maxillary canal must also have perished. 

« A few weeks elapsed before I was again able to visit Cambridge, and the patient 
being then in the same condition, and the operation having been proposed and explained 
to him being very desirous it should be done, I proceeded to its performance with the 
assistance of the present Professor of Comparative Anatomy in the University, Dr. 
Cuarke and Mr. HeADLey, a practitioner in the town, to whose assistance I am much 
indebted. 

Operation :—* The patient’s head having been firmly fixed on the side upon a pillow, 
and my first object being to expose the bone, I began an incision, as near as I could guess, 
from the root of the zygomatic process of the temporal bone, and carried it obliquely 


bove cited. (b) Dictionary of Practical Surgery, Edition 
(a) Above cite of 1838, 
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downwards and forwards considerably beyond the angle of the jaw towards the chin: 
In consequence of the thickened state of the integuments, the depth of the wound was 
very great before I could reach the bone; but having made sufficient room for the 
introduction of my finger, I was gratified in finding the bone without its periosteum; 
and with a curved bistoury, the incision was speedily finished upwards to the zygomatic 
arch, and downwards beyond the edge of the lower jaw opposite the third molar tooth. 
With the handle of a scalpel and the blade of a pair of forceps, sufficient separation was 
made to allow the point of the forefinger to range freely and to separate the surround- 
ing diseased structure from the enclosed bone. By thus doing, I was enabled to slide 
the forefinger within the ascending branch of the jaw-bone into the mouth, and the 
thumb under its angle. On endeavouring to ascertain the degree of fixture which the 
bone might have, I discovered a complete fissure of separation in an oblique direction 
from where the finger entered the mouth towards the chin, through the entire jaw, but 
the bone was immovable at the temporo-maxillary articulation. After repeated unsuc- 
cessful attempts at dislodging the condyle, I determined to saw vertically through the 
ascending branch of the bone, between the condyloid and coronoid processes, calculat- 
ing that the separation would be more easily effected by bringing it away in two or more 
pieces. I therefore applied a small straight and narrow saw upon this part with excellent 
effect, as its end passed with facility, in the required movements, under the zygomatic 
arch ; and Hry’s saw was very useful in cutting through the thicker part towards the 
angle. I now with a pair of strong forceps, grasped the lower edge of the divided bone, 
and easily dislodged the coronoid process, and I removed it together with the lower 
part of this portion. Having thus gained considerable room, the separation of the con- 
dyle and remaining portion of the ascending branch became quite easy. The bone, 
although dead, retained its form unaltered. The glenoid cavity of the temporal bone 
was by the finger discovered to be denuded and rough. The carotid artery was now 
felt distinctly pulsating, the finger being enabled to rest upon it. One great object 
having been thus attained, we were anxious to ascertain the state of the other articula- 
tion, and were highly gratified in finding that a slight degree of motion existed which 
gradually became increased. Some few months after, I had the satisfaction of finding 
the wound and sinuses healed; the swelling and its warty character subsided ; the 
globe of the eye retired into its socket, and the motions of the jaw restored. The 
patient lived several years after.” 

GRAEFE (a), in 1821, exarticulated one side of the lower jaw of a young woman, 
having previously tied the carotid artery, for hydrostosis carcinomatodes, which had 
destroyed more than half the jaw, and on the left side reached up to the condyle. The 
swelling extended far back, and pressed on the important vessels and nerves of the neck. 
Internally it thrust the tongue against the right cheek, and so completely filled the 
mouth, that latterly the patient was able to swallow even fluids with the greatest 
effort, could only utter words indistinctly, and breath with extreme difficulty. As 
death by hunger or choking was all but certain, it was determined to run the risk of 
operating, in hope of saving her. The left common carotid artery, which was very large 
and pulsated strongly, was carefully tied, and immediately the pulsation in the tem- 
poral and facial arteries ceased. A cut was then made from the angle of the mouth to 
the hinder edge of the jaw; a second, which included the diseased mass, was carried 
from the front point. of the first cut to its hind end; and a third, beginning at this 
latter point, was carried upwards in the direction of the condyloid process, above the 
joint and nearly to the ear. The outer surface first, and then the inner surface of the 
diseased half of the bone, were freed from the soft parts continuing the separation to 
the chin, and then, a piece of leather having been introduced, the jaw was cut through 
at the chin, and afterwards exarticulated. When the bleeding had been stanched, and 
the corner of the mouth carefully fixed, a simple dressing was applied. Up to the 
eighth day she was perfectly well, could speak loud and distinctly, ate, drank, and 
could press the remaining half of the lower firmly against the upper jaw; but on 
this day, after a violent thunder-storm in the previous night, she was suddenly and 
severely attacked with apoplexy, which gradually subsided into fatuity and speechless- 
ness, accompanied with hemiplegia. By degrees the mental powers returned; the 
lameness of the right foot ceased entirely after some time; the wound healed completely 
under very simple treatment; the paralytic state of the right arm and tongue began 
to lessen more and more; she eats any food, is well nourished, is quite capable of walk- 


ing to some distance, and is delighted with her condition, as she improves from month 
to month. 


(a) Above cited, p. 257. 
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Mort (a) exarticulated, on 15th May, 1822, the right side of the jaw ofa young 
man of eighteen, affected with osteosarcoma, which had existed eight years, had com- 
menced at the molar teeth, filled the whole mouth and spread as far as the first bicuspid 
tooth on the opposite side. He first made a semilunar cut through the integuments 
from the lobe of the ear to the chin; sawed through the jaw at the second bicuspid 
tooth on the left side, and then exarticulated the jaw on the right side. The swelling 
weighed twenty-two ounces, and was as large as the head of a full-grown fetus. The 
patient went on well, and on the morning of the fourth day two-thirds of the wound 
had healed; but on the evening of that day he died. On examination, the lungs were 
found violently inflamed; the.anterior mediastinum contained a quantity of yellow 
lymph, nearly of the consistence of pus; the pericardium held a pint of yellow serum, 
and the pleura was enormously thickened. The inference drawn was—“Hence it 
appears clear, that the patient died of disease of the lungs which had no connexion with 
the operation.” To which the editor in Grarre’s journal appends ? with which most 
readers will probably agree. 

Cusack (6), in his excellent Report of the Amputation of portions of the Lower Jaw, 
shows, that tying the carotid artery, as had been done by Graxrre and Morr to guard 
against bleeding from wounding the external carotid or internal maxillary artery in 
exarticulation of the lower jaw, is unnecessary. ‘ Neither of these arteries,” he ob- 
Serves, “is in immediate contact with the jaw. ‘The internal maxillary, which would 
appear more exposed to danger, inclines backwards in its passage behind the neck of 
the condyle, being distant about a quarter of an inch from the bone ;—the natural 
structure of the joint allows this distance between the artery and articulation to be still 
further increased ; so that by sawing the bone through at any point and separating the 
attachment of the temporal muscle, the capsular ligament may be opened anteriorly, the 
condyle dislocated, and the jaw disengaged, without endangering any vessel of conse- 
quence.” (pp. 13, 14.) Cusack is the first Surgeon who, in this country, exarticulated 
the jaw, which operation he performed thrice in 1825 and once in 1826. After having 
separated the soft parts, and drawn as many teeth as were necessary, he cut through 
the jaw at the chin, and after having sawed across the ascending branch, “the cut ex- 
tremity was seized in a strong pair of forceps, and the attachment of the temporal 
muscle having been divided, this fragment of bone was used as a lever to press the 
condyle against the anterior and external part of the capsular ligament, which was thus 
put on the stretch. An opening having been made into the capsule at this part, the 
disengagement of the condyle was effected by a blunt-pointed bistoury, carried cau- 
tiously round the joint, and dividing the attachment of the external pterygoid muscle. 
This second section of the bone may appear, at first view, unnecessary, when the jaw is 
to be removed from the articulation; but the body of the bone is, in general, so much 
disorganized, or so deeply involved in the tumour, that it could not be used as a lever 
to press the condyle against the capsule; a case might occur, however, in which the 
second division of the bone would be unnecessary.” (p. 37.) As has been already 
noticed by CHE ius, JAEGER objects to sawing through the ascending branch of the 
jaw, whilst, on the other hand, ScHINDLER supports it. This operation has been 
repeatedly performed in England and Scotland without either previously tying the 
carotid artery or sawing across the ascending branch of the jaw. 

Liston (c) recommends partially sawing through the bone at the chin and then by 
placing the cutting forceps in the notch to clip it through. He observes also, in regard 
to stanching the bleeding, that “much time and trouble will often be saved by at once 
looking for and securing the common trunk of the temporal and internal maxillary 
arteries as they emerge from under the border of the posterior belly of the digastric 
muscle.” (p. 318.) ] 


Upon this subject the following writers may also be consulted :— 


GieErL, Einige Bemerkungen iiber die Resection und Exarticulation des Unterkiefers ; 
in TexTor’s Neuer Chiron, vol. ii. part ii. p. 345. 

LAMBERT, Dissert. sistens casum Exsectionis dimidiz Maxille Inferioris ex articulo, 
previa subligatione carotidis. Aal., 1826. 


JaeGER; in Rust’s Handbuch der Chirurgie, vols. v. and vi.; and in Handworter- 


(a) New York Med, and Phys. Journal, vol. ii. American Journals quoted, nor to find it in any 
p. 40L.—American Medical Recorder, vol. v. 1822. other Journal of the time, American or English. 
—GRAEFE und von WALTHER’s Journal, vol, iv. —J.F.S. : : 

p. 547. I have been compelled to use GRAEFE’S (b) Dublin Hospital Reports, vol. iv. 1827. 
report, not having been able to see either of the (c) Practical Surgery. 
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buch der Chirurgie. Article Resectio Ossium, which treats very fully of the decapita- 
tion and resection of the several bones. 

[Perry (a) had a case of necrosis of the whole lower jaw, the front of which he 
removed by making an incision from the front of one masseter muscle to the other, 
dividing the bone on each side with the saw and nippers On the next day the right 
ascending branch which had dropped a little, was removed without difficulty ; and three 
weeks after, the left, which adhered rather more firmly. } 


SixtH Secrion.—OF RESECTION OR EXCISION IN THE CONTINUITY OF 
BONES. 


(Resectio Ossium in continuitate, Lat.; Resection in der Continuitit der Knochen, 
Germ. ; Resection, Fr.) 


I.—Or RESECTION OF THE UPPER JAW. 


2846. Resection of the Upper Jaw, performed at an early period for 
various diseases in the Highmorian cavity, with chisel and hammer, or 
with the sickle-shaped knife (DEsauLT), has been in modern times spe- 
cially brought into notice by DupuyTREN in 1819, and since then per- 
formed by many Surgeons. It is indicated in caries, fungous degenera- 
tion of the alveolar process and of the upper jaw, in osteosteatoma and 
osteosarcoma, in medullary fungus, and polypous degeneration of the 
maxillary cavity. The performance of this operation is difficult, the shock 
very great; violent bleeding, and spreading of the inflammation to the 
brain may occur; and in malignant degeneration, the permanent benefit 
of the operation is very doubtful on account of the frequent recurrence 
of the disease. 


[GrnsouL (b) shows that DupuyTrEeN did not remove the whole jaw in 1819, but 
only followed JouRDAIN and DesauLt’s method of scooping out the contents of the an- 
trum; and in regard to Sanson and PINEL GRANDCHAMP, who were stated to have wit- 
nessed this operation, he says :—“ I saw these two practitioners for the purpose of know- 
ing what method had really been adopted. Sanson informed me that he had no know- 
ledge of the fact of an entire removal of the superior maxillary bone; that he knew 
only of the operation performed in 1820, which was similar to Desaurt’s, and of one 
other in the year 1824; and that in the latter case, a large piece of the edge of the 
alveolar process had been removed with a small saw. PinEL GRANDCHAMP said he had 
witnessed the two operations mentioned by Sanson, but he had never heard say that 
DupuyTREN had even thought of removing the whole superior maxillary bone.” (p. 10.) 

But neither DupuyTreNn nor DrEsAauLT, nor GARENGEOT, nor JOURDAIN, were the 
original performers even of this scooping operation, for AKoLUTHUS (c), a physician at 
Breslau, being consulted in 1693, by a woman who had a tumour on the jaw, which fol- 
lowed the extraction of a tooth, enlarged the mouth with a cut, removed part of the 
swelling, together with four teeth, but not being able at once to get completely round 
it, he attacked it several times, at intervals of a few days, sometimes with cutting 
instruments, and sometimes with the actual cautery, and at last succeeded in curing his 
patient. 

The nearest approach to a total removal of the whole superior maxillary bone, if 
indeed the entire bone were not removed, is detailed in the following interesting and 
important case, which was operated on by Dr. Toomas Wuirs, the father of Cuartes 
Wuirte, to whom reference has been recently made. He relates it among his own Cases 
in Surgery, and I am not aware of any other case in which such extensive mischief had 
been done by disease of the antrum, and yet the patient had recovered. 

The patient was a woman “afflicted with a tumour betwixt the zygomatic process and 
the nose, arising from the lower part of the orbit of the left eye. It pressed the nostrils 
to one side, so as to stop the passage of the air through them, and thrust the eye out of 


(a) Med.-Chir. Trans., vol. xxi. p. 290. 1838. graves du Sinus Maxillaire et de l’Os Maxillaire 
(b) Lettre Chirurgicale sur quelques Maladies Inférieure. Paris, 1833. 8vo. 
(c) Ephemerid. Medico-physicarum, etc. Decad. iii, Ann. iv. Obs. 57. De horrenda Epulide. 
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its orbit, so that it lay on the left temple, yet, though thus distorted, it still performed 
its office. The tumour occupied the greatest part of the left side of the face, extending 
from the lower part of the upper jaw, to the top of the forehead, and from the farthest 
part of the left temple to the external canthus of the eye. It had an unusual and un- 
equal bony hardness. It was of a dusky livid colour, with varicose veins on the surface, 
and there was a soft tubercle projecting near the nose, where nature had endeavoured in 
vain to relieve herself.” For the removal of this disease, he continues, “I began with 
a semicircular incision below the dislocated eye, in order to preserve that organ, and as 
much as possible of the orbicular muscle; then carrying the incision round the external 
part of the tumour, I brought it to the bottom of it, and then ascended to the place 
where I began, taking care not to injure the left wing of the nose. After taking away 
the external part of the tumour, which was separated in the middle by an imperfect sup- 
puration, there appeared a large quantity of matter, like rotten cheese, in part covered 
by a bony substance, which, however, was so carious, as to be easily broken through, I 
scooped away abundance of this matter, with a great many fragments of rotten bones. 
Upon cleansing the wound from blood and filth, with a sponge, I found the left bone of 
the nose, and the zygomatic process carious, and easily removed them with an elevator. 
There were no remains of the bones composing the orbit of the eye, which were plainly 
destroyed by the same disease. The optic nerve was denuded as far as the dura mater : 
and the dura mater and pulsation of the vessels of the brain were apparent to the eye 
and touch. The left superior maxillary bone, in the sinus of which this disease had 
its origin, and remained a long time concealed, was surprisingly distended, and in some 
places became carious; it had exfoliated from the lower part to the sockets of the 
teeth, which part was in like manner removed. I applied the actual cautery to the rest 
of the bones and putrified parts, taking care not to injure the eye and neighbouring 
parts, which were sound. The patient drew her breath through the wound, and was so 
incommoded by the fetid matter flowing into her throat, that she was obliged for se- 
veral weeks to lie on her face to prevent suffocation. * * * The patient recovered. 
The eye returned to its place, and she enjoyed the perfect sight of it. The only incon- 
venience that remained was a constant discharge of mucus from the greater canthus 
of the eye, which I could never thoroughly cicatrize.” (p. 135-38.) 

. As regards the actual proposer of the entire removal of the jaw, there can be no 
doubt, as will be presently shown, that in 1826 Lazars proposed it, recommending also 
that the carotid artery should be first tied. But GENsouL, seemingly without any 
knowledge of Lizars’s proposition, performed the operation in the spring of 1827, and 
without previously tying the carotid or any other artery.—J. F. 8.] 


2847. ‘The operation consists in the following acts :—/irst, cutting 
through the skin and muscles ; second, cutting out the diseased part of the 
jaw, and, third, bringing the wound together. The different mode of 
conducting these acts depends especially upon the extent of disease in the 
bone. 

2848. The patient is seated on a chair not very high, with his head 
_ resting on the breast of an assistant, who stands behind him. A cut is 
made from the corner of the mouth in a semicircular direction to the 
zygomatic arch ; ora _]| or T shaped cut through the cheek ; or a cut from 
the inner corner of the eye, through the upper lip, above the cuspid tooth, 
from the middle of which, or perhaps a little above the base of the nose, 
a second cut is made to within four lines of the lobe of the ear, and then 
a third, which, beginning five or six lines to the outer side of the outer 
angle of the orbit, ends at the extremity of the second cut. (GEnsout.) 
For the purpose of avoiding palsy of that half of the face, by cutting 
through the facial nerve, as well also as to prevent a salivary fistula, by 
wounding the Stenonian duct, the cut should be carried, according to 
DIEFFENBACH, in the middle line of the face, instead of through the 
cheek. The flaps, formed in one of these ways, are separated from the bone 
to sufficient extent, any spouting vessels, especially the transverse facial 
and the facial arteries tied, and the flaps held aside by an assistant, with 


his fingers, or with a blunt hook. 
382 


996 OF RESECTION. 


[There can be no doubt that Lizars is justly entitled to the credit of having, in 
1826, proposed the entire removal of the superior maxillary. Speaking of “ polypi or 
sarcomatous tumours which grow in the antrum,” he says (a) :—“ All the cases that have 
come within my knowledge, (with the exception of one,) wherein these sarcomatous 
tumours have been removed by laying open the antrum, have either returned or termi- 
nated fatally. I am therefore decidedly of opinion, that unless we remove the whole 
diseased surface, which can only be done by taking away the entire superior maxillary 
bone, we merely tamper with the disease, put our patient to excruciating suffering, and 
ultimately to death. The inferior maxillary bone has now been nearly entirely re- 
moved for osteosarcoma with success, and I see no difficulty in accomplishing the same 
with one of the superior maxillary. We secure the common carotid artery for other 
tumours of the face, and for aneurism by anastomosis, and why not do it for so loathsome 
and fatal a disease as this? The steps or plan of the operation I would suggest for so fatal 
a disease, are, first, to secure the trunk of the common carotid artery of the affected 
side; next to make an incision through the cheek, from the angle of the mouth back- 
wards or iniad to the masseter muscle, carefully avoiding the parotid duct, then to 
divide the lining membrane of the mouth, and to separate the soft parts from the bone 
upwards to the floor of the orbit; thirdly, to detach the half of the velum palati from 
the palate bone. Having thus divested the bone to be removed of its soft coverings, 
the mesial incisive tooth of the affected side is to be removed ; then the one superior 
maxillary bone to be separated from the other, at the mystachial and longitudinal pala- 
tine sutures, and also the one palate bone from the other, at the same palatine suture, as 
the latter bone also will require to be removed either by the forceps of Mr. Liston, or 
a saw; thirdly, the nasal process of the superior maxillary bone should be cut across 
with the forceps; fourthly, its malar process, where it joins the cheek-bone; fifthly, 
the eye with its muscles and cellular cushion being carefully held up by a spatula, the 
floor of the orbit is to be cleared of its soft connexions, and the superior maxillary 
bone separated from the lacrymal and ethmoid bones, with a strong scalpel. The only 
objects now holding the diseased mass, are the pterygoid processes of the sphenoid bone 
with the pterygoid muscles. These bony processes will readily yield by depressing or 
shaking the anterior part of the bone, or they may be divided by the forceps, and the 
muscles cut with the knife. The bone or bones are frequently so soft in this disease, as 
to be easily cut with a knife or scissors. After the bone with its diseased tumour has 
been removed, the flap is to be carefully replaced, and the wound in the cheek held to- 
gether by one or two stitches, adhesive plaster and bandage. In no other way dol see 
that this formidable disease can be eradicated.” (p. 58.) 

The operation which Lizars proposed, he endeavoured to perform in December, 
1827, but without success, and he thus mentions it (6) :—“I attempted to remove this 
bone for a medullary sarcomatous tumour of the antrum, from a miner or collier, after 
securing the common carotid artery of the affected side, but I was prevented by the 
hemorrhagic disposition of the gum and palate, my patient having lost, in a few 
seconds, upwards of two pounds of blood, which welled out at every incision, as if there 
had been an aneurism by anastomosis. The man survived this attempt seventeen 
months.” (p. 54.) 

On August 1, 1829, Lizars performed his second operation (c); he first tied the trunk 
of the temporal and internal maxillary arteries, and also the external jugular vein 
which had been divided on the first incision. He cut through the alveolar process and 
bony palate on the left side of the palatine suture, and completely separated the upper 
jaw, with the saw, Lisron’s forceps and strong scissors; but the orbitar plate was 
separated from the eyeball by the handle of a knife. The tumour was medullary sarco- 
matous, and a portion of it, attached to the pterygoid process of the sphenoid bone, 
could not be detached ; but part of the malar bone involved in the disease was removed. 
On the sixteenth day the wound had healed, and she left the house on thatday. Three 
days after she.expired suddenly, but no examination was permitted. 

Lizars’ third operation (d) was performed on 10th January, 1830, on a woman, after 
having first tied the external carotid artery. After slitting up the nostril, making a 
flap of the cheek, and divesting the bone of its coverings where it was to be sawn 
through, he applied the saw on “the front of the superior maxillary bone between the 
nostril and the mouth, or at the side of the mystachial suture ; the palatine plate back- 
wards from this, parallel with the longitudinal palatine suture, to near where the trans- 
verse palatine suture exists; across the same palatine plate towards the bulbous process; 

(a) A System of Anatomical Plates, &c., part ix. (c) London Medical Gazette, vol. v. p. 92. 
The Organs of Sense, &c. Edinburgh, 1826. 8vo. 18 0. 

(b) Lancet. 1829-30; vol. ii. (d) Lancet, above cited. 
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upwards between the bulbous process and the pterygoid processes of the sphenoid bone, 
across where it joins the cheek-bone ; and, lastly, at its nasal process, parallel with the 
inferior margins of the lachrymal and nasal bones. I then with strong scissors cut 
the connexions of the orbitary plate with the os planum of the ethmoid bone, and 
orbitary process of the palate-bone, deep into the orbit, to the spheno-maxillary fissure, 
and was, lastly, able, by notching with the bone forceps at every point where the saw 
had been applied, to remove the entire bone which had its cavity filled with a firm sar- 
comatous tumour. The patient was able to walk about her room on the eighth day, and 
went out to take an airing on the thirtieth day; and she left the Hospital on 5th 
March following.” (p. 55.) 

I have, for the sake of convenience, put these three cases together; but although 
Lizars first proposed the operation in this country, it was first performed by GENsout, 
of Lyons, on 26th May, 1827, who states that he was not aware what method Lizars 
had employed (a), on a lad of seventeen, for a fibro-cartilaginous tumour of the upper 
jaw-bone, “occupying the whole left side of the face, and pushing to one side the orifice of 
the mouth; it extended from above downwards, from the floor of the orbit to two lines 
above the chin; from before backwards, from the nose, which was thrust to the right, to 
the top of the angle of the inferior maxillary bone.” (p.17.) He did not first tie the 
carotid artery, but “made a vertical cut from the inner corner of the eye vertically 
down through the upper lip, opposite the left cuspid tooth. From the middle of this 
cut, or rather nearly on a level with the floor of the nose, he made a second up to four 
lines from the front of the lobe of the ear, and a third cut beginning five or six lines 
to the outside of the orbit down to the end of the second, and then turned the flap 
up to the forehead. But for the purpose of completely exposing the tumour, he was 
obliged to continue, from the junction of the second and third cuts, another along the 
inner edge of the m. masseter to within an inch of the base of the lower jaw; and this 
lower flap he turned down. He then commenced with a chisel and mallet cutting throngh 
the outer margin of the orbit near the suture connecting the malar and frontal bones, into 
the spheno-maxillary fissure; and next cut through the zygomatic process of the malar 
bone. The maxillary bone being thus freed externally, he placed a very broad chisel 
below the inner angle of the eye, and carried it through the lachrymal bone and the 
orbitar plate of the ethmoid ; and in the same way detached the corresponding part of the 
nasal bone. Cutting away with a bistoury all the soft parts connecting the wing of the 
nose to the upper jaw, he proceeded to separate the two superior maxillary bones, which 
he effected easily and quickly, having drawn the first left incisive tooth, by introducing 
a chisel not directly from before backwards, but by wriggling it through the mouth. 
Lastly, to detach the maxillary bone from the pterygoid processes of the sphenoid, and to 
destroy any connexions with the back of the ethmoid still remaining, he thrust the 
chisel into the tumour, passing it obliquely in the orbit, so as to cut through the supe- 
rior maxillary nerve, which he was anxious not to drag, and to push it sufficiently deep 
to form a lever, so as that he could turn the tumour down into the mouth. This 
answered very well, and he had then only to divide with curved scissors and bistoury 
the attachments of the bone to the soft palate, so as to leave the latter unharmed. The 
operation was scarcely concluded, when the patient fainted, but revived on being laid 
upon his bed. The flaps of the wound yielded but a few drops of blood and the bot- 
tom oozed but slightly. About an hour after, no ligatures being needed, the edges were 
brought together with pins and twisted suture. On the eighth day the sutures were 
removed, and the wound was healed, except a very small portion of the middle eut.” 


(p. 18-23.)] 

2849. Cutting away the diseased jaw is now effected by means of Hry’s 
saw, or the osteotome, in different ways, according to the extent of the 
disease. If only a portion of the upper jaw, with its broad base towards 
the alveolar process, have to be removed, two A shaped cuts united toge- 
ther, are to be made with the saw, including all the diseased part. If the 
swelling be broader above, a vertical cut must be made on each side, con- 
nected at the upper part with a transverse cut with the saw, or with the 
chisel and hammer. If the extent of the diseased bone be still greater, so 
that the whole jaw must be removed, the outer wall of the orbit must be 
divided with the chisel and hammer, near the suture connecting the cheek- 
bone with the outer orbitar process of the frontal bone, so that the chisel 


(2) Above cited. 
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should penetrate into the spheno-maxillary fissure, and afterwards the 
zygomatic process of the cheek-bone is to be divided in like manner. The 
upper jaw-bone having been thus separated on the outside, a very broad 
chisel is placed below the inner corner of the eye, and held in such direc- 
tion that when struck with the hammer, it passes through the lower part 
of the os unguis and the orbitar plate of the ethmoid bone. ‘The ascending 
nasal process of the jaw-bone corresponding to the nose-bone, is to be 
separated in the same manner; and all the soft parts connecting the wing 
of the nose to the upper jaw are now to be cut through. ‘The incisive 
teeth of the affected side are now to be inclined outwards, and whilst the 
chisel is entered between the two upper maxillary bones, not directly from 
before backwards, but obliquely from the mouth, their separation is very. 
quickly and easily effected. Lastly, to separate the jaw-bone from the 
pterygoid process, and any sti]l remaining connexions with the ethmoid 
bone behind, the chisel must be passed from the orbit obliquely downwards 
to loosen everything which has firm adhesion, and by leverlike inovements, 
to push down the separated bone intothe mouth. Nothing more remains 
but to cut through the attachment of the palate-bone to the soft palate, 
either with the curved scissors or with the bistoury, in such way that the 
latter may still remain connected with the pterygoid process, and with its 
other side. When the upper jaw-bone has been removed, there is a large 
cavity bounded on the inside by the mucous membrane of the septum 
narium, above and before by the lower straight muscle of the eye, by fat 
and cellular tissue, the outside by the cellular tissue beneath the m. buc- 
cinator, and behind by that part of the throat above the soft palate. 


In five cases in which I have performed resection of the upper jaw with permanent 
success, I have operated in two cases according to the first; in one according to the 
second; and in two cases according to the third method; only that besides the chisel, I 
used Hry’s saw for the division of the bones. In other two cases the disease returned. 

HEYFELDER (a) performed resection of both jaws in the following way :—He made 
two cuts from the outer angles of the eyes into the corners of the mouth, then separated 
all the soft parts from the swelling to the inner corners of the eyes and to the nose- 
bones. He then raised this four-cornered flap upon the forehead, carried JEFFRAY’S 
chain-saw through the upper fissure of the left orbit, and divided the connexion of the 
left upper jaw-bone and cheek-bone. In like manner he proceeded with the division of 
this bone from its connexion with the frontal, lachrymal, ethmoid, and nasal bones. In 
the same way, the right upper jaw-bone was separated from its connexions, and after- 
wards the vomer and the still remaining connexions were cut through with strong scis- 
sors. A leverlike pressure was made on the upper part of the tumour to complete the 
operation. Torsion and compression stanched the bleeding, and twenty-six sutures 
united the wound. 

[Symr’s (6) directions for performing excision of the upper jaw-bone are the most 
simple, and will not be found less convenient than any other. He says “two incisions 
should be made through the cheek, one extending from the inner angle of the eye directly 
downwards to the lip, ‘the other beginning over the junction of the maxillary and 
malar bones and terminating at the angle of the mouth. The triangular flap thus 
formed is to be dissected from the tumour, and the margin of the orbit exposed.” 
(p. 487.) 

Liston (c) performs this operation in the following manner :—“ The extent of the 
disease is to be accurately ascertained, and the points at which the bones require to be 
separated decided upon. If the os male be involved, and it is necessary to remove it as 
well as the superior maxilla, a pair of straight tooth-forceps, a full-sized bistoury. 
copper spatule, powerful scissors, artery-forceps, and needles for interrupted and 
twisted suture will be sufficient. If the superior mavzilla only, with, perhaps, some of 
the smaller bones, is to be removed, then the addition to the apparatus of a small saw 
will be necessary for the purpose of more readily effecting the separation of the os male 


(a) Chirurgische und Augenkranken-Klinikum (b) Principles of Surgery. Third Edition. 
der Universitit Erlangen, p. 81. 1844. (c) Practical Surgery. 
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from its anterior attachment. The proceeding is not to be dreaded on account of its 
extent ; indeed, removal of the superior mavzilla alone is the more troublesome. Sup- 
posing that the more extensive extirpation is required, incisions must be made so as to 
expose freely the tumour and bones where it is proposed to cut them. First of all, one 
of the central incisors must be extracted, either the one on the affected side or the other, 
according to the extent of the tumour. I have been obliged to remove a considerable 
portion of the jaw opposite to that principally affected ; and in that case one of the molares 
was removed, in order to admit of the division of the bones. The point of the bistoury 
is entered over the external angular process of the frontal bone, is carried down through 
the cheek to the corner of the mouth, and is guided by the fore and middle fingers of 
the one or other hand, as may be, placed in the cavity. A second incision made along 
and down to the zygoma falls into the other. Then the knife is pushed through the 
‘integument to the nasal process of the maxilla, the cartilage of the ale is detached from 
the bone, and the lip is cut through in the mesial line. The flap thus formed is quickly 
dissected up and held by an assistant ; the attachment of the soft parts to the floor of the 
orbit, the inferior oblique muscle, the infra-orbital nerve, &c., are cut, and the contents 
of the cavity supported and protected by a narrow bent copper spatula.” (pp. 311, 12.) 
Or the flap may be formed in the following way with less extensive cuts. “The in- 
cisions were commenced at the inner canthus of the eye, carried by the side of and 
close to the ala of the nose, along the margin of the nostril, and then through the upper 
lip exactly in the middle line. Another incision was made from the commencement of 
the first, in a curved form, along the lower margin of the orbit, and, of course, in the 
direction of the fibres of the orbicularis palpebrarum. The flap thus formed was, by 
dissection, turned outwards and held by an assistant until the processes were cut.” 

. 314, 

Ss sore (a) directions for making tke skin-flap are, “ that an incision should be 
made from the margin of the upper lip towards the nostril, and then from the ala, as 
high as within half-an-inch of the inner canthus of the eyelids; next the cheek should 
be laid open from the angle of the mouth (or near it) as far as the zygomatic process of 
the malar bone, and, if necessary, an incision at right. angles with this one should ex- 
tend from the external angular process of the frontal bone, towards the neck of the 
lower jaw; now the flap between the nose and the wound in the cheek should be dis- 
sected from off the tumour, and turned upwards on the brow; then that portion of the 
cheek below and behind the wound should be turned downwards, and the mucous 
membrane divided, so as to expese freely the interior of the mouth.” (p. 548.) 

Cases may certainly occur in which the use of chisel and hammer may be neces- 
sary, but they cause great jarring and should not be used by choice, more especially as 
in general the detachment of the jaw can be most quickly and conveniently made, 
cutting pliers, or nippers, and strong scissors, as recommended by Syme and Liston, 
The former directs, that “one blade of a large pair of cutting pliers be introduced 
into the nose, and the other into the orbit, so as to divide the nasal process of the 
maxillary bone. The connexion with the malar bone is next separated in the same 
way, and then the palate, previous to which one of the incisor teeth must be extracted, 
if necessary. The Surgeon having now deprived the bone of all its principal attach- 
ments, wrenches it out either with his hands or strong forceps.” (p. 487.) ListTon’s 
proceeding is nearly the same. “ With the cutting forceps the zygomatic arch, the 
junction of the os male and frontal bone by the transverse facial suture, and the nasal 
process of the superior maxilla are cut in succession ; then, a notch having been cut out 
of the alveolar process, the palatine arch is clipped through by strong scissors placed 
along it, one blade in the nostril of the affected side, the other in the mouth. Then it 
is that an assistant will be prepared to place his fingers on the trunk of one or both 
carotids. The tumour is now shaken from its bed, and, as it is turned down, the 
remaining attachments are divided by the knife; the velum palati is carefully preserved, 
and also, if possible, the palatine plate of the palate bone.” (p. 312.) 

O’SHauenessEy (b) has given in his short but clever book, the following account of 
the removal of the upper jaw of a Hindu, of twenty-one years of age, which he per- 
formed in November, 1837. “ Anenormous growth completely occupied the left side of 
the face, rising to a level with the floor of the orbit, and extending a long way below 
the inferior maxilla, but unattached to it; occupying the whole of the anterior and left 
side of the mouth, and protruding between the lips, pressing down the lower jaw, so as 
almost to make the chin touch the throat, and flattening the nose, so as to leave but 


(a) Practical Surgery. 
(b) On Diseases of the Jaws, with abrief Outline —_ the Uperations for their Extirpation and Amputa- 
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little trace of the prominence of that organ. Still there was no difficulty of swallow- 
ing, and the patient seemed to breathe without inconvenience, through the right nares. 
That portion of the tumour which protruded through the mouth was of a bright red 
colour, and covered with mucous membrane, having at its upper part the canine, and two 
incisors of its own side, with the central incisor of the opposite mazilla sticking out of 
it. The dimensions of this mass were as follows :—From the part near the ear to the 
most prominent part which protruded from the mouth, exactly twelve inches, and from 
that part which bulged below the inferior mavilla to the edge of the orbit, about ten 
inches. It looked, as near as may be, equal in size to the patient’s head. * * * The 
principal source of pain to the patient seemed to be, from distension and pressure on the 
surrounding parts.” (pp. 70, 71.) Notwithstanding its large size, the tumour seems to 
- have been removed without much difficulty, the zygoma having been first cut through, 
aud afterwards the malar bone into the spheno-maxillary fissure, with LisTon’s bone- 
nippers. The orbitar process of the superior maxillary bone and the nerve were next 
cut through with a strong knife, and afterwards the nasal process of the bone. The 
second incisive tooth on the opposite side having been drawn, the extent of the disease 
requiring it, the alveolar process and hard palate, as far back as the palatal process 
of the palate-bone, were then cut through with the bone-nippers,” and now all the strong 
attachments of the tumour being completely severed, he had no difficulty in removing 
that mass, carefully separating with the knife the palatal process of the superior maxilla 
from the palatal process of the palate-bone, so as to preserve the soft palate from injury. 
The tumour weighed four pounds, it was nearly globular in form, having at its inferior 
surface a deep groove into which the lower jaw sunk, and the teeth before mentioned 
projecting from its anterior upper part.” (pp. 73, 74.) The patient did not lose more 
than eight or nine ounces of blood, no ligatures were required, and a few minutes after 
the tumour was removed, all bleeding ceased. “The mouth remained as wide apart 
after the operation as before the tumour that distended it was removed ; he appeared to 
have lost the power over the muscles that raise the lower jaw.” (p. 78.) This, how- 
ever, was gradually recovered, and on the eleventh day “the mouth was nearly as 
small as it ever could have been.” (p. 79.) The patient completely recovered. 
HETLING (a) of Bristol, relates a case of Osteosarcoma, or rather, as he says, it should 
be more properly called, from its true character, medullary sarcoma of both jaws, in a 
woman of twenty-three, upon whom he operated, removing part of the upper jaw, and 
part of the lower jaw, which latter he exarticulated. “The tumour extended from the 
upper to the lower jaw, to the latter of which it adhered so firmly, as to render it com- 
pletely immovable, so that the patient could not masticate, and could scarcely articu- 
late, being only enabled to answer questions put to her, by indistinctly mumbling 
‘yes,’ or ‘no.’ In this state she was compelled to live upon fluids, and even these 
were with difficulty swallowed, deglutition being much impeded by the pressure of the 
tumour upon the internal part of the mouth.” (p. 279.) The operation consisted in 
making a crucial cut through the cheek from the mouth to the lobe of the ear, and from 
the infraorbitar edge to the angle of the jaw, turning up the flaps and exposing the 
diseased mass, “the base of the tumour was found to occupy the palatine and maxillary 
portion of the upper jaw, and in its extensive growth, its head had been forced down 
and attached to the ridge of the lower jaw, nearly as far as the symphysis, extending 
along the whole of the alveolar border, nearly in a horizontal line from the mental 
JSoramen to the condyloid process, the whole of which portion was discovered to be either 
absorbed or in a state of caries, from the long-continued pressure of the tumour. In 
fact the tumour had so worked its way across the lower jaw, both inwards and outwards, 
that it was found buried in its substance, and, consequently, absorption of its body had 
been going on for some time on both sides of the bone. The substance of the tumour 
was next separated by the knife and fingers, from its base and adhesions. When this 
was effected, an extensive irregular surface of bone was found in a state of caries, ex- 
tending in the upper jaw from the pharynx across the palate to the malar bone. Not 
the least vestige of the thin walls of the antrum remained. Fortunately, the floor of the 
orbit was leftuninjured. With the assistance of Lisron’s bone-cutter, small saws, &c., 
every portion of diseased bone was taken away that could be safely removed. and the 
general surface scraped as carefully as possible with the knife, it being intended, finally, 
to apply the actual cautery over the whole plane of the diseased bone. Having accom- 
plished this tedious and difficult part of the operation, ample room was found fur ampu- 
tating the lower jaw at the articulation; caries having extended as before stated, from 
near the symphysis along the whole of the upper margin to the joint. This extensive 
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line of bone was then sawed off, except the condyloid process, which was afterwards 
easily disarticulated and removed with Lisron’s bone-cutter, having first divided the 
fore part of its capsule, aud also the temporal muscle from the coronoid process.” 
(pp. 284, 85.) There was no bleeding of consequence, and the actual cautery was not 
applied. ‘The flaps were brought together with sutures ; on the fourth day the external 
wound had united, and in course of a fortnight, she walked about the ward. She left 
seven weeks after the operation, restored to a healthy appearance. This operation did 
not ultimately succeed, for HETLING states, “that the disease returned some time 
after the patient left the Infirmary, that she languished for about a twelvemonth, and 
died.” (p. 336.) 

This result is what usually happens in these cases of fungoid tumours of the jaw, if 
the whole of the bones affected, cannot be, or are not, removed by the operation. And 
Liston has justly observed :—‘If anything is to be done, it ought to be undertaken 
with a thorough determination to go beyond the limits of the morbid growth, to remove 
the cavity which holds it, and thus get quit, if possible, of all the tissues implicated, or 
which may have become disposed to assume a similar action. I know from experience, 
that this step, if adopted in time, may prove successful ; and though at least a doubtful 
and very severe proceeding, not by any means unattended with danger, it is the only 
remedy. Let it be borne in mind, that it is only in the very earliest stage that any 
benefit can accrue even from the thorough extirpation; very generally the case is not 
presented until much too late, to one who understands the nature of the malady, who is 
capable of undertaking its treatment, and who has courage to propose and perform what 
is necessary. After the parietes have given way, and the growth has appeared in the 
nostril or cheek, the case is hopeless ; and the patient, as, of old, were those who ven- 
tured on the ocean, may be numbered with the dead.” (p. 307.)] 

2850. After the wound has been properly cleansed, every spouting 
vessel must be tied or twisted, the parenchymatous bleeding stanched with 
cold water, or with the actual cautery, the application of which may be 
necessary to destroy any remaining diseased part, the edges of the wound 
brought together and closed with the interrupted or with the twisted 
suture, and the interspaces with strips of sticking plaster. Filling up the 
cavity with lint is injurious, but laying in some pieces of German tinder 
convenient, as when suppuration comes on, it easily and completely 
separates. 

2851. The after-treatment must be conducted according to the general 
rule. 

The dangers to be dreaded are violent inflammation, which may extend 
down the throat and to the brain; nervous symptoms; ill-conditioned 
copious suppuration, to contend with which frequent washing the mouth 
with warm water or any slightly aromatic infusion are most proper, at 
the same time supporting the strength; after-bleeding, for which com- 
pression with German tinder must be made, which I employed in two 
cases with success ; necrosis of the cut surfaces, which require purifying 
washes for the mouth, and the ultimate removal of the separated pieces of 
bone; fungous granulations, which may be touched with caustic or with 
the actual cautery. 

If the disease recur, it depends upon the previous extent of the resection 
and the other conditions of the patient whether any repetition of the 
operation should be undertaken. Palsy of the face diminishes and ge- 
nerally after a time ceases. 

Upon this subject may be consulted also, 

Cuewius; in Heidelb, klinisch. Annalen. 

GururiE ; in London Medical Gazette, vol. xvii. p. 315. 1835. 

BLANDIN; in Gazette Médicale de Paris, vol. il. p. 344. 1834. 

ADELMANN, Untersuchungen iiber krankhafte Zustiinde der Oberkieferhéhle. Dor- 
pat, 1844, 
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von WautHeR; in his Journal fiir Chirurgie und Augenheilkunde, vol. v. p. 271. 
HAyYMANN; in the same, p. 569. 


2852. The practicability of this operation von WALTHER rested on his 
experiments upon the dead body. The blade-bone is laid bare by a crucial 
cut through the skin, forming flaps by turning it back, but leaving the 
muscles on the hinder surface of the bone; the insertions of the muscles 
are cut off close to the outer and inner edge of the bone, which is then 
sawn through transversely immediately below the spine, so that the upper 
angle and all the parts above the spine remain; lastly, the subscapular 
muscle is separated and the muscles generally on the front of the bone, 
which can be done with the handle of the knife. The trunk of the sub- 
scapular artery is not in this way injured. 

2853. HAYMANN performed this operation successfully on account of a 
tumour attached to the blade-bone. He laid it bare with two large semi- 
lunar cuts through the skin and tendinous expansion, and cut it away with 
some quick strokes of the knife; the bone was then sawn obliquely 
through the spine, so that only the glenoid cavity and the parts above 
the spine remained. After the cure the upper arm could be moved in 
most directions, its elevation alone was interfered with. 

Liston (1), JANSON (2), Luke (3), SymE (4), Wurzer, and TexTor have performed 
this operation (5). 

[(1) Liston (a) removed in 1819 about three-fourths of the scapula, leaving only the 
glenoid cavity, processes, and half of its spine. It had been at first intended to remove 
“a very large, hard, inelastic tumour, firmly attached to the bone, and extending from 
its spine over all the lower surface of the bone;” but on attempting to detach it from 
the spine, “the knife and fingers suddenly slipped into its substance. This was attended 
with a profuse gush of florid blood, with coagula.” Lasron then considered it necessary 
to remove the portion of bone above mentioned. The disease seemed to have been 
medullary sarcoma. The disease, however, recurred, and the patient died. 

(2) Janson (6) removed a large portion of the blade-bone which was involved in a 
tumour, but left the glenoid cavity. 

(3) LuxKe’s (ec) operation in October, 1828, was for a medullary sarcomatous tumour, 
occupying the whole of the infraspinate pit of the blade-bone, and protruding from the 
subscapular-pit deeply into the arm-pit. The patient was a girl of fourteen, and had 
only noticed the swelling about six weeks. He “made an incision through the skin, 
beginning at the avilla, and extending it along the axillary margin of the tumour and 
anterior costa, and then with a sweep around the inferior angle to within a short dis- 
tance of the spine of the scapula. He extended a second incision from the commence- 
ment to the termination of the first, along the lower margin of the spine; also through 
the skin, which being drawn upwards, exposed the spine and adjoining muscles. The 
muscles lying over the supra and infra spinal fosse were next divided in the direction 
which he proposed to saw through the bone, “* * * By grasping the tumour and 
inferior angle in his left hand, the scapula was steadied whilst he sawed it through in a 
direction from a little behind the glenoid cavity to a little above the superior angle, 
which latter was therefore removed, the spine being sawn through near to the root of 
the acromion.” (p. 237.) The soft parts were then carefully separated from the 
tumour, which was detached with about three-fourths of the scapula. The bleed- 
ing was free, particularly in the neighbourhood of the armpit, where the axillary ves- 
sels and nerves were exposed. Twenty or thirty arteries were tied, and about a pint or 
a pint and a half of blood was lost; but the girl did not faint. The edges of the 
wound were brought together with straps of sticking plaster, the arm secured with a 
bandage to the side and the fore-arm put inasling. In about two months the wound had 
healed completely. Eleven months after the operation, ‘ the motions of the arm for- 
ward and backward were perfect, and in fact more than ordinary, the limb moving with 


(a) Edinburgh Medical and Surgical Journal, ()) Manearane, Médecine Opeératoire, p- 26. 


vol. xvi. p. 66 and p. 215.—Elements of Surgery, (¢) London Medical Gazette, vol. v. 1530. 
p- 190. Second Edition. ; 
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more than usual pliancy, but yet there was considerable power. She can also perform 
the actions of rotation outwards and inwards. The elevation of the arm from the side 
cannot be easily accomplished, and requires the aid of the opposite hand to raise it to a 
horizontal level. She possesses considerable power, and can lift with ease moderately 
heavy substances.” (p. 239.) 

(4) The operation of SyME’s (a) here alluded to, like LisTon’s, sprung out of another, 
which was amputation at the shoulder-joint fora fibro-cartilaginous tumour of the upper 
part of the humerus, having exposed which, he “ easily cut through the acromion process 
and clavicle, and then depressing the arm, separated its remaining attachments. Itnow 
appeared that a fibrous anchylosis had existed between the glenoid cavity and the 
tumour, which had a cup-like form, and embraced it on all sides, He therefore sawed 
through the neck of the scapula, and removed a portion of the bone, including the 
coracoid process.” 

(5) Travers in July, 1838, removed all the blade-bone immediately below its spine, 
for a large medullary sarcomatous tumour occupying the whole infraspinate pit. He 
first cut through the skin from the upper to the lower angle, and next from the root of 
the acromion, along the inferior costa to the beginning of the first cut. He then turned 
up the flap of skin to rather above the spine of the bone; detached the rhomboid 
muscles from its base and the m. teretes and latissimus dorst from the inferior costa and 
angle, and next made a cut immediately beneath the whole length of the spine down to 
the bone, in doing which a large gush of bloody fluid, as in Lisron’s case, followed. 
The base of the bone first, and afterwards the inferior costa, were sawn through with 
a narrow saw ; and it was then attempted to cut across the bone with cutting nippers, 
but this failing it was sawn through without difficulty, close to the spine. The bleeding 
was severe, and he was much exhausted, but only seven vessels were tied. ‘The flap was 
laid down and fixed with two sutures and straps of sticking plaster. The wound healed 
kindly in about three weeks; but three months after the operation, a small tumour of 
the same kind appeared in the scar, and soon after another on the side of the chest. 
These gradually increased, burst, and threw out bleeding fungous growths; but he 
lingered a long while, and died just twelve months after the operation. 


TlI.—Or RESECTION OF THE CoLLAR-BONE. 


9854. Resection of the collar-bone, which may be indicated in commi- 
nuted fracture, if the sharp ends of the fracture thrust outwards or injury 
to the vessels or nerves be feared, in caries and necrosis, and bony tumours, 
requires, according to the different states of the soft parts, a transverse 
cut along the bone, from the two ends of which a small vertical cut must 
be made, or two elliptical cuts, including the diseased part; or for a very 
large swelling a crucial cut. ‘The bone is then carefully separated from 
the soft parts, the knife being always kept close to it; a spatula or a 
leather strap is thrust beneath the bone, which is then cut through with 
Hery’s saw or with the osteotome. The edges of the wound are brought 
tovether with sticking plaster, lint and compresses put over it, and the 


=) . 
arm supported with DESAULT’S or Boyver’s fractured clavicle apparatus. 


In the total removal of the collar-bone, which Cumrne ()) performed after ampu- 


tation at the shoulder-joint, and removal of the blade-bone in consequence of a crush 


by a gunshot-wound, Mryver (c) and Roux (d), on account of caries, WARREN (e) and 
Morr (f) for osteosarcoma, a cut was made along the collar-bone, and brought down a 
little below each end, at which a vertical cut about two inches long was made, the 
flaps turned back and the bone laid bare. The acromial end was then disjointed, the 
bone raised up and separated by disjointing its sternal end. ; 

| TRAVERS (g) operated on a boy of ten years old, who, in consequence of a fall which 


probably broke the collar-bone without rupturing the periosteum, had large effusions of 
i h Medical and Surgical Journal (d) Bulletin général de Therap. vol. vi. livr. 8. 
a lane ery * : (e) American Journal of Medical Science, vol. 


vier dical Gazette, vol. v. p. 273. xiii. p. 17. 1883. 
me cee" + aa (f) American Journal of the Medical Sciences, 


row GRAEFE und von WALTHER’S Journal vol. iii. p. 100. 1878. 
4 Seg 7... 4 ; (g) Med.-Chir. Trans., vol. xxi. 1838. 
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blood within it, which formed a tumour that by degrees involved and destroyed nearly 
the whole bone, except at its sternal end. He made “a crucial incision through the 
integument and platysma myoides, one limb of which was nearly in the line of the 
clavicle, and the other at right angles; and the flaps and fascial coverings successively 
dissected down to the external basis of the tumour. The pectoralis and deltoid muscles 
were then carefully detached from their clavicular origin, avoiding the cephalic vein, 
and the fibres of the trapezius and cleido-mastoid muscles divided on a director. One 
considerable vessel, in the situation of the transversalis humert, required a prompt liga- 
ture. The circumference of the tumour was now well defined, though it was found to 
be firmly imbedded and adherent on its posterior aspect. Disarticulation of the scapular 
extremity of the bone was next effected without difficulty, and the mobility thus com- 
municated to the mass facilitated the completion of the operation. A director was now 
worked beneath the bone, as near to the sternal articulation as was practicable, and with 
a pair of strong bone-nippers thus introduced, it was completely and clearly divided. 
The subclavius muscle and a part of the rhomboid ligament were now detached from the 
tumour, and the mass being well raised by an assistant, while the edges of the wound 
were kept wide apart by metallic retractors, the cervical prolongations of the tumour 
were separated from their remaining connections by a few touches of the scalpel, with- 
out iujury to the subclavian vessels. (pp. 187, 38.) A twelvemonth after, the boy had 
the full and free use of the arm.” (p. 147.)] 

Morr gives the following account of his removal of the collar-bone :—“ The inci- 
sion extended from the articulation at the sternum to the top of the shoulder, in a semi- 
circular direction ; below, the dissection, to get under the tumour, was on a line with 
the fourth rib; above, in a direction to the top of the shoulder, an inch below the thy- 
roid cartilage and base of the jaw, and terminated at the same point with the first. The 
tumour of a bony character, was in contact with the coracoid process, insomuch that I 
was obliged to saw it through near the acromion scapule. Below, the vein was imbedded 
in the tumour, from the coracoid process to the scalenus anticus. Then my attention 
was directed to separating the tumour from the deep-seated fascia of the neck, to pro- 
tect the deep-seated jugular and thoracic duct, the operation being on the left shoulder.” 
“‘ This operation far surpassed in tediousness, difficulty, and danger, anything which I 
have ever witnessed or performed. It is impossible for any description which we are 
capable of giving, to convey an accurate idea of its formidable nature. The attach- 
ment of the morbid mass to the important structures of the neck and shoulder of the 
left side, is sufficient to indicate its magnitude and difficulty.” So arduous was the 
task of separating the diseased clavicle from the vessels and thoracic duct, that he was 
at one time, he said, almost inclined to doubt the possibility of accomplishing his 
purpose (a). The operation lasted four hours, and thirty vessels were tied. The 
tumour, when separated, was the size of two fists. 

Cuaumer (6) of Bordeaux removed four-fifths of the clavicle, on account of a 
tumour originating from it.] 


[IV.—ResEctTion or BLADE-BONE AND COLLAR-BONE TOGETHER. 


This formidable operation was successfully undertaken by Mussry, of 
Cincinnati, who has published an interesting account of it (ce). In 1818 
a patient consulted him about a tumour connected with the thumb, for 
which the first metacarpal bone was removed. Several years later, pain 
attacked the humerus, which became greatly enlarged, and in 1831 the 
arm was amputated at the shoulder-joint. In 1836 the same disease 
appeared in the shoulder, and accordingly Mussry undertook the com- 
plete removal of the scapula and clavicle in September, 1837. ‘ The 
tumour was round and prominent, measuring horizontally over the sum- 
mit, from the anterior to the posterior margin of its base, 14 inches, and 
vertically, from the upper to the lower margin of its base, 10 inches.”? 
The integuments were dissected away from the clavicle, that bone dis- 
jointed from the sternum, its sternal extremity elevated and detached 
from the subclavius muscle, so as to admit of the finger of an assistant 

(a) American Journal of the Medical Sciences, (c) American Journal of the Medical Sciences; 


vol. ii. p- 482. 1828. vol. xxi. p. 390. 1837. 
(6) Gaz Méd. de Paris, vol. i. p- 209. 1846. 
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being passed under it to secure the subclavian artery. The subsequent 
steps of the operation consisted in “ plain, coarse, and sometimes rapid 
dissection.” Having tied the subclavian artery, Mussry divided the 
accompanying vein, when a bubble of air passed into the latter, which 
caused the patient instantly to swoon, and he was roused with much 
difficulty from this state of collapse. ‘‘ The immense wound, with flaps 
of seven or eight inches in extent, united by adhesion, and became con- 
solidated and sound, literally without the formation of a teaspoonful of 
pus. In less than three weeks the patient was dismissed, and he rode 
home in a stage-coach between thirty and forty miles, and remained sound 
and well in November.” 


In 1841, Ricaup (a) of Strasburg, amputated a man’s arm at the shoulder-joint, for 
disease of the humerus. The man recovered, and remained well for eight months. A 
tumour was then found growing from the scapula, and Rigaup removed the whole of 
this bone, together with the outer extremity of the clavicle, in 1842. In two months 
the parts were healed, and the man remained well in July, 1844. 

M‘CLELLAN, of Philadelphia, removed the scapula and clavicle from a boy. The 
patient recovered after the operation, but died from a return of the malignant disease 
in another part. 

Dr. BuackmAn, of New York, informs me, that GILBERT, of Philadelphia, has recently 
removed the scapula and clavicle, but I have not been able to ascertain the particulars 
of the operation. 

I am specially obliged to my friend Fereusson for the following short account of the 
removal of the whole scapula and part of the clavicle, which he has this day (February 6, 
1847) performed on a man aged thirty-three, who had his right arm amputated about 
three years ago for caries of the shoulder-joint. The humerus was extensively diseased, 
which is presumed to have been the reason for amputating ; and the glenoid cavity being 
also affected, was removed at the same time, but either not sufficiently, or else there had 
been subsequent extension of the disease. Ten or twelve fistulous openings communi- 
cated from the surface with the carious bone, which seemed to be so extensively diseased 
that Fercusson considered it best to remove the whole bone. An incision was made, 
beginning an inch and a half from the sternal end of the clavicle, along that bone to 
the acromion; room was thus made to apply a saw to the middle of the bone. An incision 
was next made in the course of the spine of the scapula, nearly to the base. The first 
cut was then extended down into the azilla. The posterior flaps were now partially dis- 
sected off the thickened mass covering the scapula; the anterior next raised, then the 
m. pectoralis minor, next the m. trapezius were cut through, and the bone, being forcibly 
pulled outwards, was soon severed by the division of the other muscles and tissues. The 
anterior attachment of the trapezius had been in part divided when making way for the 
saw on the clavicle. The axillary vessel was not obliterated, but spirted freely when 
the finger was taken off the sub-clavian on the first rib, where it had been compressed ; 
during the operation not more than four ounces of blood were lost. There was no shock 
and no pain, for the patient was under the influence of ether during the whole time. 
He was not aware that the operation was actually done, though he fancied it was 

oing on. 
¥ 5 Sees Bey (6), in the case of a boy fourteen years old, who had been severely 
wounded in the shoulder by the discharge of an old piece of artillery, which exp!oded 
whilst remelting, amputated at the shoulder joint, removed the whole blade-bone, 
which had been broken into several pieces, and cut off the acromial end of the collar- 
bone. In about two months the wounds were healed. 

It may not be amiss to notice here five cases, in which the arm and the entire scapula 
were torn from the body by machinery. In the first case, related by BELcHIER (c), no 
arteries were tied, and the man was well in two months. James (d) records a similar 
accident to a boy eleven years old, and here again no ligatures appear to have been re- 
quired, and the cure was complete in nine weeks. ScARNELL (e) removed the outer 
third of the clavicle which projected from the wound, and tied the subclavian artery. 


(a) American Journal of the Medical Sciences. p. 5. 1841.—London Medical Gazette, vol. xxxi, 
1844; p.512. I have not been able to consult the p. 286. 1842, . : 
original report. (ec) Philosophical Transactions, vol. xl. 1741. 
(6) Annali Universali di Medicina, vol. xeviii. (d) London Medical Gazette, vol. v. p.497, 1830. 
(e) Lancet. 1832; p. 114. 


1006 RESECTION OF THE RIBS. 


In a patient of Lizars’s (a), the outer half of the clavicle was torn away, as well as the 
arm and scapula; a ligature was placed on the subclavian artery, which had bled but 
little, and the patient rapidly recovered. A similar case did equally well under the 
care of CARTWRIGHT (0), 


V.—Or RESECTION OF THE RIBS, 


2855. Resection of the ribs, which has often been performed for in- 
curable disease restricted to the bone, as in caries and bony tumours, 
(Percy, Cirrapini, Ricueranp, Mitton, Antony, Morr, Curor- 
Bry, JAEGER, TExTor,) requires the rib to be laid bare by a longitu- 
dinal or transverse cut; the intercostal muscles are then divided by a cut 
first at their upper and afterwards at their lower edge close to the bone, 
and the intercostal artery tied if it bleed. The pleura is then separated 
with a blunt needle and the rib cut off with an osteotome, which, in con- 
sequence of its sheath, best ensures the pleura from wound. The wound 
is to be lightly filled with lint or German tinder, and treated in the usual 
way. 

In compound comminuted fractures of the ribs, the removal of the ends of the bone 
with the saw may be necessary; though here the greatest caution is always requisite 
to avoid injuring the pleura, which is closely connected with the rib, whilst in caries the 
pleura is generally thickened, and in part also separated from the rib. 

In a case where about an inch-and-a-half of the ninth rib had been removed, Trx- 
ToR found a mass of new bone at the place where the removal had been made, although 
caries had extended backwards to a considerable extent, the whole of the diseased part 
not having been completely removed. 

[WaRREN (c) removed, in January, 1836, a large, hard, immovable tumour, with a 
fistulous opening, and situated on the junction of the sixth and seventh ribs with their 
cartilages, which had existed about four years. He made an oblique cut over the 
swelling, and at each end of it another at right angles, so as to form two quadrilateral 


flaps, which being turned back, a firm cartilaginous substance was exposed, that had 


destroyed the natural appearance of the parts. This was removed, partly by shaving 
off with the scalpel, partly by bits with the cutting forceps, and both ribs were then 


found carious. These were carefully detached by a probe from the pleura, which was ~ * 


much thickened, and from the diaphragm, and three inches of the seventh rib with its 
cartilages, with two inches of the sixth, were removed by the chain saw and cutting 
forceps. ‘There was little bleeding, the intercostal arteries having been obliterated -in 
the course of the disease. He recovered. Warren also removed in March, 1837, an 
osteosarcomatous tumour, circular, above six inches in diameter,tand three in: height, 
covering parts of the seventh, eighth, ninth, and tenth ribs, attached to all, but most 
firmly to the ninth. It had been growing six years. A T cut was made through the 
skin, and the flaps having been turned back, the insertions of the external ‘oblique 
muscle were exposed and dissected off, as was also the m. latissimus dorsi, which latter was 
divided with some difficulty, and excessive pain. The tumour then found. originating 
from the ninth, but firmly connected with the seventh, eighth, and tenth ribs, was then 
cut off from the former about an inch distant from its junction with its cartilage. The 
intercostals were then cut through, the diaphragm carefully separated from the rib and 
pleura, a director passed under the points where the rib was to be divided, and this done 
with cutting forceps, removing about two inches of the bone, and a part of its cartilage ; 
upon which the diaphragm immediately rose up like a hernia. There was little bleeding, 
and no vessel required tying. This case did well. 

Dixon (d) removed the cartilage of the tenth rib of the left side, which had been 
broken off two years previously, and from a few weeks after had caused severe neuralgia 
at first in the part and then over the region of the stomach, and had become almost un- 
bearable. A careful dissection exposed the cartilage unattached ; it was easily removed ; 
the si immediately ceased, and the patient completely recovered in the course of a 
week, 


(a) Fergusson’s Practical Surgery, p. 235. (c) Boston Medical and Surgical Journal. 1837. 
(6) Fergusson, p. 235. —Lancet. 1837-38; vol. ii. p. 606. 
(d) New York Quarterly Journal, No. I.—Lancet. 1839-40; p- 137. 
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In a case of necrosis of the fifth rib, of which Roux (a) removed with the chain saw, 
four inches, a collection of matter was found between it and the pleura, not, however, 
communicating with the cavity of the chest. Within a few days, respiration became 
oppressed. He was attacked with symptoms of pleuritis on the right side, and died. On 
examination, the right cavity of the chest was found to contain a considerable quantity 
of purulent serum, with albuminous flakes of recent formation. The lungs were filled 
with softened tubercles, as might be expected, the patient having been much emaciated, 
and coughed much, with copious expectoration, previous to the operation. ] 


V.—RESECTION OF THE FIBULA. 


[2855*. Resection, or Extraction of the Fibula, was proposed by Dr- 
SAULT, but has been, however, only recently performed by Seurrn (6). 
He detached the muscles from the bone, then applied the crown of a 
trephine below its head, slipped a narrow ribbon between the bone and 
the muscles on its inner side, down to the outer matleolus, and cut it off 
with a curved saw. MaLGAIGNE removed the upper third of the jbuda, 
and exarticulated it; but care was necessary to avoid injuring the anterior 
tibial nerve as it passed round the neck of the bone. | 


2856. From this account of the several resections in the contiguity and 
continuity of the bones, it may be easily determined which mode of prac- 
tice shall be pursued in the partial resection of some bones, to wit, the 
radius, ulna, tibia, fibula, metacarpus and metatarsus, and so on; as 
also in the entire extirpation of single bones. 

For a careful collection of the cases hereto belonging, see 

JAEGER, Handworterbuch der Chirurgie, Article Resectio ossium, vol. v. 


Krerrmatr, Darstellung des Ergebnisses der im kénigl. Junius Spitale zu Wiirz- 
burg seit 1821 angestellten Resectionen. Wiirzb., 1839. 


SCHIRLINGER, Beitrag zur Casuistik der Resectionen. Wiirzb., 1841. 


Postscript. 


[The year 1846 seems in a fair way to be known as the Annus Mirabilis of Surgery. 
The profession and the public in both hemispheres are in a complete ferment, conse- 
quent on the discovery by Morton, an American dentist, of a mode of producing in- 
sensibility, during which an operation may be borne without pain, nay, even rendered so 
agreeable as to induce a desire for its repetition. _ This safeguard against pain, consists 
in inhaling the vapour of ether, till the person is brought by it into the condition vul- 
garly known as “ dead drunk,” in which state the operation is to be performed. 

From the account given by BicELow (c), it appears that this proceeding was first 
largely employed to render tooth-drawing easy, and in consequence of the success which 
attended it, WARREN of Boston, thought it might be useful in more serious Surgical 
operations. He, therefore, on 16th October, 1846, having put a patient under the 
ethereal influence, made “ an incision near the lower jaw of some inches in extent. 
During the operation the patient muttered, as in a semi-conscious state, and afterwards 
stated that the pain was considerable, though mitigated; in his own words, as though 
the skin had been scratched witha hoe. There was, probably, in this instance, some 
defect in the process of inhalation, for on the following day the vapour was administered 
to another patient with complete success. A fatty tumour of considerable size, was re- 
moved by Dr. Haywarp, from the arm of a woman, near the deltoid muscle, The 


1 Hebdomadaire, vol. vii. p. 299.— (c) Insensibility during Surgical Operations 
ioe Woop aie, Wala li. p. 619. ® produced by Inhalation ; from Boston Medical 
(b) Mauearane, Médecine Opératoire, p. 249. and Surgical Journal; cited in Medical Times 


Fourth Edition. 1843. vol. xv. 1847, 
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operation lasted four or five minutes, during which time the patient betrayed occasional 
marks of uneasiness, but upon subsequently regaining her consciousness, professed not 
only to have felt no pain, but to have been insensible to surrounding objects, to have 
known nothing of the operation, being only uneasy about a child left at home.” (p. 271.) 
Two other cases are also mentioned by BiGELow, one of amputation above the knee, 
the other of removal of a portion of the lower jaw, during both which operations the 
patients were insensible to pain. An account of this wonderful discovery reached this 
country on 17th December, 1846, and on the 19th, a young female, having been intoxi- 
cated by inhaling ether for a minute and a half, had a molar tooth extracted from the 
lower jaw by Rosinson (a). On the same day, Liston (6) amputated the leg of one 
patient , and twisted off the great toe-nail of another, whilst they were under the influ- 
ence of ethereal inhalation, and “ neither of the patients knew, when they recovered 
from their stupor, that the operation had been performed.” (p. 251.) 

Since this time, the public and medical journals have been teeming with “ painless 
operations” of all kinds, performed in all parts of the country. 

That insensibility to pain, consequent on complete intoxication by breathing the 
fumes of ether, may be produced in many cases, is beyond all doubt; but that this con- 
dition will be induced in all instances is certainly untrue. Its failure does not depend, 
as is asserted, on the inhalation not being properly performed, for all persons are not 
alike affected by it, however carefully and perseveringly the ether may be administered. 
In proof of this, I may select, from among many instances, a case which occurred 
during the present month, (February, 1847,) at St. Thomas’s Hospital. A man, whose 
toe-nail was to be twisted off, inhaled ether most assiduously for more than half an hour, 
without the slightest degree of insensibility being induced ; but it could not be objected 
that he was not fully subjected to the influence of the medicine, since after twenty hours 
his breath was still so impregnated with the ether, that it was strongly smelt by persons 
standing at the foot of his bed. 

The avidity with which ethereal inhalation has been generally adopted, and appa- 
rently without consideration of the possibility of its indiscriminate employment being 
ever attended with danger, is one of the most remarkable circumstances connected with 
it. But, that it is not unfrequently accompanied with inconvenient and even dangerous 
results there can be no doubt. BicELow, in his paper before the Boston Society, mentions’ 
the more or less severe cough, which was immediately induced in several of the cases 
he relates. In another instance, I have known hemoptysis and bronchitis induced, in a 
patient who had previously suffered from hemoptysis. Morris (c) states of a woman, 
that “she did not appear at all timid, and began to inhale the vapour with the greatest — 
confidence ; after five or six inspirations she suddenly became deadly pale, and stated 
that she was suffocating, and refused to continue breathing the ether ; she had scarcely | 
done speaking before she coughed violently three or four times, the flow of blood to the 
head was instantaneous ; she became quite purple in the face, the temporal veins were 
much distended, and the arteries throbbed violently ; she was perfectly sensible, and 
complained of a sense of suffocation, and that she should die. She remained in this state 
for five minutes at least, when the face began to assume its natural colour. She was a 
long time before she was able to leave the house; and after she had been at home two 
hours had a fit, in which she was stiff and insensible for ten minutes. Although up- 
wards of a fortnight has elapsed since she inhaled the vapour, she is far from recovered, - 
complaining of a great deal of pain and confusion about the head, and oppression at the 
chest.” He mentions also, of one boy, that “ after having inhaled for a short time, 
instead of depressing him he became furious, called out loudly, and we had great 
difficulty in pacifying him ;” and of arother, that the inhalation ‘“ brought on a most 
distressing cough, which continued so long as he breathed the vapour; after a‘time it 
produced precisely the same effects as nitrous oxide; he laughed most heartily, and 
looked quite idiotic. After waiting an hour he again tried the vapour, but with the 
same results.” (p. 352.) CoTTon also states, that in one of his cases “ boisterous, hyste- 
rical-like spasms followed, as observed by Professor ParxeEr, requiring all the force of 
the bystanders to hold the patient. Further inhalation, however, served to effect the 
required degree of unconsciousness.” (p. 353.) 

It has also happened, that the patient has not recovered so speedily after the removal 
of the inhaler, as is commonly stated; indeed, it was almost. feared he was dead, and 
he only revived by pouring quantities of wine down his throat. In this case, the Sur- 
geon who operated noticed, that all vital resistance of the tissues had ceased, and that 
the sensation given by his knife was as if he were cutting into a dead body. 

(a) Medical Times, vol. xv. p. 273. (b) Ibid. 
: (e) Ibid. 
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I have thought it right to mention these facts, to put practitioners on their guard in 
the employment of ethereal inhalation, for I feel assured, that unless more cautiously 
employed than hitherto, it will not be long before many disastrous consequences will 
result. A medical friend of high standing, with whom I had some conversation, in- 
sisted on the propriety of subjecting the patient to some preliminary trials of the effect 
of the inhalation before employing it at the time of operating. With this opinion I 
fully concur, and I should certainly adopt it, if I made up my mind to try inhalation 
at all; but upon that point I am not decided, for I have considerable doubt of the 
propriety of putting a patient into so unnatural a condition as results from inhaling 
ether, which seems scarcely different from severe intoxication, a state in which no 
Surgeon would be desirous of having a patient who was about to be submitted to a 
Serious operation. : 

It was suggested, with much appearance of probability, that a far more important 
benefit than even the prevention of pain would arise from the use of ether; that it must 
lessen the shock to the nervous system generally, and that the after-treatment would be 
greatly facilitated by the absence of constitutional irritation, But experience has not 
confirmed these hopes. A patient who recently underwent an important operation, 
which was performed with rapidity and skill while he was quite unconscious, gradually 
sank, and died in three weeks, although little blood had been lost, and there was no 
organic disease found after death to account for the unfavourable termination of the 
case ; there were two fresh effusions of blood beneath the arachnoid membrane: Another 
case, still more recent, terminated fatally within three days; the patient never rallied 
from the sedative effects of the ether, while, at the same time, the spasms in the stump 
of the amputated limb were unusually severe. 

In conclusion I may observe, that there are no operations in which the use of ether 
seems to be so decidedly contra-indicated, as in those for the cure of Cataract ; for, when 
skilfully performed, they cause hardly any pain, so that stupefying the patient is at least 
superfluous. But voluntarily to induce congestion in an organ, where inflammation, 
once set up, is so difficult to control, and where if unchecked, it produces such deplor- 
able effects, appears to be the height of imprudence. Yet all this risk has been run, and 
the non-professional public have been astonished to hear how quickly a Cataract may be 
got out: the final results of the operations have not been so eagerly proclaimed.— 
J. F.S.] 
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ERRATA. 


, VOL. I. 
Page- Line i 
176 | 12, for caoutchouc, read gelatine. 

217 18, dele and Gonorrheeal ophthalmia 
310 14, for feather, read spring 

498 20, for except, read as 

503 51, for fish-bone, read whale-bone 

595 8, for Wolf’s-jaw, read Wolf’s-throat, 
612 16, read habitual costiveness is not 
612 31, dele , where 

630 48, for graphit, read plumbago, 


636 1, for scarabei, read scabiei, 
669 (e) for potass. Iod. gr. 4, read potass. Iod. 3ss. | 
676 55, point thus, return more readily, make 


725 17, for rosin, read gum, 
781 26, for Upwards, read Downwards 
775 46, for down-lying, read lying-in, 


VOL. II. - 
1 8, for intestine, read viscus 
20 18, for sore, read sac 
79 42, for veins are, read vein is 


704 11, for the naked eye, read a magnifying glass, 

748 14, after with, insert that part, 

751 11, for rose-crown, read rosary 

Lis 42, for plaster, read layer 

811 37, for with, read without 

861 46, for hips, read lips, 
911 9& 10, point thus, larger quantity, than in the middle where it is 
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